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OVERLAPPING    OF    THE    FASCIA    OF    THE    POSTERIOR 
VAGINAL  WALL  FOR  THE  CURE  OF  RECTOCELE.* 

BY 
DOUGAL  BISSELL,  M.  D., 

New  York. 
(With  two  illustrations.) 

The  cure  of  rectocele  may  be  accomplished  by  the  employment 
of  the  same  principle  and  practically  the  same  technic  used  in  the 
repair  of  the  anterior  vaginal  wall  for  the  prevention  of  procidentia 
uteri  and  cystocele,  described  by  me  in  a  previous  article  (Amer. 
Jour.  Obst.,  June,  1918). 

It  must  be  remembered,  when  operating  for  rectocele,  that  the 
fascial  structure  of  the  posterior  vaginal  wall  merges  with  the  inner 
border  of  the  perineum,  extends  laterally  to  the  levator  ani  muscles 
and  posteriorly  to  the  cervix.  Normally  this  fascia  is  not  thick 
but  when  subjected  to  abnormal  pressure  as  is  the  case  in  rectocele 
and  cystocele,  the  usual  law  is  put  into  action  and  thickening  of 
the  fascia  occurs  as  the  result  of  an  effort  on  the  part  of  Nature  to 
remedy  a  damaged  condition.  When  performing  perineorrhaphy 
it  is  usual,  after  denuding  the  tissues  covering  the  perineal  body, 
to  separate,  to  a  certain  extent,  the  mucous  membrane  of  the  pos- 
terior vaginal  wall  from  its  underlying  structures  by  blunt  dissection 
or  with  a  piece  of  dry  gauze.  The  structure  thus  exposed  is  the 
rectovaginal  fascia. 

To  correct  an  accompanying  rectocele  a  median  longitudinal 
incision  is  made  through  this  fascia  into  the  cellular  area  which 
determines  the  line  of  demarcation  between  the  vagina  and  the 
rectum.  This  cellular  tissue  is  now  separated  from  the  under 
surface  of  the  fascia,  laterally  to  the  levator  ani  and  longitudinally 

*  Read  at  a  meeting  of  the  Xew  York  Obstetrical  Society,  March,  1918. 
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to  the  cervical  area.  This  cellular  area  may  at  times  be  found  to 
contain  a  considerable  quantity  of  fat,  as  in  the  case  reported.  As 
the  freeing  of  the  cellular  tissue  from  the  fascia  is  continued  in  the 


Fig.  i. 


direction  of  the  cervix,  the  incision  is  extended  to  within  i  cm.  of 
the  cervix. 

The  vaginal  flaps  are  now  prepared  for  lapping  by  first  trimming 
them  longitudinally  to  an  apparently  excessive  degree.  The  extent 
of  this  trimming  must  depend  of  course,  on  the  amount  of  redundant 
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tissue  or  size  of  rectocele.  Roughly  speaking,  only  about  one-half 
of  each  flap  remains  and  the  effect  produced  after  completing  the 
operation  is  that  of  overcorrection. 


Fig. 


The  flap  to  the  left  of  the  operator  is  now  carefully  denuded  of  its 
mucous  membrane.  Scissors  are  used  to  make  the  denudation,  as 
by  their  careful  employment,  a  thin  submucous  layer  of  tissue  is 
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left  upon  the  fascia  which  serves  to  maintain  the  fascial  continuity 
of  the  flap.  The  flap  thus  being  made  relatively  thick,  resists  the 
strain  of  the  stitches  better  than  the  fascia  alone  would  do. 

The  denuded  flap  is  now  severed  crosswise  immediately  below 
the  cervix  to  the  extent  of  about  i  cm.  This  is  done  in  order  to  make 
a  better  fascial  approximation  when  the  flaps  are  overlapped.  The 
next  step  is  to  place  the  sutures  so  that  the  denuded  flap  will  be 
anchored  well  under  the  undenuded  flap.  The  first  mattress  suture 
should  penetrate  the  undenuded  flap  from  without  in,  where  the 
posterior  and  lateral  vaginal  walls  meet.  It  is  then  made  to  pene- 
trate the  denuded  flap  at  its  upper  angle  from  without  in  and  from 
within  out  at  }  2  cm-  of  more  from  the  longitudinal  cut  margin  of 
the  flap.  The  suture  is  then  made  to  penetrate  again  the  undenuded 
flap,  but  from  within  out,  near  the  point  of  its  entrance.  Four  or 
rive  mattress  sutures  of  chromic  gut  1  cm.  or  more  apart  are  inserted 
in  like  manner,  which  when  tied  complete  the  anchorage  of  the  de- 
nuded flap.  The  object  of  leaving  so  much  tissue  to  the  inner  side 
of  the  sutures  on  the  denuded  flap,  is  to  extend  the  fascial  union  to  an 
area  beyond  the  anchorage. 

Three  or  more  interrupted  or  mattress  chromic  gut  sutures  are 
now  passed  through  the  free  longitudinal  border  of  the  undenuded 
flap  and  again  through  the  fixed  border  of  the  denuded  flap  where 
the  mucosa  and  the  fascia  meet.  A  continuous  chromic  gut  suture 
is  then  used  to  approximate  the  cut  mucous  edges. 

It  was  found  necessary  in  the  case  here  reported,  to  keep  a  de- 
pressor within  the  posterior  vaginal  space,  created  by  the  separation 
of  the  fat  from  the  fascia  while  the  sutures  which  prevent  a  possible 
interference,  by  the  fat,  with  the  adjustment  and  anchorage  of  this 
under  flap.  When  the  two  flaps  are  anchored  in  position  the  per- 
ineal sutures,  after  the  perineorrhaphy  is  done,  are  placed  and  tied. 

Examination  of  the  patient  by  rectum  and  vagina  three  months* 
after  operation,  showed  the  posterior  vaginal  wall  firm  and  resisting 
from  the  perineum  to  the  cervix.  The  result  of  the  operation  was 
such  as  I  have  never  previously  been  able  to  secure. 

Report  of  a  Case. — Mrs.  H.,  aged  fifty-seven,  widow,  two  chil- 
dren, voungest  thirty-seven  years  of  age.  Menopause  reached  at 
fifty-one. 

"Several  years  ago  noticed  something  came  down  suddenly  with 
bowel  movement."  One  year  ago  the  protruding  body  was  very 
noticeable  and  began  to  occasion  inconvenience. 

Examination  showTed  a  good  perineal  body  with  slight  mucous  tear 

*Last  examination  was  made  May  8,  101S. 
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and  extensive  protrusion  of  the  posterior  vaginal  wall  which  was 
proven  by  rectal  examination  to  be  a  true  rectocele. 

Bimanual  examination  showed  the  uterus  atrophied.  Cervix  in 
normal  position. 

Operation  February  4,  191 8,  as  described  above. 

219  West  Seventy-ninth  Street. 


REPORT  OF  A  CASE  OF  PARAGENITAL  TERATOMA.* 

BY 
L.  W.  STRONG,   M.  D., 

Pathologist  to  the  Woman's  Hospital,  New  York,  N.  Y. 
(With  six  illustrations.) 

The  title  given  to  the  tumor  here  described  might  be  criticized 
as  being  indefinite  and  conforming  to  no  recognized  classification 
of  teratomata.  But  a  precise  designation  would  be  open  to  the 
more  serious  objection  of  assuming  something  not  susceptible  of 
proof.     The  possibilities  of  origin  will  be  considered  in  the  description. 

The  tumor  was  removed  from  a  patient  at  the  Woman's  Hospital 
by  Dr.  Dougal  Bissell  (see  page  107). 

It  was  globular,  24  cm.  in  diameter;  its  outer  surface  was  smooth, 
in  places  showing  a  membranous  wall  covering  cystic  cavities  of 
varying  size  (Fig.  1).  To  a  portion  of  the  surface  was  adherent 
the  fimbric  extremity  and  5  cm.  of  the  outer  end  of  a  Fallopian 
tube.  The  tube  lay  on  the  surface  and  had  no  connection  with  the 
interior  of  the  tumor.  The  pedicle  was  membranous  and  showed  no 
other  structures  than  large  vessels.  No  suggestion  of  ovarial 
tissue  was  seen  on  any  part  of  the  tumor  surface.  On  section  the 
mass  was  mainly  solid,  although  it  presented  a  honeycomb  appear- 
ance from  numerous  irregular  cysts,  some  of  which  were  several 
centimeters  in  diameter.  These  were  filled  with  serum  and  clotted 
blood.  The  cut  surface  was  mottled,  grayish-yellow  and  red  from 
areas  of  necrosis  and  hemorrhage. 

Nothing  suggestive  of  ovarial  tissue  appeared  on  section,  nor 
did  any  bone,  sebum,  hair  or  teeth  appear  macroscopically  in  any 
of  the  cuts. 

Sections  were  taken  from  numerous  areas  for  formalin  fixation. 
The  microscopic  appearance  of  these  sections  give  in  general  tissues 
from  all  three  germinal  layers  without  any  sign  of  orderly  arrangement. 
The  ectoderm  is  represented  by  squamous  epithelium  which  varies 
from  two  to  three  layers  of  very  simple  cuboidal  cells  without  horn 

*Read  at  a  meeting  of  the  New  York  Obstetrical  Society,  March  12,  1918. 
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formation  up  to  large  stratified  areas  with  an  excess  of  cornification. 
In  its  simplest  form  the  integument  gives  the  exact  picture  of  a 
fetal  ammios.  The  squamosa  abruptly  changes,  sometimes 
into  a  columnar  ciliated  form  or  into  neuroepithelium,  or  into  any 
other  type  found  in  the  body.  The  columnar  ciliated  epithelium 
representing  the  respiratory  tract  occurs  around  definite  lumina 
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Fig.  i. — Outer  surface  showing  cysts. 

sometimes  with  a  mantle  of  undifferentiated  mesothelial  cells  all 
histologically  similar  to  embryonal  bronchial  structures.  There 
are  other  lumina  lined  in  part  by  villous  structures  with  beaker 
cells,  representing  intestine. 

The  neuroepithelium,  which  is  particularly  abundant,  is  in  many 
layers  of  deeply  staining  cells  with  no  visible  cytoplasm.  This  is 
in  gyrated  layers,  sometimes  forming  lumina,  sometimes  followed 
by  masses  of  round,  deep-staining  cells  without  protoplasm  (glia), 
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or  simple  ganglion  cells  and  nonmedullated  nerve  fibrils.  All  this 
represents  cortex,  while  in  places  the  neuroepithelium  is  directly 
succeeded  by  a  deeply  pigmented  layer  in  which  the  contour  of  the 
cells  is  obscured  by  the  pigment  granules  they  contain.  This 
pigment  is  succeeded  by  villi  of  a  broad  and  simple  type,  evidently 
the  choroid  in  its  embryonic  stage.  It  follows  that  the  large  spaces 
outside  the  choroid  represent  ventricular  spaces. 


Fig.  2. — Cut  surface,  mainly  solid. 

There  are  definite  areas  of  large  ganglion  cells  surrounded  by 
medullated  nerve  fibers,  representing  spinal  ganglia. 

There  is  one  compound  structure  more  closely  approaching  a 
•definite  organ  than  anything  yet  described.  This  is  a  tubular 
body,  lined  by  a  high  columnar  epithelium  which  is  thrown  into  a 
few  broad  folds.  This  is  surrounded  by  a  few  longitudinal  muscle 
fibers  and  then  a  definite  band  of  circular  muscle  bundles,  with  more 
longitudinal  fibers  outside  these.  The  whole  has  a  connective- 
tissue  sheath.     This  structure  may  be  either  respiratory  or  ah- 
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mentary,  its  epithelium  being  indeterminate,  but  the  combination 
of  epithelial  tube  and  muscular  wall  gives  a  higher  organoid  develop- 
ment than  is  commonly  seen  in  teratomata. 

Hair  follicles,  sebaceous  and  tubular  glands  have  to  be  mentioned 
among  other  ectodermal  structures. 

In  one  region  there  is  a  structure  forming  a  cup-shaped  cavity, 
the  edges  of  which  are  of  several  layers  of  neuroepithelium  with  a 
center  of  a  single  layer  of  deeply  pigmented  cells. 


Fig.  3. — Embryonal  squamosa. 


Fig.  4. — Choroidal  villi,  pigment  cells, 
hair  follicle. 


The  shape  of  this  formation  is  so  definite  that  it  at  once  suggests 
an  eye  vesicle,  but  although  such  have  been  described  in  teratomata, 
one  is  inclined  to  be  cautious  of  making  this  diagnosis  in  view  of 
the  numerous  alternations  of  neuroepithelium  and  pigment  areas 
found  in  this  single  teratoma,  only  differing  from  this  in  symmetry. 

For  mesothelial  structures  we  have  a  stromal  tissue  varying  in 
development  from  fibroblastic  cells  to  definite  connective  tissue, 
both  fibrous  and  areolar,  with  embryonic  and  mature  fat  cells. 
There  are  large  areas  of  myxomatous  appearance  with  very  few 
stellate  cells.  Cartilage  is  present  in  all  stages  of  development  and 
one  small  area  was  found  of  a  hyaline  eosin-staining  matrix  enclosing 
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a  few  large  cells,  evidently  osteoblasts.  Lymph  spaces  were  numer- 
ous, but  no  blood-vessels  were  demonstrable. 

As  to  evidence  of  malignancy  in  this  tumor  the  most  suggestive 
appearances  are  in  the  neuroepithelium  which  in  places  takes  on  a 
distinct  adenomatous  type  with  very  irregular  glandular  structure 
and"  outline.  The  stroma  also  in  the  myxomatous  and  fibroblastic 
areas  give  the  appearance  of  a  rapidly  growing  and  destructive  tissue. 

To  summarize  the  histological  features,  the  embryonic  type  of 
all  tissues  is  most  conspicuous,  although  it  is  not  the  only  stage. 


Fig.  5. — Teratoma  ovarii.     Eye  vesicle. 


There  are  only  vague  suggestions  of  organoid  arrangement  seeming 
to  correspond  with  the  embryonic  stage  of  the  individual  tissues. 
Ectoderm  and  neuroepithelium  are  conspicuous,  but  no  one  germinal 
layer  can  be  said  to  predominate.  Probably  the  upper  portion 
of  the  body  tissues  is  more  represented  than  the  visceral.  The 
neoplastic  nature  of  the  tumor  is  seen  in  the  adenocarcinomatous, 
possibly  sarcomatous  portions. 

The  origin  of  the  tumor  remains  to  be  considered. 

It  is  natural  to  divide  teratomata  into  two  classes,  genital  and 
extragenital,  because  there  are  undeniable  relationships  of  certain 
forms  to  the  genital  glands  (e.  g.,  testicular)  while  it  is  equally  true 
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that  others  may  occur  almost  anywhere  in  the  body.  There  are 
certain  other  characteristic  sites,  as  the  body  poles  and  clefts,  and 
it  may  ultimately  be  possible  to  further  subdivide  this  class  of  tumors 
on  a  regional  basis,  but  for  the  present  discussion  we  will  regard  only 
a  genital  class  as  established  and  include  all  others  in  the  term 
extragenital. 

There  are  several  possibilities  for  the  explanation  of  an  ovarial 
origin  in  the  presence  of  two  intact  and  normal  ovaries,  as  in  this 
instance.     First,   Pfannenstiel,   in   Veit's   Handbuch,   suggests   the 


%   -*m  •■■•V-1 


Fig.  6. — Organoid  structure. 


possibility  of  snaring  off  of  a  pedunculated  teratoma  from  the  ovary. 
He  speaks  of  a  case  reported  by  Fraenckel,  which  lay  free  in  the  ab- 
dominal cavity.  On  investigating  this  case,  however,  it  turns  out  to 
have  been  a  dermoid  cyst,  which  is  rather  a  different  matter,  since 
dermoid  cysts  have  been  known  to  escape  from  the  ovary,  while 
teratomata  which  are  in  general,  invasive  tumors,  have  not  been  so 
reported. 

The  next  possibility  is  that  we  have  to  do  with  a  teratoma  of  an 
accessory  ovary.  This  is  entirely  conjectural  and  must  remain  so, 
since  no  ovarial  structure  appears  in  this  tumor.  Dermoid  cysts 
have  been  reported  from  accessory  ovaries  where  ovarial  substance 
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was  demonstrated,  but  although  the  statement  is  sometimes  made 
that  accessory  ovaries  are  liable  to  have  tumors  associated  with 
them,  I  can  find  no  authentic  case  of  teratoma  of  this  origin  in  the 
literature.  The  same  may  be  said  of  an  origin  from  the  paroopho- 
ron. Finally  this  may  be  an  extragenital  teratoma,  and  this  seems 
to  be  more  nearly  proven  than  the  other  explanations.  On  the  other 
hand  an  extragenital  teratoma  in  this  situation  would  it  appears, 
be  a  unique  observation. 

Dermoid  cysts  have  been  reported  in  the  tube  (Orthmann)  and 
there  is  nothing  to  militate  against  this  being  a  teratoma  of  the  broad 
ligament  except  the  fact  that  none  have  been  reported.  It  seems 
better  to  describe  this  tumor  as  a  paragenital  than  an  extragenital 
teratoma  since  some  relationship  to  the  genitalia  certainly  exists. 

The  relationships  of  origin,  while  of  some  theoretical  interest, 
do  not  throw  any  light  upon  the  various  theories  of  the  origin  of 
teratomata  in  general,  and  the  indefiniteness  of  the  origin  here, 
precludes  any  deductions  of  this  sort. 


NONPUERPERAL  PELVIC  INFECTION.* 

BY 

EDWARD  J.  ILL,  M.  D., 

Newark,  N.  J. 

There  is  probably  no  subject  that  interests  the  conscientious 
gynecologist  more,  both  at  the  bedside  and  at  the  operating  table, 
than  the  subject  under  discussion.  The  more  so  now,  since  we  may 
expect  new  and  severe  strains  of  infection  from  abroad. 

Dr.  A.  J.  Ochsner  never  uttered  a  truer  word  than  when  he  spoke 
of  "surgery  that  is  ethically,  intellectually  and  morally  clean."  This 
especially  holds  true  in  intrapelvic  surgery. 

He  who  has  not  lived  through  the  age  of  travail  of  gynecology,  who 
has  not  lived  through  the  uncertainty  of  the  pathology  of  pelvic 
infection,  the  pathological  conditions  present  in  the  acute  disease,  the 
ultimate  outcome  and  the  differential  diagnosis  of  the  various  pelvic 
disturbances,  knows  little  of  the  anxiety  which  prevailed  and  the 
haze  and  fog  through  which  we  stumbled  and  which  ultimately  led 
into  simple  and  benign  truths. 

In  the  early  eighties  the  reader  was  carried  away  with  youthful 
ardor  by  the  new  operation  and  for  a  year  or  more  no  pelvic  inflam- 

*  Read  by  invitation  before  the  New  York  Obstetrical  Society,  March  12, 1018. 
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mation  was  safe  from  his  operative  interference.  It  occurred  to  him 
one  day,  when  one  of  his  patients  did  not  do  well,  to  inquire  from 
his  own  records  and  those  of  his  preceptor,  what  had  become  of  these 
patients  heretofore.  Surely  few  died  as  far  as  we  knew.  My  old 
preceptor,  my  best  friend  and  a  keen  observer,  readily  rehearsed  a 
number  of  cases  that  got  well,  the  husband  and  wife  both  having  had 
gonorrhea  and  to  whom  later  children  were  born.  Immediately  a 
renewed  stud}-  was  instituted.  It  was  of  especial  value  to  study 
some  of  Emmet's  work  and  the  pathology  of  the  older  German  writ- 
ers.    Operations  then  became  the  exception. 

During  one  of  these  early  years,  1  operated  on  113  cases  in  a  single 
year. 

During  the  past  ten  years  I  have  operated  on  109  cases.  I  exclude 
in  this  paper  all  ectopic  cases  and  tuboovarian  diseases  due  to 
fibroids.  In  all  I  have  personally  operated  on  2644  gynecological 
cases  during  this  time.  The  number  of  tuboovarian  cases  operated 
on  was  thus  about  4  per  cent,  of  all  operations. 

The  deductions  I  have  to  present  to  you  are  made  from  this  num- 
ber. They  are  my  own  cases  personally  recorded  and  they  do  not 
include  those  operated  on  by  my  assistants  nor  by  my  associates. 
I  say  my  deductions  are  made  from  these  cases  since  they  present 
the  result  of  mature  thought,  though  for  more  than  twenty  years 
before  that  I  had  already  come  to  the  same  conclusion,  and  at  one 
time  presented  before  the  New  York  County  Society  a  report  of 
120  operations  of  a  conservative  nature  with  fourteen  pregnancies. 

All  this  time  I  have  talked  and  written  much  on  the  conservative, 
medical  and  surgical  treatment  of  the  disease  under  consideration 
and  I  have  never  regretted  my  conservative  course. 

In  looking  over  autopsy  records,  we  find  that  as  high  as  80  per  cent, 
of  pelvic  adhesions  are  found  in  nongynecological  autopsies  and 
reports  of  from  6  per  cent,  to  17  per  cent,  are  common. 

Do  women  ever  die  of  acute  pus  tubes?  No  one  will  deny  such  an 
occurrence.  I  have  seen  two  women  die  of  peritonitis  following  an 
acute  gonorrheal  infection.  Both  women  were  brides  and  died 
in  three  days  at  the  end  of  the  second  week  of  their  married  life, 
from  peritonitis. 

At  another  time  it  was  only  by  timely  surgery  that  the  life  was 
saved.  The  patient  was  a  young  woman,  recently  married,  who 
had  been  ill  of  some  pelvic  disturbances  for  ten  days.  She  was  sud- 
denly taken  with  severe  abdominal  pain,  great  shock  and  high  fever. 
She  was  too  sick  to  be  transferred  to  a  hospital  and  I  operated  within 
six  hours  of  the  severe  onset  in  her  own  home.     The  abdomen  was 
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full  of  pus,  there  was  a  large  left  pus  tube  nearly  collapsed  and 
its  contents  spread  among  the  bowels. 

While  I  have  no  proof  I  think  these  cases  must  have  been  of  a 
mixed  infection. 

Cases  of  general  peritonitis  due  to  pure  gonorrheal  infection, 
must  be  very  rare.  The  only  case  in  my  experience  resulted  from 
an  acute  case  of  gonorrheal  pus  tubes  which  was  overlooked;  she 
was  to  have  a  Gilliam  operation  and  a  napkin  remained  within  the 
abdomen.  This  napkin  was  removed  ten  days  later  from  an  abdo- 
men full  of  pus.  A  bacteriological  examination  showed  the  pus  to 
be  a  pure  gonoccocus  culture.     The  patient  promptly  recovered. 

To  understand  the  fundamentals  of  treatment,  we  must  first 
understand  the  source  of  infection. 

First  and  foremost,  comes  gonorrheal  infection;  ninety-two  of 
my  cases  had  this  origin.  Second,  infection  from  intestinal  sources, 
especially  appendical  and  occasionally  typhoid  fever.  Of  this  I 
recorded  twelve  cases:  five  of  these  patients  lost  their  right  tube 
and  ovary  and  the  appendix.  In  three  cases  the  right  tube  and 
appendix  and  three  severe  cases  both  tubes,  ovaries  and  appendix 
were  lost.  Third,  those  of  instrumental  infection  of  which  there  were 
but  two;  lastly,  those  of  hemic  source.  In  this  I  wish  to  include 
the  tubercular,  of  which  there  were  three  cases. 

Neoplasms  of  the  uterus  that  cause  tuboovarian  diseases,  hema- 
toma of  the  ovaries  and  tubal  pregnancies  infected  or  otherwise, 
need  not  concern  us  in  this  discussion.  While  the  first  cause  is  a 
mucous  membrane  inflammation,  it  is  only  secondarily  a  cellular 
tissue  and  peritoneal  inflammation.  The  second  represents  a  peri- 
tubal or  peritoneal  inflammation. 

Not  unusually  we  find  an  appendicitis  in  the  child  result  in  a 
chronic  pelvic  inflammation  and  sterility  in  the  women. 

The  third  source,  instrumental  infection,  seems  to  be  a 
lymphangitis. 

The  last  source,  the  hemic,  has  been  much  talked  of  recently. 
The  inflammation  may  start  from  a  distant  local  infection  as  in  the 
tonsils,  teeth,  ears  and  now  and  then  in  the  gall-bladder.  These 
infections  may  be  tubercular,  streptococci  or  of  any  other  bacterial 
origin. 

These  forms  call  for  close  attention  and  study  that  we  may  not 
accuse  any  one  wrongfully.  If  we  once  understand  the  causative 
factor,  the  treatment  will  be  distinctive  in  each  case.  The  two  ex- 
tremes would  be  the  gonorrheal  and  the  tubercular.  No  one  would 
think  of  treating  these  two  alike. 
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The  indication  in  the  tubercular  case  is  as  absolute  as  that  in 
cancer. 

To  understand  the  treatment  we  must  revert  again  to  the  patho- 
logical condition. 

Suppose  we  consider  the  acute  gonorrheal  inflammation  first. 
As  soon  as  the  tubes  become  inflamed,  their  weight  causes  them  to 
fall  into  the  pouch  of  Douglas,  often  dragging  the  uterus  with  them. 
The  retroflexed  uterus  resulting  thus,  in  my  own  experience,  repre- 
sented above  24  per  cent,  of  all  cases,  for  there  were  recorded  twenty- 
two  Gilliam  operations  and  four  ventral  fixations.  The  fimbriated 
end  closes  up  by  a  fibrinous  exudate  and  it  becomes  fixed  in  this 
location.  At  times  they  do  not  close  up,  or  rather  reopen,  and  I 
have  several  times  been  able  to  force  pus  from  the  open  fimbriated 
end. 

If  there  have  been  any  earlier  inflammations,  they  may  be  adher- 
ent higher  up  as  they  might  well  be  in  a  puerperal,  a  colon  bacillus 
or  a  tubercular  infection. 

The  tubes  may  now  take  on  any  form  from  a  thickened  sensitive 
cord  to  a  large  sausage-shaped  spiral  mass.  If,  before  the  sealing 
of  the  fimbriated  end,  an  ovum  ripens  and  breaks  out,  we  may  get  an 
infection  of  this  organ  and  an  abscess,  or  else  the  abscess  may  re- 
sult from  a  lymphangitis. 

My  own  experience,  however,  is  that  these  are  of  a  mixed  infection. 
It  is  quite  important  that  we  differentiate  between  these  two  condi- 
tions in  our  treatment. 

A  pus  tube  may  sooner  or  later  drain  by  its  normal  route,  if  we 
only  give  it  a  chance.  An  ovarian  abscess  will  not  or  only  rarely 
do  so,  and  when  it  does  so  breaks  into  a  neighboring  viscus. 

Long  ago  we  have  considered  a  tubal  abscess  a  cause  for  tempor- 
izing as  regards  any  surgical  interference. 

Not  so  with  an  ovarian  abscess;  this  will  bulge  into  the  vagina, 
either  on  one  side  or  the  other  of  the  median  line  and  is  easily 
reached  by  a  median  vaginal  incision.  This  I  have  done  eight  times. 
Even  before  there  is  much  bulging  we  treat  it  as  a  medical  case, 
because  great  edema  of  the  organ  often  simulates  suppuration.  I 
have  never  lost  a  patient  during  the  conservative  treatment,  nor  do 
I  know  of  any  that  have  died  in  my  service. 

Let  us  remember  that  most  women  thus  afflicted  are  young 
women,  i.e.,  women  in  the  period  of  active  sexual  life  and  with  a 
highly  developed  lymphatic  system. 

Nearly  79  per  cent,  of  my  cases  were  under  forty  years  of  age,  20 
per  cent,  were  above  forty  years  and  less  than  1  per  cent,  above 
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fifty.  When  a  patient  is  over  forty,  she  usually  has  carried  the 
disease  with  her  for  years.  We  have  no  record  of  any  case  after 
the  menopause  and  before  puberty  there  was  but  one  case  and  that 
one  was  not  operative. 

It  would  lead  us  too  far  to  go  into  the  treatment  in  extenso,  except 
to  say  that  as  soon  as  the  patient  comes  to  us  with  fever,  acute  pelvic 
pain,  exudate,  thickened  and  sensitive  tubes,  and  possibly  the 
discovery  of  gonococci  in  the  cervix,  vagina  or  urethra,  an  ice-bag 
is  placed  above  the  pubes  until  the  temperature  falls  below  ioi°  F. 
An  application  of  cantharidal  collodion  is  made  to  the  roof  of  the 
vagina  and  a  dressing  of  cotton  applied  over  this.  The  dressing  is 
removed  in  four  hours.  The  result  of  this  is  an  exceedingly  copious 
seropurulent  vaginal  discharge,  which  needs  frequent  hot  douches, 
to  relieve  its  irritating  character.  The  explanation  of  its  action  is 
an  acute  local  leukocytosis.  The  acute  pelvic  pain  is  relieved  more 
satisfactorily  thus  than  by  opium. 

Hot  douches,  glycerine  tampons,  rest  in  bed  and  careful  catharsis 
are  kept  up  continuously.  Our  wards  constantly  contain  patients 
thus  treated.  The  operative  cases  are  rare.  On  nearing  a  menstrual 
period,  bromides  are  given  liberally  to  quell  any  erotic  tendency, 
so  common  at  this  time,  and  I  know  of  nothing  better.  We  have 
never  been  obliged  to  do  a  vaginal  section  for  pus  tubes.  The  re- 
verse has  been  often  true  when  there  was  an  abscess  of  the  ovary, 
for  these  cases  rarely  recover  their  health,  unless  free  drainage  is 
instituted.     I  have  resorted  to  this  expedient  eight  times. 

These  patients  remain  semiinvalids  for  years,  long  after  the  pus 
has  become  sterile.  The  end  results  of  thus  draining  an  ovarian 
abscess  is  however  not  as  full  of  glory  as  I  hoped  it  would  be.  Re- 
peated operations  are  discouraging  to  the  patient.  The  ovary  is 
badly  mutilated  by  the  abscess,  by  the  incision  and  the  drainage. 
Extensive  firm  and  relentless  adhesions  result.  These  produce 
displacements,  distortions  and  painful  organs.  Later  radical  opera- 
tions become  imperative.  Conservation  of  the  ovary  is  out  of  the 
question.  The  operation  results  in  leaving  large  raw  areas  in  the 
pelvis.  These  bare  areas  in  the  pelvis  assist,  when  both  ovaries 
are  removed,  to  produce  excessive  atrophy  of  all  pelvic  structures 
and  we  commonly  have  the  unfortunate  creatures  return  to  us  with 
all  the  mental  and  physical  misery  due  to  dyspareunia,  from  atrophy 
of  the  pelvic  cellular  tissue  and  the  vagina.  On  the  other  hand, 
dyspareunia  is  sometimes  cured  by  a  radical  operation,  in  which  a 
sensitive  exudate  has  been  removed. 

I  do  not  want  it  understood  that  I  have  never  done  a  vaginal 
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section  for  other  causes  than  ovarian  abscesses.  I  have  made  it  at 
the  suggestion  of  one  of  your  most  earnest  and  eminent  fellows, 
whose  opinion  I  hold  second  to  none.  It  was  done  for  the  purpose 
of  draining  away  serum  and  not  to  drain  the  abscess.  I  certainly 
never  do  it  to  cut  a  pus  tube.  Total  vaginal  extirpation  for  this 
difficulty  has  long  since  disappeared  from  my  applied  methods, 
though  there  was  one  case  recorded  where  I  resorted  to  it  and  where 
I  thought  I  had  saved  my  patient's  life. 

It  seems  to  me  that  I  cannot  put  it  too  strongly  when  I  claim  that 
all  acute  febrile  cases  of  gonorrheal  salpingitis  should  be  treated  by 
nonoperative  methods.  True  conservation  should  be  our  aim  and 
loyalty  to  our  patient's  best  interests  should  be  our  first  considera- 
tion. This  interest  is  not  conserved  by  the  so-called  radical  opera- 
tion in  the  acute  stage. 

It  will  be  a  propos  to  say  that  patients  commonly  become  sub- 
jectively well  by  the  medical  treatment  and  thus  naturally  refuse 
any  operation.  Nor  do  I  suggest  it  to  them.  Their  refusal  speaks 
well  for  the  conservative  treatment. 

The  question  has  been  put,  whether  there  is  any  danger  of  an 
extension  from  an  affected  side  to  a  normal  side.  I  have  yet  to  see 
a  unilateral  gonorrheal  salpingitis.  There  was  always  some  disease, 
even  if  of  a  moderate  degree,  on  the  other  side.  I  do  not  say  it  does 
not  occur,  but  I  have  looked  in  vain  for  such  a  case  in  my  records  of 
operations  for  chronic  salpingitis  done  during  the  last  ten  years. 

The  next  question  arises,  shall  we  operate  in  the  quiescent  or 
afebrile  stage  in  all  cases?  I  say  no,  for  in  the  majority  of  cases  we 
look  for  a  symptomatic  cure. 

Large  quiescent  pus  tube  where  natural  drainage  has  failed  and 
the  causative  germ  has  likely  long  ago  died,  are  proper  subjects 
for  operation,  provided  the  patient  is  a  sufferer.  Likewise  cases 
should  be  operated  on  who  have  frequent  recurrences  and  then  every 
conscientious  effort  must  be  made  to  conserve  at  least  one  ovary. 
Still  with  all  my  efforts  at  conservation  I  have  been  obliged  to  re- 
move both  ovaries  for  severe  diseases  17  times,  and  for  abscess 
five  times. 

I  well  understand  that  this  talk  of  conservation  is  not  popular  in 
some  quarters.  I  cannot  agree  with  that  writer  who  lately  spoke 
of  "the  prevailing  superstition  regarding  the  dire  effects  of  the 
removal  of  both  ovaries."  I  am  rather  inclined  to  think  there  is 
still  too  much  indiscriminate  removal  of  ovaries  and  to  the  catering  of 
degenerates.  At  this  time  let  me  say  that  the  age  at  which  ovaries 
are  removed  is  an  important  factor  for  the  patient's  well-being. 


ill:  nonpuerperal  pelvic  infection  17 

If  the  effects  of  leaving  an  ovary  is  only  psychical,  I  will  have  done 
my  duty  to  my  patient  and  silenced  the  tongues  of  many  of  her 
idle  friends. 

To  return  to  the  recurring  cases,  it  will  probably  be  better  to 
sav  that  many  are  cases  of  reinfection.  Sexual  intercourse  with 
a  husband  who  is  still  in  the  infectious  stage  will  bring  about  a 
recurrence.  The  congestion  incident  to  sexual  intercourse  is  also 
a  factor.  Severe  physical  exertion  during  a  menstrual  period  will 
likewise  be  prone  to  do  mischief.  There  are  many  cases  that  ex- 
acerbate during  a  menstrual  epoch. 

Our  treatment  of  the  subacute  condition  consists  of  packing 
the  vagina  with  elastic  tampons,  increasing  the  pressure  until  we 
are  sure  of  tolerance.  When  this  stage  has  come  about,  we  put 
our  patients  into  a  Trendelenburg  position  and  fill  the  vagina 
with  elastic  bags  filled  with  4  pounds  of  mercury.  The  whole  4 
pounds  are  not  used  at  the  first  sitting,  but  a  gradual  increase 
is  instituted  until  the  full  weight  is  reached.  I  always  let  pain 
be  the  criterion.  This  treatment  is  the  outcome  of  the  massage  of 
Thur  Brand,  to  which  treatment  our  American  women  will  not 
consent.  Chronic  exudates  often  rapidly  disappear  by  this  method 
and  fixed  organs  become  freely  movable. 

I  have  had  the  pleasure  of  seeing  many  of  these  women  become 
mothers.  One  instance  that  gave  me  particular  pleasure  was  that 
of  a  woman  who  became  a  mother  after  five  years  of  care,  while  the 
husband  was  likewise  being  cured  of  a  posterior  urethritis.  It 
was  not  her  last  child  either.  I  am  well  aware  that  not  all  cases  are 
cured,  but  the  percentage  that  returned  for  treatment  after  the 
discharge  from  an  acute  or  subacute  condition  is  extremely  small. 
This  in  face  of  the  fact  that  nearly  20  per  cent,  of  all  my  office  cases 
present  residual  gonorrheal  symptoms  and  knowingly,  I  do  not  see 
two  prostitutes  a  year. 

It  has  been  my  experience  that  gonorrheal  salpingitis  in  the  very 
young  leads  to  permanent  sterility  in  a  very  large  proportion  of 
cases.  It  is  due  to  the  inflammatory  process  being  of  an  intersti- 
tial variety  and  distortions  and  strictures  are  most  likely,  because 
of  the  destruction  of  lymphatic  and  cellular  tissue.  Some  years 
ago  in  a  study  of  this  subject,  as  I  already  said,  I  recorded  fourteen 
cases  of  pregnancy  following  120  conservative  operations  in  multi- 
para, but  no  pregnancy  followed  in  the  nullipara. 

At  the  same  time  let  us  remember  that  good  observers  say  that 
40  per  cent,  of  women  who  have  had  gonorrheal  inflammation  of  the 
uterus  and  adnexse  sooner  or  later  become  pregnant.     The  operation 
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on  the  tube  and  ovary  to  cure  sterility  is  a  laudable  and  high  aim. 
The  cure  of  subjective  symptoms  will  be  the  indication  in  a  vast 
majority  of  cases.  In  1902  Dr.  Polk  presented  the  proposition 
"that  diseased  tubes  and  ovaries  should  be  operated  upon  for  the 
sole  reason  and  cure  of  sterility."  A  loftier  aim  has  never  been 
expressed. 

A  subjectively  well,  though  sterile  woman  is  physiologically 
not  well  if  she  cannot  conceive. 

Doctor  Polk's  proposition,  that  we  should  operate  for  the  cure 
of  sterility,  finds  in  my  own  views  much  sympathy.  This  is  espe- 
cially so  since  a  study  of  my  own  sterile  cases  show  that  17  per  cent, 
are  due  to  inflammatory  condition  of  the  tubes. 

To  return  to  the  abdominal  operation,  I  remember  with  a  good 
deal  of  misgiving  the  hernias  and  long  suppurations  following  the 
abdominal  operation  for  acute  suppurative  disease  and  a  death  rate 
of  6  per  cent,  was  considered  a  remarkably  small  one.  I  have  in 
mind  the  report  of  an  operator  whom  we  all  respect  and  whose  death 
rate  was  19  per  cent.  Since  I  have  not  had  frequent  occasions  to 
operate  on  the  acute  cases,  we  have  had  but  one  death  and  no  hernias 
or  abdominal  suppuration.  This  death  is  recorded  as  due  to  sepsis; 
there  was  a  large  abscess  between  bladder  and  uterus;  both  ovaries 
contained  abscesses  as  well  as  the  right  tube;  the  left  tube  was  a 
hydrosalpinx.  There  were  innumerable  bleeding  adhesions,  showing 
that  a  new  inflammation  had  been  implanted  on  an  old  process. 
Likely  it  was  appendical.  This  was  one  of  the  few  acute  cases  we  felt 
called  upon  to  operate.  Many  of  these  operations  were  extremely 
severe  cases;  one  necessitated  resection  of  several  inches  of  the 
ilium. 

I  would  hastily  touch  upon  the  peritubal  inflammation  we  now 
and  then  see  as  a  result  of  intestinal  infections.  I  have  already 
said  that  twelve  cases  are  thus  recorded.  They  often  seem  to  cause 
sterility  by  a  fixation  of  the  tube,  but  I  have  never  observed  a  case 
where  the  fimbriated  end  of  the  tube  has  been  sealed  up.  The  prog- 
nosis is  not  good  as  to  the  cure  of  sterility,  but  is  good  so  far  as 
subjective  symptoms  are  concerned.  Tubercular  disease  of  the 
adnexa,  usually  occurring  in  the  young,  have  frequently  been  found 
to  be  apparently  the  primary  infection.  Old  tubercles  are  readily 
recognized  and  differentiated  from  new  deposits  by  their  white  and 
yellow  discoloration.  It  is  thus  that  the  primary  infection  can  be 
suspected.     I  have  operated  on  but  three  cases  in  ten  years. 

At  all  events  the  tubes  seem  the  most  frequently  affected  organ 
in  the  female  pelvis.     A  collection  of  4566  reported  autopsies  on 
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tubercular  bodies,  65  or  1.4  per  cent,  show  a  tubercular  salpingitis, 
while  745  cases  of  salpingitis  operated  on,  show  nearly  4  per  cent. 
of  tubercular  disease.  If  all  the  tubes  removed  were  examined  with 
greater  care,  the  ratio  of  tubercular  disease  would  be  much  greater, 
for  Minge  found  that  out  of  seventy  cases  he  was  able  to  diagnosis 
10  per  cent,  tubercular,  as  shown  by  cultures  or  animal  experimen- 
tations. In  my  own  cases  where  the  disease  was  shown  to  be  primary, 
the  prognosis  was  good  if  complete  removal  was  practised.  In  our 
earlier  experience  I  have  seen  an  acute  general  miliary  tuberculosis 
follow  six  weeks  after  the  extirpation  of  tubes  and  ovaries.  Thinking 
that  I  had  opened  avenues  for  infection  through  the  cut  edges  of 
the  wound,  I  have  ever  since  cut  away  the  appendages  with  the  cau- 
tery knife.  In  the  extreme  and  long-continued  cases  the  greatest 
care  should  be  exercised  not  to  wound  a  bowel  or  even  to  remove  the 
peritoneal  covering  of  the  same.  In  general  peritoneal  tuberculosis 
where  the  tubal  disease  seems  to  be  the  oldest  part  of  the  infection, 
I  have  always  removed  them  with  satisfactory  outcome.  Of  course 
all  these  cases  should  be  effectually  drained.  In  looking  over  the 
histories  back  further  than  ten  years,  I  find  no  recurrences. 

The  differential  diagnosis  of  tubercular  salpingitis  from  any  other 
form,  is  exceedingly  difficult  and  should  always  be  suspected  where 
a  vitiated  sexual  intercourse  has  not  taken  place. 

In  conclusion  I  will  simply  touch  on  the  chronic  inflammatory 
condition  of  the  so-called  uterine  ligaments. 

I  do  not  refer  to  that  form  which  is  secondary  to  tubal  or  peri- 
tonitic  inflammations  nor  that  caused  by  puerperal  infections,  but 
rather  to  that  form  which  results  from  infection  through  the  rectum 
from  fissures  in  ano,  dysentery,  diphtheria  of  vagina,  etc.  Even  a 
severe  fall  will  often  produce  a  sensitive  ligament. 

Inflamed  ligaments  usually  produce  lateral  or  posterior  malposition. 
When  the  latter,  the  position  of  the  uterus  is  higher  up  in  the  pelvis 
than  normal  and  is  due  to  short  uterosacral  ligaments.  Any 
attempt  to  manipulate  the  uterus  is  the  cause  of  much  discomfort. 
It  is  the  left  uterosacral  ligament  that  is  most  frequently  diseased 
and  when  so,  any  attempt  to  drag  the  uterus  forward  produces 
pain  in  the  rectum.  It  usually  occurs  in  the  young  and  the  un- 
married or  the  sterile.  With  most  of  these  patients  locomotion 
is  impaired  and  as  a  result  the  general  health  fails. 

My  attention  was  first  directed  to  this  condition  in  the  book  of 
B.  M.  Schultz,  then  of  Jena,  without  his  suggesting  any  cause  or 
cure.  I  have  spent  much  time  in  the  study  of  this  difficulty  and 
have   practised  thorough  stretching  of   the  short  ligaments.     At 
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the  time  of  my  first  publication  on  the  subject,  Doctor  Burrage, 
of  Boston,  published  an  article  suggesting  section  of  the  short 
ligament,  by  the  abdominal  route  and  suture  in  the  reverse.  I 
did  not  take  kindly  to  the  operation,  because  the  danger  of  bleeding 
from  the  hemorrhoidal  vessels  and  because  of  the  simplicity  of 
my  own  treatment. 
1002  Broad  Street. 


MORTALITY  AMONG  WOMEN  FROM  CAUSE 3 
INCIDENTAL  TO  CHILDBEARING. 

BY 
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Statistician,  Metropolitan  Life  Insurance  Company,  New  Y'ork,  N.  Y.' 

A  study  of  the  mortality  of  women  from  the  causes  and  conditions 
incidental  to  childbearing  is  of  singular  interest  and  importance 
at  the  present  time  in  view  of  the  nation-wide  campaign  for  the 
conservation  of  civilian  life  during  war-time.  Deaths  of  women 
from  these  causes  affect  the  community  deeply  because  they  are 
for  the  most  part  preventable,  and  because  they  occur  at  periods 
of  life  when  each  death  involves  serious  social  loss.  The  amount 
of  such  loss  is  very  considerable.  Between  the  ages  of  fifteen  and 
forty-four  years,  the  diseases  and  conditions  incidental  to  child- 
bearing  account  for  more  deaths  of  women  than  does  any  other 
disease  or  class  of  diseases  except  tuberculosis.  An  examination 
of  the  available  facts  on  maternal  mortality  should,  therefore, 
assist  materially  in  directing  the  plans  which  may  be  developed  to 
control  these  causes  of  preventable  death,  distress  and  family 
disintegration 

This  study  is  based  primarily  upon  the  records  of  death  of  a  large 
number  of  insured  women  in  the  Industrial  Department  of  the 
Metropolitan  Life  Insurance  Company.  For  purposes  of  compari- 
son, reference  will  also  be  made  to  the  facts  for  women  in  the  general 
population  of  the  Registration  Area  of  the  United  States.  During 
the  six-year  period,  191 1  to  1916,  covered  by  this  study,  we  estimate 
that  14,694,260  insured  women  between  the  ages  of  fifteen  and 
forty -four  were  under  observation.  This  is  close  to  an  average 
of  two  and  one-half  millions  per  year.  White  as  well  as  colored 
women  are  included,  and  nearly  all  the  States  in  the  United  States 
and  the  Provinces  of  Canada  are  represented.  Interest  is  added 
to  this  insurance  material  by  the  fact  that  these  women  represent, 
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for  the  most  part,  females  of  the  industrial  population  and  include 
a  large  proportion  of  the  foreign  born  among  whom  the  birth  rate  is, 
in  all  probability,  higher  than  that  found  in  the  general  population. 
Mortality  from  the  abnormal  conditions  associated  with  pregnancy 
and  childbirth  would,  therefore,  affect  this  group  of  insured  women 
to  a  greater  degree  than  it  does  the  general  population.  On  the 
other  hand,  these  insured  women  have  available  to  them  a 
well-organized  visiting  nurse  service  during  the  critical  period  of 
maternity.  In  fact,  over  40,000  cases  of  maternity  nursing  are 
recorded  each  year  by  the  Visiting  Nurse  Service  of  the  Metro- 
politan. The  records  of  maternal  mortality  at  our  disposal  are 
valuable  accordingly  for  several  reasons.  First,  they  relate  to 
very  large  numbers  of  women  and  are  exceptionally  complete  and 
accurate;  second,  they  refer  to  a  group  whose  social  and  economic 
status  suggests  serious  losses  from  puerperal  causes;  and,  finally, 
they  enable  us  to  trace  the  probable  effect  of  a  well-conceived  and 
executed  nursing  service  for  women  in  the  maternal  state. 

The  statistical  study  of  these  causes  of  death  may  be  undertaken 
in  a  number  of  different  ways.  The  first  and  usual  method  is  to 
consider  these  diseases  and  conditions  in  a  manner  similar  to  other 
causes  of  death;  namely,  to  relate  the  deaths  to  the  total  population. 
The  rates  thus  obtained  serve  to  indicate  the  proper  place  of 
puerperal  mortality  among  the  several  important  conditions  causing 
death  in  the  whole  population.  Such  rates  are,  however,  limited 
in  their  utility,  for  the  deaths  are  of  females  alone,  while  the  total 
population  contains  both  males  and  females.  Another  method 
often  used  is  to  relate  the  puerperal  deaths  to  the  total  number  of 
females  in  the  community.  This  gives  another  and  a  higher  rate 
than  the  one  noted  above.  The  figure  thus  obtained  has  this 
limitation:  the  population  refers  to  all  females,  whereas  the  deaths 
are  those  of  women  within  a  limited  range  of  ages.  We  have, 
therefore,  in  our  treatment  followed  a  third  method  and  have 
presented  specific  death  rates  which  are  limited  to  females  of  the 
childbearing  ages,  namely,  fifteen  to  forty-four.  In  every  case 
we  have  attempted  to  give  the  facts  for  five-  and  ten-year  periods 
during  this  puerperal  period.  The  death  rates  are,  therefore, 
based  on  deaths  and  lives  homogeneous  with  respect  to  sex  and  age. 
A  very  sensitive  measure  of  puerperal  mortality  is  thus  obtained. 

In  this  investigation  there  were  recorded  in  all  10,056  deaths 

from  the  diseases  and  conditions  incidental  to  childbirth  in   the 

age  period  fifteen  to  forty-four  years.     This  covers  the  six-year 

period  from  191 1  to  1916  inclusive.     These  deaths,  when  related 
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to  the  14,694,260  women  exposed,  correspond  to  a  death  rate  of 
68.4  per  100,000  women  at  these  ages.  Of  the  total  deaths,  8288 
occurred  among  white  females  and  1768  among  colored  females; 
the  rates  per  100,000  for  the  two  races,  being  66.1  and  82.3  for  the 
white  and  colored  women  respectively.  It  is  thus  shown  at  the 
outset  that  colored  females  suffer  much  more  seriously  than  do 
white  women  from  the  diseases  and  conditions  incidental  to 
childbearing. 

The  10,056  deaths  were  due  to  a  considerable  number  of  diseases 
and  conditions  complicating  or  characteristic  of  the  puerperal 
state.  The  most  important  of  these  is  septicemia,  which  alone  was 
responsible  for  4321  deaths,  or  43  per  cent,  of  the  total.  This 
condition  was  followed  in  numerical  order,  by  albuminuria  and  con- 
vulsions with  2654  deaths,  or  26.4  per  cent,  of  the  total.  Together, 
these  two  definite  conditions  account  for  69.4  per  cent,  of  the  puer- 
peral cases,  but  it  is  realized  that  the  actual  proportion  is  even 
higher.  Many  deaths  from  septicemia  and  albuminuria  are  un- 
fortunately still  reported  under  the  disguise  of  one  or  another  title 
which  results  in  their  assignment  to  other  of  the  puerperal  conditions 
and  in  fact  to  other  conditions  not  puerperal  at  all. 

The  following  table  shows  the  number  and  percentage  of  deaths  as 
well  as  the  rates  per  100,000  exposed  from  the  several  conditions 

TABLE  I— NUMBER  OF  DEATHS  AND  DEATH  RATES  PER  100,000 
FROM   THE   PRINCIPAL    DISEASES   AND  CONDITIONS  IN- 
CIDENTAL   TO    THE    PUERPERAL    STATE— WHITE 
AND  COLORED  WOMEN,  AGES  15  TO  44  YEARS. 
Metropolitan  Life  Insurance  Company,  Industrial  Dept.,  1911-1016. 
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incidental  to  childbirth.  Distinction  is  made  as  to  the  color  of 
the  decedents. 

It  would  be  interesting  to  classify  these  deaths  according  to  the 
period  of  their  occurrence,  that  is,  whether  during  pregnancy,  at 
confinement  or  during  the  puerperium.  Unfortunately,  present 
methods  of  certification  and  classification  of  these  diseases  makes 
it  impossible  to  draw  such  distinctions.  To  be  sure  the  accidents 
of  pregnancy  occur  in  the  antepartum  period.  The  deaths  from 
puerperal  hemorrhage  and  from  other  accidents  of  labor  are  clearly 
associated  with  labor.  On  the  other  hand,  such  titles  as  puerperal 
septicemia  and  puerperal  albuminuria  and  convulsions  which  relate 
to  the  largest  number  of  deaths  may  cover  all  three  periods  in  the 
puerperal  state.  Puerperal  septicemia  is  most  often  a  complication 
of  labor  and  of  the  postpartum  period,  although  a  considerable 
number  of  deaths  are  associated  with  pregnancy  as  complications 
of  abortion,  miscarriage,  etc.  Fatal  puerperal  albuminuria  and 
convulsions  occur  most  frequently  as  complications  of  labor,  less 
frequently  during  pregnancy  and  least  of  all  during  the  puerperium. 

Comparing  the  mortality  of  the  two  races,  we  find  but  few  excep- 
tions to  the  rule  that  the  death  rates  of  colored  women  are  consider- 
ably higher  than  those  of  white  women  for  each  of  the  diseases  and 
conditions  mentioned.  The  largest  disparity  between  the  two  races 
is  to  be  noted  for  septicemia,  for  which  the  white  and  colored  rates 
are  27.9  and  38.5  per  100,000  respectively.  It  is  interesting  to 
observe  that  the  mortality  rate  for  puerperal  hemorrhage  is  slightly 
lower  for  colored  women,  as  is  also  the  case  for  the  miscellaneous 
group  entitled  "other  puerperal  diseases  and  conditions."  Even 
for  these  conditions  the  figures  require  further  study  before  conclu- 
sions can  be  drawn.  It  is  a  question  whether  the  rate  would  show 
up  as  favorably  for  colored  as  for  white  women,  if  our  figures  related 
back  to  the  total  number  of  pregnancies  rather  than  to  the  total 
number  of  women,  ages  fifteen  to  forty-four. 

AGE  INCIDENCE  OF  PRINCIPAL  CAUSES  OF  MATERNAL  MORTALITY. 

The  foregoing  observations  on  maternal  mortality  are  of  greater 
import  when  considered  according  to  the  principal  age  periods. 
Let  us  first  consider  all  of  the  causes  of  maternal  mortality  taken 
together. 

Considering  white  women  alone,  the  least  death  rate  from  all 
diseases  and  conditions  incidental  to  childbirth  was  registered  in 
the  age  period  fifteen  to  nineteen  years,  namely,  24.3  per  100,000. 
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The  rate  rises  rapidly  to  a  maximum  of  93.0  in  the  age  period 
twenty-five  to  thirty-four  years  and  then  declines  to  62.2  for  the 
ten-year  period  thirty-five  to  forty-four  years.  Among  colored 
females,  however,  we  observed  markedly  different  age  character- 
istics of  maternal  mortality.  The  rate  of  mortality  among  colored 
females  between  fifteen  and  nineteen  years  was  93.4  per  100,000, 
the  same  rate,  practically,  as  was  observed  in  the  period  of  maxi- 
mum incidence,  twenty-five  to  thirty-four  years,  among  white 
females.  From  this  high  and  damaging  rate  in  the  fourth  quin- 
quennium of  life,  the  rate  of  maternal  mortality  among  colored 
females  rises  to  a  figure  of  more  than  100  per  100,000  exposed 
between  twenty  and  twenty-four  years  and  declines  to  a  rate  of 
88.3  per  100,000  exposed  in  the  age  period  twenty-five  to  thirty- 
four  years.  It  is  of  singular  interest  to  observe  that  whereas  the 
colored  female  rate  for  maternal  mortality  is  practically  four  times 
that  of  white  females  for  the  age  period  fifteen  to  nineteen  years 
and  more  than  one-fourth  greater  than  the  rate  of  white  females 
between  twenty  to  twenty-four  years,  for  the  ages  after  twenty- 
five  years  and  up  to  forty-four  years,  the  mortality  rates  of  colored 
females  from  all  puerperal  diseases  and  conditions  combined  are 
significantly  lower  than  the  rates  for  white  females. 

The  table  given  below  shows  the  death  rates  per  100,000  women 
exposed  in  each  of  the  color  groups  in  this  study,  according  to  age 
period. 

TABLE  II.— DEATH    RATES    PER  100,000  WOMEN    EXPOSED.     ALL 

PUERPERAL  DISEASES  AND  CONDITIONS  COMBINED. 

BY  COLOR  AND  BY  AGE  PERIOD. 


Age  period 

White  females 

Colored  females 

All  ages— 

-15-44  years 

66.1 

82.3 

15  to  19. 

24-3 
72.1 

93° 
62.  2 

93-4 

100.  7 

88.3 

56.7 

20  to  24 

25  to  34 

35  to  44 

These  data  suggest  rather  than  answer  inquiry.  They  call  for 
a  further  display  of  obstetrical  statistics  to  show  the  number  of 
births  to  white  and  colored  women  at  the  several  age  periods  of 
life  and  in  relation  to  these  data,  the  deaths  from  the  various 
diseases  and  conditions  associated  with  childbearing.  Is  the  high 
death  rate  from  puerperal  diseases  among  young  colored  females 
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due  primarily  to  a  very  high  birth  rate  or  to  improper  care  of  partu- 
rient colored  women  in  the  early  ages  of  adult  life?  Has  the  factor 
of  illegitimacy  had  an  effect  upon  the  high  mortality  of  colored 
mothers?  These  and  other  questions  could  only  be  answered  by  a 
further  display  of  birth  and  mortality  data. 


PUERPERAL    SEPTICEMIA. 

We  may  now  consider  the  facts  for  each  of  the  principal  puerperal 
diseases  in  relation  to  age  period.  Puerperal  septicemia,  for  white 
women,  shows  its  highest  mortality  rate  between  twenty-five  and 
thirty-four  years,  and  its  least  rate  between  fifteen  and  nineteen 
years.  Among  colored  women,  there  is  an  almost  uniform  and  very 
high  rate  between  fifteen  and  twenty-four  years  with  only  a  slight 
decline  during  the  period  twenty-five  to  thirty-four  years.  For 
the  age  group  thirty-five  to  forty-four  years,  the  rates  for  white 
and  colored  women  for  puerperal  septicemia  are  practically  the  same' 
The  outstanding  feature  of  mortality  from  puerperal  septicemia 
therefore  is  the  gradually  rising  rate  among  white  females  to  the 
maximum  in  the  age  period  twenty-five  to  thirty-four  years  and  the 
very  high  and  practically  stationary  rate  for  colored  females  for 
nearly  twenty  years  of  life  between  the  ages  fifteen  and  thirty- 
five.  In  the  age  period  fifteen  to  nineteen  years,  puerperal  septi- 
cemia shows  a  rate  very  nearly  four  and  a  half  times  as  high  among 
colored  as  among  white  women,  although  at  the  older  ages  the  rates 
for  the  two  races  approximate  each  other.  These  facts  are  shown 
in  Table  III,  below. 

TABLE  III.— DEATH  RATE  PER  100,000  WOMEN  EXPOSED.     PUER- 
PERAL SEPTICEMIA.     BY  COLOR  AND  BY  AGE  PERIOD. 


Age  period                                       White  females 

Colored  females 

All  ages — 15  to  44  years 

27.9 

38.5 

15  to  19 

10.  7 
32.8 
40.7 
21 .9 

46.3 
49-4 
42-5 

20  to  24 

25  to  34 

35  to  44 

PUERPERAL    ALBUMINURIA    AND    CONVULSIONS. 

A  somewhat  similar  relation  is  also  to  be  noted  with  reference 
to  the  facts  for  puerperal  albuminuria  and  convulsions,  under  which 
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title-heading  deaths  from  puerperal  nephritis  and  puerperal  uremia 
are  also  counted.  Among  white  women,  the  rate  is  lowest  between 
the  ages  fifteen  and  nineteen,  and  is  at  the  maximum,  22.6,  in  the 
two  succeeding  periods,  between  twenty  and  thirty-four  years 
of  age.  Colored  females  show  the  maximum  rate  in  the  first  age 
period  under  observation,  fifteen  to  nineteen  years,  namely,  36.9 
per  100,000,  with  a  gradual  decline  to  a  minimum  at  the  latest  age 
period,  thirty-five  to  forty-four  years,  13.0.  It  should  be  noted 
that,  in  the  age  period  fifteen  to  nineteen  years,  colored  females 
show  a  death  rate  from  this  cause  nearly  four  times  the  rate  for 
white  females.  Table  IV  gives  the  facts  for  puerperal  albuminuria 
and  convulsions. 

TABLE    IV.— DEATH    RATES    PER    100,000    WOMEN   EXPOSED. 

PUERPERAL  ALBUMINURIA   AND    CONVULSIONS. 

BY  COLOR  AND  BY  AGE  PERIOD. 


Age  period 

White  females 

Colored  females 

All  ages — 1  5  to  44  years 

17.8 

19.6 

15  to  19 

9-5 
22.6 
22.6 
14.9 

30-9 
23.0 

15-7 
13.O 

20  to  24 

25  to  34 

35  to  44 

ACCIDENTS    OF    PREGNANCY. 

Many  conditions  are  included  under  this  head,  the  more  important 
of  which  are  the  abortions,  accidental  and  self  induced,  premature 
birth,  and  extrauterine  or  tubal  gestation.  The  death  rate  among 
white  women  is  comparatively  low  until  age  twenty-five  is  reached. 
The  maximum  rate,  8.7  per  100,000  is  found  in  the  age  period 
twenty-five  to  thirty-four.  Among  colored  women,  the  rate  is 
uniformly  higher  at  every  age  than  among  white  women  but  this  is 
especially  marked  at  the  ages  under  twenty-five.  Between  twenty 
and  twenty-four  years  the  colored  death  rate  (10.3)  is  more  than 
twice  the  white  rate.  The  figure  declines  somewhat  during  the  years 
twenty-five  and  thirty-four  and  more  markedly  between  thirty-five 
and  forty-four  years. 

It  is  a  matter  of  some  interest  that  a  very  large  proportion  of 
these  fatal  cases  is  the  direct  result  of  attempts  at  abortion.  In 
spite  of  the  many  efforts  to  cloak  this  condition,  we  have  record 
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of  sixty-seven  such  fatal  cases  in  the  Industrial  mortality  experience 
of  1 91 7  alone.  Many  more  cases  certainly  occurred  but  were  not 
reported.  The  facts  would  appear  to  indicate  a  wide  prevalence 
of  this  dangerous  and  criminal  practice.  Our  data  comparing 
the  two  color  or  race  classes  according  to  age  periods  are 
shown  below. 


TABLE  V.— DEATH  RATES  PER  100,000  WOMEN  EXPOSED.    ACCI- 
DENTS OF  PREGNANCY.     BY  COLOR  AND  BY  AGE  PERIOD. 


Age  period 

White  females 

Colored  females 

5-6 

7-9 

15  to  19 

i-3 

4-7 
8.7 
6.0 

2. 1 

20  to  24 

10.3 

25  to  34 

9-9 
7.0 

35  to  44 

PUERPERAL   HEMORRHAGE. 

The  deaths  under  this  title  include  those  reported  from  placenta 
previa  and  retained  membranes,  provided  there  is  no  evidence 
of  septicemia  as  a  complication.  The  mortality  rate  is  least  at 
the  youngest  ages.  Among  white  women,  the  rate  reaches  its 
maximum  at  the  oldest  ages,  i.e.,  thirty-five  to  forty-four,  when  it 
is  8.1  per  100,000.  Among  colored  women  the  highest  rate  is  found 
between  twenty-five  and  thirty-four.  It  is  an  interesting  fact, 
previously  observed  by  obstetricians,  that  colored  women  at  the 
older  ages  suffer  from  puerperal  hemorrhage  much  less  frequently 
than  do  white  women.  Table  VI  gives  the  facts  for  puerperal 
hemorrhage. 


TABLE  VI.— DEATH  RATES  PER  100,000  WOMEN  EXPOSED.     PUER- 
PERAL HEMORRHAGE.     BY  COLOR  AND  BY  AGE  PERIOD. 


Age  period 


White  females 


Colored  females 


All  ages — 1  s  to  44  years . 

IS  to  19 

20  to  24 

25  to  34 

35  to  44 


5-3 

0.8 
3-3 
7-5 
8.1 


5-i 

0.9 
6.1 
6.4 
5-i 
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OTHER   ACCIDENTS    OF   LABOR. 

This  title  covers  such  deaths  as  are  due  to  breech  presentation, 
Cesarean  section,  and  forceps  operations  and  those  attributed  to  dys- 
tocia, "injury  at  birth"  and  "childbirth"  or  to  "confinement"  with 
no  further  description.  In  the  period  between  fifteen  to  nineteen 
years,  the  first  age  period  for  which  we  have  figures  for  these  causes, 
the  rate  among  colored  females  was  five  times  that  of  white  females, 
the  figures  being  6.7  and  r.4  per  100,000  living,  respectively.  There- 
after, the  rates  for  the  two  races  diverge  only  slightly;  in  fact,  after 
age  twenty-five  they  are  nearly  identical.  The  maximum  rate  among 
white  women  is  found  in  the  age  period  twenty-five  to  thirty-four 
years  when  it  is  9.4  per  100,000,  and  the  maximum  among  colored 
women  in  the  earlier  quinquennium,  twenty  to  twenty-four  years, 
when  the  rate  is  10.8.  The  data  for  these  "other  accidents  of 
labor"  are  displayed  in  Table  VII. 

TABLE  VII— DEATH  RATES  PER  100,000  WOMEN  EXPOSED. 

OTHER  ACCIDENTS  OF  LABOR.     BY  COLOR 

AND  BY  AGE  PERIOD. 


Age  period 


White  females 


Colored  females 


All  ages — 15  to  44  years. 


15  to  19. 
20  to  24. 
25  to  34. 
35  to  44. 


6.6 


i-4 
6.1 

9-4 
7.8 


9.0 


6.7 
10.8 
10.3 

7-3 


COMPARISON   WITH   POPULATION   DATA. 

The  above  facts  relate  to  a  large  group  of  female  industrial 
policy-holders.  For  purposes  of  comparison  we  may  turn  profitably 
to  the  figures  for  women  in  the  Registration  Area  of  the  United 
States.  This  is,  in  fact,  the  largest  group  in  the  population  for 
whom  death  rates  may  be  prepared  from  the  published  data  now 
available.  A  number  of  limitations,  however,  should  be  pointed 
out  which  interfere  somewhat  with  the  complete  comparability 
of  the  data  for  insured  women  with  those  for  the  general  population. 
The  figures  for  the  expanding  Registration  Area  cover  the  six-year 
period,  1910  to  1915;  the  Metropolitan  figures  are  for  the  six-year 
period,  191 1  to  1916.  The  population  of  the  Registration  Area 
includes  a  small  proportion  of  colored  in  addition  to  the  white, 
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whereas  the  insurance  figures  are  for  each  of  the  two  races  taken 
separately.  For  the  comparison,  the  figures  for  white  insured  women 
alone  will  be  used.  There  are  also  differences  in  the  geographical 
areas  covered  by  the  two  groups.  The  Registrtion  Areae  still 
excludes  most  of  the  southern  and  a  large  number  of  western  States; 
the  Metropolitan  policy-holders  are  represented  in  nearly  all  of  these 
States.  It  is  clear  nevertheless,  that  these  several  differences  are 
not  sufficiently  important  to  vitiate  the  comparisons  of  the  mortality 
rates  which  we  shall  make. 

In  the  six-year  period  1910  to  1915,  there  were  57,012  puerpearl 
deaths  recorded  among  women  in  the  Registration  Area,  agas 
fifteen  to  forty-four  years.  This  corresponded  to  a  death  rate  of 
63.1  per  100,000  exposed  at  these  ages.*  The  rate  is  therefore 
somewhat  less  than  that  for  the  insured  women,  which  was  66.1. 
The  slight  excess  in  the  rate  of  mortality  from  diseases  and  con- 
ditions connected  with  mateeity  among  insured  women  should 
not  be  interpreted  too  closely  as  an  indication  of  worse  conditions 
respecting  childbirth  among  the  wage-earning  element  of  the 
population.  Many  factors  may  account  for  this,  particularly  the 
higher  birth  rate  which  prevails  among  the  policy-holders  than 
among  the  population  at  large.  As  was  the  case  among  the  insured 
women,  the  most  important  single  items  included  in  this  mortality 
are  puerperal  septicemia  and  puerperal  albuminuria;  the  former 
being  responsible  for  44.4  per  cent,  and  the  latter  for  23.9  per  cent, 
of  all  the  puerperal  deaths.  Together,  these  two  conditions  are 
responsidle  for  68.3  per  cent,  of  the  puerperal  deaths;  among  the 
insured  white  women  they  accured  for  69.1  per  cent.  The  accie- 
dents  of  pregnancy  occured  in  9.3  per  cent,  of  the  cases;  among 
insured  white  women  they  occurred  in  8.5  per  cent.  The  similarity 
in  the  two  sets  of  figures  is  very  marked  indeed  and  serves  to 
confirm  the  general  reliability  of  the  returns  in  the  two  series. 

COMPARATIVE  AGE  CHARACTERISTICS  OF  MATERNAL  MORTALITY. 

The  data  for  the  puerperal  diseases  and  conditions  in  the  two 
series  are  also  very  similar  when  studied  by  age  period.  Considering 
first  all  the  puerperal  causes  combined,  we  find  that  the  death  rates 
reach  a  maximum  in  both  groups  in  the  age  period  twenty-five  to 
thirty-four  years.  The  mortality  among  insured  women  is  lower 
between  ages  fifteen  to  nineteen  years  by  10  per  cent.  In  the  age 
group  twenty  to  twenty-four  years  and  in  the  age  periods  thereafter 

*  The  aggregate  number  of  years  of  life  of  women  ages  fifteen  to  forty-four  in 
the  Registration  Area  exposed  during  the  six-year  period  1910  to  1915  inclusive 
was  estimated  at  90,301,31 2,  from  data  furnished  by  the  Bureau  of  the  Census  and 
by  the  Prudential  Insurance  Company  of  America. 
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up  to  forty-four  years  of  age,  maternal  mortality  among  insured 
white  women  is  from  5  to  10  per  cent,  higher  than  the  correspond- 
ing mortality  rates  in  the  general  female  population. 

Table  VIII  presents  the  essential  rates  for  the  two  series  by  age 
period,  not  only  for  the  total  puerperal  state  but  also  for  the  two 
most  important  single  conditions  in  this  disease  group. 

TABLE  VIII— PUERPERAL  DISEASES  AND    CONDITIONS,   DEATH 

RATES  PER    100,000  WOMEN,  AGES  FIFTEEN  TO  FORTY-FOUR 

YEARS.      METROPOLITAN    LIFE     INSURANCE     COMPANY, 

INDUSTRIAL  DEPARTMENT,  RATES,  191 1  TO   1916, 

WHITE   LIVES,    AND    U.    S.   REGISTRATION 

AREA,    1910    TO    1915,    BY   AGE 

PERIODS,  COMPARED. 


Total  puerperal  state 

Puerperal  septicemia 

Puerperal  albuminuria 

Age  period 

M.L.I. 
Co. 

Reg. 

Area 

Per 

cent. 

insured 

of  Reg. 

Area 

M.L.I. 
Co. 

Reg. 
Area 

Per 

cent. 

insured 

of  Reg. 

Area 

M.L.I. 
Co. 

Reg. 

Area 

Per 

cent, 
insured 
of  Reg. 

Area 

All  ages — 
15  to  44  years 

66.1 

63.I 

104.8 

27.9 

28.I 

99-3 

17.8 

i5-i 

117. 9 

15  to  19 

20  to  24. . . . 

25  to  34 

35  to  44 

24-3 
72.1 

93-o 
62.2 

27.0 
68.9 
84.2 

58.4 

90.0 
104.6 
no. 5 
106.5 

10.7 
32-8 
40.7 
21 .9 

12.9 
34-4 
38.1 
21 . 7 

82.9 

95-3 
106.8 
100.9 

9-5 
22.6 
22.6 
14.9 

9.6 

18.3 
18. 1 
12.9 

99.O 

1235 
124.9 

"55 

For  puerperal  septicemia,  the  figures  are  slightly  more  favorable 
for  the  insured  women.  Thus,  between  the  ages  fifteen  to  nineteen, 
insured  white  women  show  a  death  rate  from  puerperal  septicemia 
which  is  only  83  per  cent,  of  the  rate  among  women  in  the  general 
population.  In  the  period  twenty  to  twenty-four  years  the  advan- 
tage in  favor  of  the  insured  women  is  close  to  5  per  cent,  of  the  popu- 
lation rate.  Between  twenty-five  and  thirty-four  years,  the  rate 
for  the  insured  women  shows  an  excess  of  nearly  7  per  cent.  In 
the  last  period  thirty-five  to  forty-four  years,  the  death  rate  is 
practically  the  same  for  the  two  groups. 

The  figures  for  puerperal  albuminuria  and  convulsions  are  different 
in  several  respects  from  those  for  puerperal  septicemia,  the  rates 
being  on  the  whole  more  favorable  for  the  women  in  the  general 
population  than  for  the  industrial  group.  Virtually  the  same  mor- 
tality rates  are  observed  in  the  two  experiences  at  ages  fifteen  to 
nineteen  years  but  thereafter,  the  mortality  of  the  insured  is  con- 
siderably higher  than  for  women  in  the  Registration  Area.*  It  is 
25  per  cent,  higher  at  the  age  period  twenty-five  to  thirty-four. 
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The  rates  for  the  other  puerperal  conditions  are  comparatively 
low  in  both  groups  and  do  not  justify  any  extended  comparisons 
between  the  insured  and  the  general  populations. 

RELATIVE   IMPROVEMENT   IN   MATERNAL    MORTALITY  AMONG  INSURED 
WOMEN   AND   IN   THE    GENERAL  POPULATION. 

If  the  composite  death  rate  among  insured  white  women  appears 
to  be  somewhat  higher  than  that  for  women  in  the  population  gener- 
ally it  should  also  be  noted  that  this  difference  is  being  progressively 
overcome.  Thus,  in  191 1,  a  death  rate  of  70.1  per  100,000  insured 
white  females  ages  fifteen  to  forty-four  years  was  recorded  and  in 
1916,  a  rate  of  62.6  per  100,000.  This  represents  a  decline  of  10.7 
per  cent,  in  the  rate  of  maternal  mortality  in  the  insured  group. 
When  we  compare  the  191c  rate  among  females  in  the  general  popu- 
lation of  the  Registration  Area,  63.4,  with  the  1915  rate,  61.6, 
we  find  a  decline  o  only  2.8  per  cent,  in  maternal  mortality.  In 
191 1,  the  rate  among  the  insured  women  was  9  per  cent,  in 
excess  of  the  population  rate;  in  1915,  this  excess  was  reduced  to 
only  3  per  cent.  A  comparison  of  the  two  series  of  rates  annually 
from  1911  to  1915,  the  latest  year  for  which  these  figures  are  avail- 
able for  the  Registration  Area  by  age,  is  shown  in  the  following 
table: 

TABLE  DC— RATIO  OF  DEATH  RATES  FOR  TOTAL  DISEASES  AND 

CONDITIONS  INCIDENTAL  TO   PUERPERAL  STATE,  ON 

AREA  OF  THE  U.  S.,  COMPARED,  1910  TO  1916. 

FEMALES,  AGES  FIFTEEN  TO  FORTY-FOUR  YEARS. 


Death  rates  per 

100,000  exposed 

Ratio,  insurance  to  popu- 
lation, Reg.  Area  rates 

Year 

Insured 
white  women 

Women  in  population, 
Reg.  Area 

1916 

62.6 

1915 

63-3 

61.6 

I    °3 

1914 

68.6 

64.4 

I.07 

1913 

7°-5 

64. 1 

I  .10 

1912 

62.4 

60.7 

I    °3 

1911 

70.1 

640 

1 .09 

1910 

63-4 

There  is,  therefore,  a  general  tendency  for  the  rate  of  total  mater- 
nal mortality  among  insured  white  females  to  approximate  that  of 
females  in  the  general  population. 
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A  greater  relative  reduction  in  mortality  is  also  observed  for 
puerperal  septicemia  among  insured  white  females  than  among 
females  in  the  general  population.  Thus,  in  191 1  among  insured 
white  females,  aged  fifteen  to  forty-four  years,  we  recorded  a  death 
rate  from  this  condition  of  30.6  per  100,000  and  in  1916  a  rate  of 
25.3  per  100,000.  This  represents  a  decline  of  17.3  per  cent.  In 
the  experience  of  the  Registration  Area  there  was  a  decline  in  the 
six  years  between  1910  and  1915  from  29.2  to  25.4  per  100,000,  or 
13  per  cent.  In  1915,  the  rate  of  mortality  from  puerperal 
septicemia,  the  chief  cause  of  death  of  women  in  the  maternal 
state,  was  actually  lower  among  insured  white  females  than 
among  females  in  the  general  population.  The  following  table 
gives  the  chief  comparative  facts  for  puerperal  septicemia  in  both 
experiences : 

TABLE  X— RATIO    OF    DEATH    RATES    FOR    PUERPERAL    SEPTI- 
CEMIA, INDUSTRIAL  DEPARTMENT,  METROPOLITAN  LIFE 
INSURANCE  COMPANY  AND  REGISTRATION  AREA 
OF  THE  U.  S.,  COMPARED,  1910  TO  1916. 

FEMALES,  AGES  FIFTEEN  TO  FORTY-FOUR  YEARS. 


Death  rate  per 

100,000  exposed 

Ratio,  insurance  to 

Year 

Insured  white 
women 

Women  in  population, 
Reg.  Area 

population,  Reg. 
Area  rates 

1916 

25-3 

I9!5 

24.8 

25-4 

O.98 

1914 

28.6 

28.7 

1 .00 

1913 

31-9 

29.  2 

1.09 

1912 

26.9 

26.3 

1  .02 

1911 

30.6 

29.9 

1 .02 

1910 

29.  2 

PUERPERAL  ALBUMINURIA   AND   CONVULSIONS. 

We  have  found  from  our  previous  inquiry  that  the  conditions 
classified  as  puerperal  albuminuria  and  convulsions  are  second  in 
importance  among  the  causes  of  maternal  mortality.  For  this 
cause  of  death  we  have  recorded  a  steadily  rising  rate,  with  but 
one  exception,  year  by  year  between  1910  and  191 5  for  women 
aged  fifteen  to  forty-four  years  in  the  experience  of  the  Registra- 
tion Area,  and  a  fluctuating  rate  among  white  females  in  the  in- 
surance experience. 
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The  following  table  presents  a  comparison  of  the  data  available 
for  these  conditions  among  white  insured  women  and  among  women 
in  the  population  between  the  ages  fifteen  and  forty-four  years. 


TABLE  XI.— RATIO    OF    DEATH    RATES    FOR    PUERPERAL    ALBU- 
MINURIA AXD  CONVULSIONS,  INDUSTRIAL  DEPARTMENT, 
METROPOLITAN   LIFE    INSURANCE    COMPANY    AND 
REGISTRATION    AREA    OF   THE    U.    S.,  COM- 
PARED, 1910  TO  1916. 

FEMALES,  AGES  FIFTEEN  TO  FORTY-FOUR  YEARS. 


Death  rates  per 

100,000  exposed 

Ratio   of    insurance 

Year 

Insured  white 
women 

Women  in  population, 
Reg.  Area 

to  population,  Reg. 
Area  rates 

1916 

18.3 

.... 

1915 

16 

9 

16. 1 

I  -05 

1914 

18 

0 

16. 1 

1 .  12 

1913 

19 

0 

15-4 

I.23 

1912 

17 

3 

14.6 

1. 18 

1911 

17 

1 

14.3 

1 .  20 

1910 

13-7 

This  is  a  discouraging  picture  in  view  of  the  well-established 
opinion  among  obstetricians  that  the  largest  part  of  the  mortality 
from  these  conditions  may  be  prevented  through  adequate  medical 
and  nursing  service  carried  on  during  the  period  of  pregnancy.  The 
figures  clearly  indicate  a  fruitful  field  for  the  extension  of  such  service 
to  women.  This,  in  fact,  is  the  reason  for  the  general  extension  of 
nursing  service  to  women  during  pregnancy.  Through  such  service 
the  nephritic  and  hepatic  cases  will  undoubtedly  be  brought  earlier 
under  medical  observation  and  many  cases,  which  would  under 
ordinary  circumstances  terminate  fatally  as  puerperal  albuminuria 
and  convulsions,  will  thus  be  carried  safely  through  their  confinement. 


ACCIDENTS    OF    LABOR. 

The  registered  mortality  from  these  causes  of  death  for  the  group 
of  white  insured  females,  shows  a  general  and  substantial  downward 
trend  from  191 1  to  1916.  The  Registration  Area  mortality  rates 
show  the  peculiar  phenomenon  of  a  steady  downward  trend  up  to 
1913  and  a  gradual  rise  in  the  rate  between  1913  and  1915.     It  is 
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not  possible  to  indicate  how  much  of  the  general  decline  in  mortality 
from  this  cause  among  insured  white  females  is  due  to  the  work  of  the 
Visiting  Nurse  Service.  Under  the  rules  of  that  service,  the  work 
of  the  visiting  nurse  is  confined  very  largely  to  after-care  of  mothers 
after  childbirth.  It  is  believed,  however,  that  the  amount  of  pre- 
natal work  already  extended  to  insured  women  in  the  Industrial 
Department  tends  in  a  measure  to  correct  during  pregnancy  the 
remediable  mechanical  difficulties  which  may  be  encountered  during 
labor.  The  work  of  the  public  health  nurse  for  pregnant  women 
would  necessarily  be  in  the  direction  of  insuring  proper  medical  care 
for  women  in  childbirth.  We  show  the  comparative  mortality 
facts  for  accidents  of  labor  herewith: 


TABLE  XII.— RATIO  OF   DEATH  RATES   FOR  OTHER  ACCIDENTS 

OF  LABOR,   INDUSTRIAL   DEPARTMENT,  METROPOLITAN 

LIFE  INSURANCE  COMPANY  AND  REGISTRATION 

AREA  OF  THE  U.  S.,  COMPARED,  1910  TO  1916. 

FEMALES,  AGES  FIFTEEN  TO  FORTY-FOUR  YEARS. 


Death  rates  per  100,000  exposed 

Year 

Insured   white   women 

Women  in  population, 
Reg.  Area 

to  population,  Reg. 
Area  rates 

1916 

6.2 

1915 

6.1 

5-9 

I.03 

1914 

6.2 

5-6 

1 .11 

1913 

7-1 

5-4 

I-3I 

1912 

6.1 

5-6 

1 .09 

1911 

8.2 

6.2 

I.32 

1910 

6.1 

PUERPERAL  HEMORRHAGE. 

It  has  been  assumed  in  obstetrical  literature  generally  that  mor- 
tality among  women  in  the  wage-earning  groups  of  the  population 
from  puerperal  hemorrhage  was  more  common  than  in  general  un- 
selected  populations.  Our  data  show,  however,  a  lower  death  rate 
except  in  one  year,  1914,  from  this  cause  among  white  msured  females 
in  the  families  of  wage  earners  than  among  females  in  the  general 
population  of  the  Registration  Area  of  the  United  States.  The 
figures  indicate  an  uncertain  tendency  in  the  mortality  of  both 
groups.     The  following  table  gives  a  view  of  the  data  available. 
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TABLE  XIII.— RATIO  OF  DEATH  RATES  FOR  PUERPERAL  HEMOR- 
RHAGE, INDUSTRIAL  DEPARTMENT,  METROPOLITAN  LIFE 
INSURANCE  COMPANY  AND  REGISTRATION  AREA 
OF  THE  U.  S.,  COMPARED,  1910  TO  1916. 

FEMALES,  AGES  FIFTEEN  TO  FORTY-FOUR  YEARS. 


Year 


Death  rates  per  100,000  exposed 


T„, j  „!,:♦„  . „«„    Women  in  population, 

Insured  white  women  1  n         /\rp» 


Ratio  of  insurance 

to  population,  Reg. 

Area  rates 


1916 

5 

2 

1915 

5 

7 

6.0 

°-95 

1914 

6 

2 

6.r 

1 .02 

1913 

4 

6 

6-3 

o.73 

1912 

4 

9 

6.2 

0.79 

1911 

5 

3 

5-8 

0.91 

1910 

5-6 

ACCIDENTS    OF   PREGNANCY. 

Comparative  mortality  from  this  cause  of  death  shows  higher 
death  rates  in  1913,  1914  and  1915  among  insured  white  females 
than  among  females  in  the  general  population.  There  seems  to  be, 
in  general,  a  higher  and  rising  rate  from  the  accidents  of  pregnancy 
among  white  females  in  wage  earners'  families  than  among  females 
in  the  general  population.  Such  data  as  we  have  available  are  given 
in  the  following  table: 

TABLE  XIV— RATIO  OF  DEATH  RATES  FOR  ACCIDENTS  OF  PREG- 
NANCY, INDUSTRIAL  DEPARTMENT,  METROPOLITAN  LIFE 
INSURANCE  COMPANY  AND  REGISTRATION  AREA 
OF  THE  U.  S.,  COMPARED,  1910  TO  1916. 

FEMALES,  AGES  FIFTEEN  TO  FORTY-FOUR  YEARS. 


Year 

Insured  white  women 

Women  in  population, 
Reg.  Area 

population,    Reg. 
Area    rates 

1916 

4-6 

1915 

6.1 

5 

7 

I  .07 

1914 

6.2 

5 

5 

113 

1913 

5-9 

5 

5 

I  .07 

1912 

4.8 

5 

8 

O.83 

1911 

6.1 

6 

2 

O.98 

1910 

6 

6 
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CONCLUSIONS. 

The  figures  presented  in  the  above  table,  disclose  a  large  and  prof- 
itable field  for  intensive  public  health  work.  It  is  no  light  matter 
that  with  the  present  development  of  sanitary  science  and  of  pre- 
ventive medicine  there  should  still  be  one  fatal  termination  in 
every  ioo  to  200  cases  of  pregnancy  and  childbirth.  Yet  this  is  the 
situation  in  a  number  of  large  centers  of  population  for  which  ade- 
quate data  are  available.  As  we  have  pointed  out,  the  puerperal 
conditions  in  their  entirety  represent  a  hazard  to  the  life  of  woman, 
which  is  second  only  to  that  from  pulmonary  tuberculosis  at  these 
child-bearing  ages.  The  serious  social  losses  resulting  from  the  many 
deaths  of  women  at  these  ages  are  now  more  thoroughly  realized. 
Deaths  of  wives  and  mothers  mean,  in  many  instances,  the  destruc- 
tion of  family  ties  with  their  incalculable  consequences  to  the  com- 
munity. These  facts  explain  the  recent  efforts  for  the  care  of  women 
in  pregnancy.  Prenatal  work  is  fast  becoming  an  integral  part  of  the 
routine  of  preventive  work  of  the  departments  of  health  of  many 
American  cities.  In  some  communities,  like  Boston  and  New  York, 
private  agencies,  cooperating  with  the  visiting  nurse  associations, 
have  specialized  in  the  nursing  of  women  throughout  the  period  of 
pregnancy,  confinement  and  after-care.  Thousands  of  cases  are 
being  cared  for  each  year  in  prenatal  clinics  and  through  follow-up 
and  instructive  visits  by  specialized  nurses.  In  Boston,  the  work 
has  been  brought  to  the  point  where  definite  life  saving  of  both 
mother  and  child  on  a  large  scale  already  appears  evident.  Other 
communities  will  undoubtedly  show  similar  results  as  their  work 
becomes  better  established. 

It  is  among  insured  women  that  the  best  results  of  a  policy  of  life 
conservation  have  been  obtained.  From  the  very  beginning,  in 
1909,  the  nursing  service  of  the  Metropolitan  Life  Insurance  Com- 
pany considered  the  care  of  women  after  childbirth  a  major 
function  of  the  service  and  this  has  since  been  the  policy  of  the 
company.  In  1916,  out  of  a  total  of  160,843  female  policy-holders 
visited  during  illness  41,572  or  25.8  per  cent,  were  cases  resulting 
from  diseases  or  conditions  of  the  puerperal  state.  While  the 
majority  of  these  cases  involve  care  of  women  after  normal  child- 
birth, there  are  many  cases  each  year  of  the  abnormal  and  acute 
conditions  requiring  intensive  nursing  care.  Thus,  in  1916  there 
were  967  cases  of  puerperal  septicemia,  308  cases  of  albuminuria 
and  convulsions  and  3469  cases  of  abortion  and  miscarriage.  In 
all,  a  total  of  243,738  nursing  visits  were  made  in  1916  to  these 
women  either  before  or  after  their  confinement. 
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It  is,  therefore,  not  surprising  that  we  should  find  a  very  favor- 
able course  in  the  mortality  of  these  insured  women  from  nearly  all 
the  conditions  incidental  to  child-bearing.  In  the  six-year  period 
between  191 1  and  1916,  the  death  rate  among  white  female  policy- 
holders from  these  causes  fell  10.7  per  cent,  the  figures  for  191 1  and 
1916  being  70.1  and  62.6  per  100,000  respectively.  The  per  cent, 
reduction  is  greater  in  this  period  for  colored  women,  namely,  20.4 
per  cent.  The  decline  in  mortality  from  puerperal  septicemia  is 
especially  marked  among  white  women,  being  17.3  per  cent. 
With  the  exception  of  accidents  of  pregnancy,  the  saving  in  mor- 
tality between  1911  and  1916  is  greater  among  insured  women  than 
among  women  in  the  population  at  large  between  1910  and  1915 
as  represented  in  the  Registration  Area  data.  These  comparisons, 
therefore,  serve  as  a  strong  endorsement  of  the  company's  pro- 
gramme for  the  care  of  parturient  women  through  public  health 
nursing.  Perhaps  when  the  next  report  of  the  mortality  of  female 
policy-holders  is  presented  it  may  be  possible  to  show  important 
reductions  in  the  mortality  from  albuminuria  and  convulsions, 
which  conditions  it  is  confessed  have  not  as  yet  received  the  atten- 
tion they  deserve  from  public  health  agencies. 
Xo.  1  Madison*  Avenue. 


THE  TREATMENT  OF  BENIGN  TUMORS  OF  THE 

BREAST.* 

BY 
JOHN  B.  DEAVER.  M.  D., 

Philadelphia,  Pa. 

The  practice  of  surgery  is  standardized  with  great  difficulty. 
In  this  ever  changing  science  the  adopted  procedures  of  to-day  are 
found  in  the  therapeutic  discard  of  to-morrow.  Yet  among  the 
leaders  of  the  profession  in  each  generation  certain  technical  and  di- 
dactic rules  meet  with  more  or  less  general  acceptance.  It  would  seem 
to  be  incumbent  upon  the  profession  at  large,  therefore,  to  base  their 
practises  upon  such  rules.  The  unfortunate  tendency  of  all  succinct 
and  unelaborated  scientific  rules  in  surgery  is  to  promote  either 
unwarranted  radicalism  or  conservatism,  as  the  case  may  be. 

Thus,  it  is  now  the  fashion,  as  you  are  well  aware,  to  look  upon 
tumor  diseases  of  whatever  character  as  harboring  the  potentialities 
of  malignancy.  This  has  certain  virtues  but  is  capable,  unless 
modified  by  careful  analysis  in  the  individual  case,  of  leading  to 

*  Read  at  the  meeting  of  the  Philadelphia  Obstetrical  Society,  March  7,  1918. 
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grave  errors.  In  the  surgery  of  mammary  tumors  I  am  convinced, 
however,  that  to  insure  the  greatest  good  to  the  greatest  number 
would  be  to  advocate  the  removal  of  every  tumor-bearing  breast. 
This  opinion  is,  of  course,  based  on  a  consulting  experience  that  has 
revealed  more  sins  of  omission  than  of  commission. 

That  such  radicalism  is  neither  necessary  nor  justifiable  goes  with- 
out saying.  How  to  determine  upon  conservatism  when  it  is  right 
to  be  conservative,  and  how  to  know  when  radicalism  is  indicated 
in  the  surgery  of  the  breast  will  be  the  subject  of  our  remarks. 

As  an  approach  to  this  discussion  the  treatment  of  mammary 
"lumps"  which  are  supposed  on  clinical  grounds  to  be  benign  will 
serve  our  purpose  better  than  either  the  diagnostic  or  therapeutic 
consideration  of  tumors  that  are  suspicious  of  malignancy. 

Tumors  of  the  breast  that  present  the  typical  clinical  manifesta- 
tions of  carcinoma  need  no  discussion.  The  diagnosis  of  cancer  in  the 
presence  of  its  characteristic  physical  signs  can  scarcely  be  mistaken 
and  no  one  will  dispute  the  necessity  of  radical  treatment.  Gross 
carelessness  in  making  physical  examinations  on  the  part  of  the 
physician  continues,  however,  to  spell  the  doom  of  many  women. 
The  most  unfortunate  mistakes  of  the  surgeon  are  made  in  that  large 
group  of  cases  that  present  the  typical  clinical  signs  of  benignancy, 
or,  to  put  it  otherwise,  that  lack  the  characteristic  signs  of  malig- 
nancy. This  group  includes  a  number  of  diseases,  either  inflamma- 
tory or  neoplastic  in  nature,  leading  to  the  formation  of  lumps  in  the 
breast.  These,  with  few  exceptions,  have,  as  an  important  constitu- 
ent element,  epithelium  that  is  abnormally  reproductive.  Uncon- 
trolled reproductive  activity  in  epithelial  tissue  leads  to  carcinoma: 
the  end  result  of  unbridled  hyperplasia  in  connective  tissue  is 
sarcoma.  This  fact  should  always  be  kept  prominently  in  view  by 
the  surgeon.  Academic  discussions  as  to  whether  benign  tumors, 
abnormal  involution  and  other  fibroepithelial  disturbances  in  the 
breast  lead  by  progressive  involution  to  malignancy  is  beside  the 
question.  The  important  fact  remains  that  hyperplasia  in  one 
area  of  the  breast  denotes  the  latent  potentiality  of  abnormal 
growth  throughout  the  organ,  and  that  the  association  of  benign  and 
malignant  areas  occur  with  a  frequency  that  justifies  the  suspicion  of 
malignancy  in  every  instance. 

Our  own  experience  in  the  surgery  of  the  breast  is  reviewed  in 
considerable  detail  in  a  recent  monograph  by  Drs.  McFarland, 
Herman  and  myself.  The  remarks  that  I  shall  now  make  concerning 
the  clinical  features  of  the  several  benign  diseases  of  the  breast  are 
largely  epitomized  from  this  work. 
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Abnormal  Involution. — This  is  a  disease  of  the  breast  whose 
principal  microscopical  feature  is  the  presence  of  cysts.  These, 
in  association  with  localized  thickenings  of  the  matrix,  give  rise  to 
the  appearance  of  one  or  more  lumps  in  the  breast.  Thus  a  single 
area  of  the  breast  may  be  diseased;  the  affection  may  involve  several 
areas  in  one  or  both  breasts  simultaneously,  or,  one  or  both  organs 
may  be  literally  riddled  with  various  sized  cysts  so  that  little  or 
no  normal  breast  tissue  is  left.  The  latter  type  of  the  disease  was 
well  described  by  Schimmelbusch  whose  name  is  generally  used  in 
association  with  it.  Its  pathology,  however,  exactly  the  same  as 
that  of  the  smaller,  more  localized  areas. 

Abnormal  involution  affects  the  female  breast  of  all  ages  but  is 
far  commoner  in  middle  aged  or  older  women  than  in  the  young. 
Pain,  localized  tenderness,  discharge  from  the  nipple  and  the  pres- 
ence of  a  lump  in  the  breast  are  the  important  symptoms.  The 
discharge  from  the  nipple  is  sometimes  serous,  sometimes  milky, 
and  rarely  bloody.  Blood  is  present  in  only  the  minority  of  cases. 
Pain  is  the  most  constant  symptom  and  since  this  is  rarely  associated 
with  early  cancer  arising  de  novo  in  the  breast,  it  has  important 
diagnostic  significance.  The  breast  or  breasts  may  be  slightly 
but  uniformly  increased  in  size,  or  there  may  be  localized  swelling 
in  one  or  both.  The  tumor  may  consist  merely  of  a  vague  tender 
induration  or  it  may  be  a  large  superficial,  freely  movable  elastic  lump, 
characteristically  cystic.  The  tumor  may,  however,  feel  solid 
when  deeply  situated  in  a  large  breast.  Enlargement  of  the  axillary 
lymph  nodes  is  found  frequently  and  is  dependent  upon  endothelial 
hyperplasia. 

Both  the  etiology  and  pathological  identity  of  abnormal  mammary 
involution  remain  the  subject  of  controversy  among  surgeons  and 
apthologists.  Whether  it  is  an  inflammatory  disturbance,  a  neo- 
plasmic  process  or  a  perversion  of  involution  are  the  theoretical 
considerations.  Classification  of  the  condition  founded  on  its 
microscopic  appearances  are  of  great  interest  to  the  surgeon. 

There  are  two  principal  forms  of  abnormal  involution — one,  the 
ectatic  or  cystic  in  which  epithelial  hyperplasia  is  the  minor  factor — 
the  other,  the  proliferation,  adenomatous  or  adenocystic  variety  in 
which  epithelial  activities  constitute  the  important  factor  in  the 
microscopic  picture.  Cyst  formation,  however,  occurs  in  both  forms. 
In  the  proliferative  type  the  increased  epithelium  behaves  in  one 
of  several  ways  which  may  be  classified  as  Warner  suggests,  in^the 
following  manner: 
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i.  Proliferation  of  acini — an  apparent  increase  in  the  number  of 
acini  in  each  lobule. 

2.  Papillary  outgrowth  of  epithelium  into  cystic  spaces,  the 
papilla  lacking  a  connective  tissue  pedicle  or  support. 

3.  Papillary  outgrowths  of  epithelium  into  cystic  spaces  of  such 
complexity  that  the  cyst  cavities  are  almost  or  even  completely 
filled  by  the  hyperplastic  epithelium.  Microscopic  examinations 
of  sections  of  this  variety  of  abnormal  involution  resemble  glandular 
tissue,  hence  the  term  adenomatous  or  adenocystic.  This  change  is 
of  vital  interest  to  the  surgeon  because  it  is  chiefly  in  its  presence 
that  the  combination  of  abnormal  involution  and  carcinoma  is 
observed. 

The  ectatic  and  adenomatous  varieties  of  the  disease  commonly 
occur  in  the  same  breast,  in  fact  in  different  portions  of  one  diseased 
area  of  the  breast.  Again  it  is  impossible  to  differentiate  clinically 
the  relatively  innocuous  areas  from  those  that  are  thought  to  be 
predestined  to  malignant  transformation.  Finally,  the  preoperative 
determination  of  incipient,  or  in  some  cases  even  of  relatively  far 
advanced  malignancy  is  impossible.  Let  us  clearly  understand  that 
the  terms  early  and  late  as  applied  to  malignant  disease  refer  solely 
to  the  distance  to  which  the  malignant  cells  have  wandered  from  the 
primary  growth.  These  terms  have  no  practical  significance  when 
used  in  reference  to  the  actual  time,  which  we  are  erroneously  led 
to  believe  from  the  history  of  the  patient,  or  from  the  results  of 
physical  examination,  that  the  disease  has  existed.  From  the  fore- 
going remarks  it  would  seem  easy  to  determine  the  presence  of 
abnormal  involution,  or  at  least,  of  some  disease  other  than  cancer 
in  the  breast.  Were  it  not  for  the  fact  that  cancer  is  believed  to 
originate  from  or  coexist  with  abnormal  involution,  and  that  other 
areas  of  the  breast  are  known  to  become  involved  after  removal 
of  abnormally  involved  areas  in  some  cases,  our  dilemma  would  be 
less  acute. 

Localized  areas  of  disease  could  then  be  excised  with  safety  and 
widespread  involvement  of  the  breast  would  merely  demand  con- 
servative amputation.  As  in  the  absence  of  subjective  symptoms, 
the  patient  could  safely  be  treated  palliatively.  The  surgery  of 
this  disease  is  founded,  therefore,  on  our  knowledge  of  its  malignant 
tendencies  or  associations.  There  are  good  reasons  for  this.  Among 
the  335  operative  specimens  of  carcinoma  that  furnished  the  material 
for  our  pathological  stadies,  McFarland  found  twenty- three  (6.8  per 
cent.)  instances  of  such  association.  Warren  states  that  fifteen  of 
his  517  cases  of  cancer  of  the  breast  were  associated  with  abnormal 
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involution.  It  is  believed  by  most  authorities  that  about  10  per 
cent,  of  the  adenomatous  variety  of  abnormal  involution  will  develop 
cancer,  while  Bloodgood  has  found  that  in  about  50  per  cent,  of  cases 
with  bad  adenocystic  changes  cancer  is  already  present  at  the  time 
of  operation.  Many  pathological  investigations  have  shown  chronic 
mastitis  or  abnormal  involution  to  be  in  almost  constant  association 
with  carcinoma  of  the  breast.  It  should  not  be  forgotten,  however, 
that  the  adenomatous  variety  of  abnormal  involution  is  rare  in 
comparison  with  the  ectatic  or  benign  type. 

Another  and  probably  more  fruitful  source  of  data  valuable  to 
the  surgeon  is  the  study  of  end  results  in  cases  of  abnormal  in- 
volution treated  conservatively.  Our  own  figures  show  little  light 
on  this  subject,  but  Bloodgood  reports  100  cases  in  which  the  breasts 
were  explored,  and  cysts  of  simple  character,  and  sometimes  cysts  of 
suspicious  character  removed.  The  cysts  were  reported  to  con- 
tain clear  fluid  and  their  walls  were  free  of  papillary  excrescences. 
Sometimes  the  walls  were  indurated  and  upon  microscopic  exami- 
nation these  indurations  sometimes  showed  carcinoma-like  struc- 
tures. Nothing  was  done  except  to  excise  the  cyst  and  surrounding 
tissue  yet  recovery  took  place  without  the  subsequent  develop- 
ment of  cancer. 

In  a  series  of  eighty-three  cases  of  "Cystic  Disease  of  the  Breast" 
most  of  which  were  treated  conservatively,  Greenough  and  Sim- 
mons report  that  80  per  cent,  were  free  from  recurrences  and  ap- 
parently cured  by  partial  operation,  for  a  period  ranging  from  one 
to  seventeen  years.  Thirteen  cases  (15.6  per  cent.)  showed  sooner 
or  later  a  return  of  the  disease.  Recurrences  of  the  cystic  disease 
or  of  carcinoma  occurred  in  twelve  of  the  eighty-three  cases,  while  a 
total  of  sixteen  (19  per  cent.)  failed  to  get  permanent  relief  from  the 
partial  operation.  This  would  seem  to  justify  a  more  conservative 
attitude  regarding  the  disease  than  evidently  exists  judging  from 
the  experience  of  McFarland,  to  whose  laboratory  forty-five 
breasts  were  submitted  by  surgeons  for  examination,  of  which  "only 
four  showed  mild  adenocystic  change,  and  only  seven  epithelial 
proliferation  into  cystic  spaces.  While  thirty-four  were  entirely 
benign  cases  of  normal  or  senile  involution."  If  it  be  true  that  the 
breasts  of  25  per  cent,  of  all  middle-aged  or  older  women  that  come  to 
the  postmortem  or  dissecting  table,  show  areas  identical  in  structure 
with  those  for  which  many  operators  are  doing  radical  amputation, 
the  inevitable  conclusion  follows  that  the  danger  of  abnormal  involu- 
tion is  over-emphasized,  and  that  there  is  a  fear  among  surgeons  of 
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future  development  of  malignant  disease  that  lacks  the  support  of 
surgical  experience. 

There  does  exist,  however,  sufficient  uncertainty  of  the  ultimate 
end  of  the  patient  with  abnormally  involuted  breasts  to  warrant 
exploratory  operation.  To  decide  what  to  do  on  clinical  grounds 
alone  is  to  invite  disaster.  Breasts  that  are  riddled  with  cysts 
and  in  which  the  parenchyma  is  practically  destroyed  should  be 
removed.  If  the  services  of  a  skilful  pathologist  are  at  our  com- 
mand the  specimen  may  be  turned  over  to  him  for  immediate 
examination.  Multiple  incisions  radiating  from  the  nipple  are  made 
in  the  parenchymal  tissues  and  each  and  every  segment  is  carefully 
searched  for  evidence  of  malignancy.  Typical  cancer  can  scarcely 
be  mistaken  by  one  experienced  in  the  examination  of  pathological 
specimens.  Personally,  we  prefer  to  make  the  gross  examinations 
myself,  and  if  malignancy  is  found  to  proceed  at  once  with  the  radical 
operation.  In  all  doubtful  cases  the  microscopic  examination  of 
frozen  sections  is  depended  upon  for  diagnosis  and  the  subsequent 
operative  steps.  Here  there  must  be  team-work  between  the  surgeon 
and  the  pathologist.  Indecision  must  be  eliminated  as  much  as 
possible.  If  we  decide,  after  a  careful  examination  of  the  gross 
specimen,  that  the  diagnosis  by  this  method  is  impossible  we  do  not 
question  the  opinion  of  the  pathologist  whose  report  is  based  on 
microscopic  examination.  If  the  pathologist  is  uncertain  as  to  the 
nature  of  a  breast  tumor  our  practice  is  likely  to  be  conservative. 
It  may  be  taken  as  almost  axiomatic  that  the  greater  the  uncertainty 
in  diagnosis  by  these  refined  methods  the  better  the  chances  that 
the  patient  will  be  cured  by  operation. 

In  cases  where  a  single  or  several  well-isolated  areas  of  disease  are 
present  we  employ  the  exploratory  incision  either  through  the 
mammary  skin,  when  the  tumor  occupies  the  upper  inner  segment  of 
the  breast,  or  often  the  method  of  Thomas  when  the  tumor  is  other- 
wise situated.  All  the  diseased  areas  are  incised  and  segments  of 
tissue  removed  from  each  for  immediate  microscopic  study.  If  the 
diagnosis  of  benign  disease  is  made,  all  of  the  involved  areas,  to- 
gether with  a  segment  of  adjacent  healthy  tissue,  are  removed  after 
the  plastic  resection  method  of  Warren  after  which  the  breast  may 
be  replaced  sutured  and  dressed.  The  age  of  the  patient  must  be 
taken  into  consideration  to  some  extent  in  operating  on  benign 
cases.  Thus  a  greater  effort  should  be  made  to  save  the  outline  of 
the  breast  in  young  women  even  when  subcutaneous  removal  of 
almost  the  entire  parenchyma  is  necessary.  In  older  women 
conservative  amputation  may  be  more  freely  employed. 
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Several  mammary  lesions  clinically  resembling  atypical  forms  of 
abnormal  involution  demand  similar  treatment  to  that  outlined 
above.  Among  these  are  chronic  interstitial  mastitis,  chronic 
abscesses,  chronic  sclerosing  tuberculosis,  simple  cysts,  benign  fibro- 
epithelial  tumors  and  intracystic  papilloma. 

Chronic  interstitial  mastitis  is  the  term  applied  to  two  clinical 
forms  of  connective-tissue  replacement  of  the  mammary  parenchyma. 
One  of  these,  which  is  rare  and  relatively  unimportant,  is  identical 
with  the  chronic  sclerosing  mastitis  described  by  Billroth.  We  are 
inclined  to  believe  that  the  older  surgeons  mistook  the  atrophic  or 
sclerosing  form  of  cancer  for  an  inflammatory  lesion,  and  that, 
except  for  the  organization  following  paramastitis,  this  form  of 
chronic  mastitis  is  dependent  upon  carcinoma  or  tuberculosis. 
Isolated  masses  of  scar  tissue  replace  destroyed  areas  of  breast 
tissue.  This  is  the  second  form  of  chronic  interstitial  mastitis.  It 
is  a  common  disease  of  the  breast.  Pyogenic  mastitis  is  the  usual 
cause;  less  frequently  it  arises  through  organization  of  hema- 
tomata,  while  inflammatory  obliteration  of  simple  cysts  or  galac- 
toceles  is  sometimes  productive  of  scar  tissue.  Dense  masses 
indefinitely  defined  from  the  healthy  breast  tissues  are  sometimes 
found  at  operation  to  be  either  residual  abscesses  or  discrete  nodules 
of  tuberculosis. 

The  majority  of  the  countless  number  of  women  who  suffer  with 
lactation  mastitis  recover  and  experience  no  further  trouble  on 
account  of  the  disease.  A  few  of  them,  however,  remain  well  until 
at  or  about  the  time  of  the  menopause  when  the  breast  becomes 
painful  and  tender,  often  in  the  region  of  the  old  operative  scar. 
Examination  usually  shows  some  tenderness  and  an  indefinite  in- 
duration of  the  tissues  underlying  the  incisional  scar.  Distinct 
nodules  are  absent  and  the  examiner  will  most  likely  regard  the 
case  as  one  of  abnormal  involution. 

Attention  must  be  paid  to  the  nervous  factor  in  these  cases. 
If  the  patient  is  not  suffering  acutety  and  one  can  be  assured  that 
the  slight  induration  is  due  to  an  antecedent  mastitis  to  advise 
counterirritation  and  supporting  bandages  is  justifiable.  If,  on 
the  other  hand,  a  nodule  is  palpable  to  the  hand  placed  flat  on  the 
breast,  or,  if  the  patient  is  very  obese,  or,  finally,  if  for  any  reason 
doubt  is  cast  on  the  diagnosis,  it  is  wiser  to  explore  the  breast  after 
the  methods  already  suggested. 

We  are  sometimes  chagrined  to  find  that  a  breast  radically  re- 
moved for  what  seemed  clinically  to  be  typical  cancer  contains 
nothing  except  a  chronic  abscess  with  extremely  thickened  walls. 
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The  majority  are  tuberculous.  In  our  review  of  this  subject  we 
found  that  in  every  reported  case  of  sclerosing  mastitis  caused  by  the 
tubercle  bacillus,  the  preoperative  diagnosis  was  carcinoma.  The 
remaining  cases  of  chronic  mammary  abscesses  are  simply  pyogenic  in 
nature.  Women  who  have  suffered  with  breast  abscesses  years 
before  are  prone  to  develop  these  residual  abscesses  which  result 
from  a  rekindling  of  the  infection  through  trauma.  In  the  absence 
of  a  central  point  of  softening  the  diagnosis  is  rarely  made. 

Mistakes  in  the  diagnosis  of  tuberculosis  of  the  breast  in  young 
women  are  doubly  unfortunate  since  tuberculosis  is  curable  by  con- 
servative excision  of  the  diseased  segment  of  the  breast.  The 
disease  is  easily  diagnosable  in  the  presence  of  fistula  which  soon 
appear  in  the  majority  of  cases.  Difficulties  arise  in  the  recognition 
of  the  discrete  sclerotic  nodules  associated  with  retraction  of  the 
nipple  and,  possibly,  enlarged  axillary  lymph  nodes.  "When  in 
doubt  explore  is  a  working  rule  that  will  serve  to  avoid  many 
embarrassments." 

Cysts  of  the  breast  are  commonly  a  part  of  the  disease  that  we 
prefer  to  call  abnormal  involution,  or  they  may  arise  in  either  benign 
or  malignant  tumors.  There  remains,  however,  a  small  group  of 
cases  in  which  cysts  arise  independently  of  any  demonstrable  cause 
or  lesions.  They  are  called  simple  or  serous  cysts,  but  it  is  our  belief 
that  the  majority  of  these  represent  a  type  of  abnormal  involution 
in  which  the  development  of  one  large  cyst  overshadows  the  true 
nature  of  the  underlying  disease. 

They  appear  as  lumps  of  varying  size,  are  rounded  in  outline, 
sometimes  nodular  but  more  often  smooth,  soft  and  fluctuating. 
Pain  is  a  frequent  symptom.  Malignant  attributes  are  wanting, 
and  when  the  cysts  are  large  and  superficial  the  diagnosis  is  made 
with  ease.  Aspiration  for  diagnostic  purpose  is  of  little  or  no  value. 
The  differentiation  between  benignancy  and  malignancy  cannot  be 
made  from  the  nature  of  the  contents  of  the  cyst  and  since  treatment 
is  founded  on  their  differentiation  the  decision  as  to  what  to  do  must 
be  made  when  the  cyst  is  exposed. 

This  also  applies  to  mammary  duct  papillomata,  the  tumor  disease 
known  as  intracystic  papilloma,  in  which  papillomata  spring  from 
the  lining  membrane  of  the  milk  ducts  and  later  cause  cystic  destruc- 
tion of  the  ducts  themselves. 

In  some  instances  the  papilloma  is  small  and  the  cyst  of  large 
capacity,  in  other  instances  the  papilloma  entirely  fills  the  cyst 
which  then  gives  the  impression  of  being  a  solid  tumor.  These 
tumors  are  usually  situated  beneath  or  in  the  region  of  the  areola 
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with  their  long  axis  in  the  line  of  the  milk  ducts.  Bleeding  from 
the  nipple  is  a  prominent  symptom  in  50  per  cent,  of  cases.  The 
malignant  potentialities  of  this  tumor  are  marked  and  should  be 
borne  in  mind  when  operation  is  undertaken. 

Practically  all  indigenous  tumors  of  the  breast  are  composed  of 
both  connective  and  epithelial  tissues,  but  the  term  fibroepithelial 
as  used  in  current  nomenclature  denotes  the  group  of  benign  growths, 
the  individual  members  of  which  have  heretofore  been  named  after 
the  proportionate  amount  of  their  constituent  cells.  Some  terms 
previously  used  were  descriptive  of  their  gross  structure,  such  as 
fibrocystic  adenoma,  etc.  These  tumors  are  capable  of  growth  to 
enormous  proportions  and  are  subject  to  various  pathological  meta- 
morphoses. The  surgeon  now  meets  with  them  as  single  or  multi- 
ple, walnut  to  egg  sized,  rounded,  discrete,  freely  movable,  only 
moderately  dense  nodules.  Their  percentage  incidence  is  greatest 
in  young  women.  Fibroepithelial  tumors  of  the  breast,  as  a  class, 
rarely  undergo  malignant  transformation.  There  is,  however,  no 
question  but  that  sarcomata  of  the  periductal  variety  originate  from 
their  stroma  usually  as  the  result  of  trauma.  For  this  reason  the 
term  complicating  sarcoma  is  particularly  appropriate.  This  danger 
in  itself  would  scarcely  warrant  operation,  but,  since  it  is  a  rare 
complication,  aside  from  the  diagnostic  uncertainty  that  attaches 
to  every  tumor  of  the  breast,  the  consciousness  of  its  presence  and 
the  apprehension  thereby  created,  justifies  the  removal  of  the 
neoplasm.  This  is  carried  out  on  conservative  lines  until  examina- 
tion of  the  exposed  tumor  determines  the  further  course  of 
procedure. 

What  are  the  chances  of  permanent  operative  cure?  Will  the 
tumor  recur  after  operation?  Is  the  operation  safe  and  nonmuti- 
lating?     Will  the  other  breast  subsequently  become  diseased? 

In  answer  to  these  questions  we  have  to  present  an  operative 
experience  in  300  or  more  benign  diseases  of  the  breast.  The 
post-operative  history  of  130  of  this  series  is  known  to  us.  One 
of  these  died  of  pneumonia  after  leaving  the  hospital;  the  remaining 
129  are  living,  but  not  all  of  them  are  well.  Of  the  seventy  patients 
with  fibroepithelial  tumors  seventeen  (24.3  per  cent.)  have  returned 
for  a  second  operation,  or  have  written  us  that  they  have  had 
further  trouble  with  their  breasts.  Six  had  recurrences  in  the  same 
breast,  seven  had  tumors  develop  in  the  opposite  breast,  one  had  a 
recurrence,  no  doubt  malignant,  in  the  glands  of  the  neck,  one 
developed  a  tumor  in  the  opposite  axilla,  one  had  the  breast  am- 
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putated  subsequently  for  abnormal  involution,  and  another  was 
operated  upon  for  painful  scar. 

A  summary  of  our  experience  in  the  surgery  of  benign  mammary 
diseases  warrants  conclusions  on  the  side  of  conservative  methods  of 
treatment.  No  treatment  should  be  considered  as  complete  in 
doubtful  cases  in  the  absence  of  a  microscopic  diagnosis. 
All  doubts  should  be  eliminated  at  the  time  of  operation. 
In  the  absence  of  laboratory  diagnostic  measures  it  is  better  to 
invite  errors  on  the  side  of  radicalism. 

The  prognosis  of  carcinoma  is  best  in  direct  ratio  with  the  diffi- 
culties of  clinical  diagnosis  providing  the  proper  technic  is  followed 
at  the  operating  table. 

The  greater  the  subjective  symptoms  in  a  neoplasm  of  the  breast 
the  better  the  chances  of  its  being  benign. 

Women  who  have  had  benign  neoplasms  of  the  breast  removed 
should  be  examined  at  regular  periods  of  time  for  the  re-appearance 
of  the  tumor  or  for  a  beginning  malignancy. 

Ideal  results  in  borderline  cases,  by  which  we  mean  radical  opera- 
tions in  the  presence  of  beginning  carcinoma,  and  the  avoidance  of 
unnecessary  mutilation  in  benign  cases,  demands  diagnostic  skill 
other  than  that  given  to  the  hand  and  eye  of  the  operator;  the 
court  of  last  appeal  must  always  be  the  laboratory. 

1634  Walnut  Street. 
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BY 

RICHARD  C.  XORRIS,  M.  D., 

Philadelphia.  Pa. 

Mastitis  is  an  inflammation  of  the  breasts  always  due  to  infection 
by  microorganisms.  When  the  latter,  through  a  fissured  or  rarely 
a  normal  nipple,  enter  the  milk  ducts  and  find  their  way  into  the 
secreting  glandular  structure,  a  glandular  or  parenchymatous  mas- 
titis results;  when  the  route  of  invasion  and  ramification  is  along  the 
lymphatics,  the  mastitis  is  designated  interstitial  or  phlegmonous 
mastitis.  Beginning  as  either,  both  varieties  are  finally  present, 
when  multiple  or  extensive  suppuration  results.  In  very  rare 
instances  the  blood  stream  may  convey  infection  to  the  breast  as 
to  any  other  portion  of  the  body  when  grave  systemic  infection  is 

*  Read  at  the  meeting  of  the  Philadelphia  Obstetrical  Society,  March  7, 1018. 
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present.  This  method  of  infection  has  been  doubted.  I  have 
never  seen  such  a  case.  In  exceptional  cases,  when  a  mild  type  of 
infection  involves  only  a  limited  area  of  the  glandular  structure,  a 
small  amount  of  pus  may  be  discharged  in  the  milk  and  with  abortive 
symptoms  the  disease  ends.  Small  subareolar  abscesses  are  the 
analogues  of  the  less  serious  lymphatic  infections.  Abrasions  in  the 
areola  or  on  the  skin  surface  may  also  be  the  entrance  point  especially 
for  the  subcutaneous  lymphatic  infections.  When,  however,  the 
invasion  reaches  the  deeper  structures  of  the  breast,  or  even  pene- 
trates beneath  the  gland,  as  in  post  or  retromammary  abscesses 
very  severe  constitutional  symptoms  are  usually  present,  but  in 
some  rare  forms  of  infection  the  opposite  may  obtain,  and  the 
patient  may  be  in  grave  danger  with  slight  constitutional  symptoms 
in  the  beginning.  The  staphylococcus  aureus  is  the  most  frequent 
cause  of  mastitis.  The  staphylococcus  albus  is  found  in  the  milk 
of  80  per  cent,  of  nursing  women,  and  is  claimed  to  be  harmless. 
It  may,  however,  sometimes  attain  sufficient  virulence  to  be  the 
cause  of  mastitis  and  abscess.  More  virulent  types  of  infection, 
such  as  the  streptococcus,  gonococcus,  pneumococcus,  bacillus  coli 
and  other  rare  forms  may  be  found  and  in  accordance  with  their 
virulence,  the  patient's  resistance  and  their  mode  of  entrance,  the 
local  and  constitutional  symptoms  and  the  gravity  of  the  disease 
will  vary. 

I  have  had  in  my  experience  but  one  case  of  fatal  mastitis — a  sub- 
mammary streptococcus  infection,  promptly  treated  surgically, 
which  however  ended  fatally,  from  a  spreading  infection  causing 
pleuropneumonia.  I  reported  the  case  in  the  American  Journal  of 
Obstetrics  in  1896. 

The  frequency  of  mastitis  depends  almost  wholly  upon  the 
prophylactic  care  of  the  breasts  and  nipples  during  the  latter  part 
of  pregnancy  and  throughout  the  puerperium,  especially  during  the 
first  three  weeks  of  the  latter.  As  the  surgeon's  technic  brings 
him  the  infections  he  deserves,  so  the  nurse's  technic,  in  the  care 
of  the  breasts  and  nipples  during  the  early  puerperium  brings  to 
her  the  opprobrium  of  an  infected  breast.  I  teach  my  nurses  this 
fact:  That  the  nurse  who  fails  to  prevent  or  properly  treat  sore 
nipples  or  a  so-called  "  caked  breast"  has  damaged  the  resistance  of 
that  breast  and  has  opened  the  door  for  an  infective  process  that 
soon  outstrips  her  skill,  and  tells  the  story  of  her  inefficiency. 

From  various  sources  I  find  that  the  frequency  of  mastitis  varies 
from  %  to  4  per  cent,  of  all  nursing  mothers.  In  4500  con- 
secutive patients  at  the  Preston  Retreat,  three  cases  of  abscess 
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entered  during  pregnancy — one  associated  with  scabies;  two  re- 
turned at  varying  periods,  after  their  discharge  with  normal  breasts, 
and  three,  I  regret  to  say,  occurred  from  unskilled  hypodermoclysis. 
Twenty  cases  of  breast  suppuration  occurred  among  the  4500 
puerperal  patients  while  in  the  Retreat,  a  proportion  of  less  than 
one-half  of  1  per  cent.,  which  I  am  pleased  to  state  is  the  lowest 
rate  I  have  been  able  to  find  in  any  published  statistics.  Of  these 
twenty  cases,  seven  began  as  the  interstitial  variety,  of  which  one 
was  submammary;  four  were  subareolar;  nine  were  primarily 
parenchymatous. 

Symptoms. — Infection  invading  at  first  the  parenchymatous  struc- 
ture of  the  breast  is  the  more  common  variety  and  begins  in  the  second 
or  third  week,  and  very  often  follows  immediately  upon  a  "  caked 
breast "  which  has  not  been  properly  prevented  or  treated.  There  is 
pain  in  the  breast,  a  slight  rise  of  temperature  (990  to  ioo°  F.)  for 
twenty-four  or  forty-eight  hours  followed  by  a  chill  and  rapid  rise  of 
temperature  to  1030  or  1050  F.  The  nipple  is  very  likely  sore,  tender 
or  fissured.  Any  quadrant  of  the  breast,  usually  the  outer,  above  or 
below  the  nipple  line,  will  show  a  lobe  of  the  gland  swollen,  red  and 
progressively  tender.  If  the  high  range  of  temperature  lasts  beyond 
forty-eight  hours,  pus  is  almost  surely  present  and  the  temperature 
curve  becomes  remittent.  In  the  phlegmonous  variety  the  nipple  is 
practically  always  broken  by  denudation  or  fissure,  and  in  the  super- 
ficial varieties,  radiating  from  the  nipple  may  be  seen  the  reddened 
lymphatics  leading  to  their  respective  quadrant  of  the  breast.  The 
skin  over  this  area  becomes  brawny,  and  as  the  infection  spreads 
to  the  deeper  portions  of  the  breast,  edema  of  the  area  appears. 
The  axillary  glands  may  become  enlarged  and  tender.  The  tem- 
perature gradually  rises,  not  by  a  sudden  elevation  as  in  the  glandular 
variety,  and  the  fever  and  pulse  show  evidences  of  the  increasing 
toxemia.  This  variety  is  frequently  a  streptococcus  infection. 
When  the  infection  passes  from  the  nipple  to  the  deeper  interstitial 
structures  without  these  surface  manifestations,  the  local  symptoms 
in  the  breast  may  be  slight  in  the  beginning,  the  constitutional 
symptoms  continue  and  appear  to  be  out  of  proportion  to  the  local 
pain,  tenderness  and  edema.  Submammary  mastitis  is  even  more 
insidious,  the  local  symptoms  appearing  at  a  much  later  period. 
Sooner  or  later,  the  breast  becomes  edematous  and  more  prominent, 
feeling  as  if  it  rested  on  a  fluid  base.  Movement  of  the  arm  is 
impeded,  the  axillary  glands  enlarge  and  become  tender,  the  symp- 
toms of  infection — fever,  chills,  rapid  pulse  and  prostration  are 
marked.     In  one  case  an  early  leukocyte  count  induced  me  to  aspi- 
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rate  beneath  the  breast  and  then  evacuate  through  an  incision,  not 
more  than  2  drams  of  pus. 

Treatment. — The  preventive  treatment  of  mastitis  is  the  only 
treatment  of  mastitis  worth  discussion,  short  of  treatment  by  incision 
and  drainage,  which  will  be  discussed  by  another.  Bier's  hyperemia 
or  suction  method  of  treatment  1  soon  abandoned.  So  important 
is  prophylaxis,  I  have  concluded  to  introduce  here  the  routine  care 
of  the  nipples  and  breasts  as  taught  theoretically  and  practically 
in  the  Preston  Retreat,  by  our  chief  nurse,  Miss  Katharine  Rohrer. 

Routine  Care  of  the  Breasts  and  Nipples. — Before  the  infant  first 
nurses,  the  breasts  and  nipples  are  cleansed  with  a  bland  soap  and 
water,  followed  by  70  per  cent,  alcohol,  and  are  then  covered  with  a 
sterile  lint  pad,  which  is  held  in  place  by  pinning  it  to  the  night 
dress.  This  cleansing  is  repeated  each  morning,  and  at  night  the 
diluted  alcohol  is  again  used.  Before  and  after  each  nursing,  the 
nipples  are  cleansed  with  saturated  boric  acid  solution,  and  the 
infant's  mouth  cleansed  with  the  same,  using  sterile  cotton  swabs 
fastened  to  wooden  applicators.  The  nurse  and  mother  are  taught 
not  to  touch  the  breasts  and  nipples  or  the  infant's  mouth  with 
contaminated  fingers. 

Technic  of  Nursing. — 1.  Mother  and  baby  are  so  arranged  that 
the  infant's  mouth  is  comfortably  opposite  the  mother's  nipple. 
2.  See  that  the  infant's  mouth  is  wide  open  and  the  nipple  pressed 
out  so  as  to  be  fully  grasped  at  its  base.  3.  Before  removing  the 
infant  from  the  breast,  forcibly  retract  the  lips  and  open  the  infant's 
mouth  sufficiently  to  overcome  suction  and  thus  prevent  stretching 
and  bruising  of  the  nipple.  If  the  nipple  is  very  small  or  retracted 
by  engorgement  of  the  breast,  a  glass  shield  (Phoenix)  should  be 
used  until  the  engorgement  has  disappeared.  A  lead  nipple  shield 
is  used  constantly  until  all  tenderness  of  the  nipple  disappears. 
When  the  lead  shield  has  been  abandoned,  morning  and  evening 
applications  of  the  alcohol  solution  will  promptly  detect  the  smallest 
fissure,  by  the  smarting  produced,  and  until  this  disappears  a  glass 
shield  should  be  used;  meanwhile,  compound  tincture  of  benzoin  is 
to  be  applied  night  and  morning  and  the  use  of  the  lead  shield  re- 
sumed, if  tenderness  does  not  promptly  disappear. 

Treatment  of  Congested  or  Engorged  Breasts. — When  the  breasts 
begin  to  functionate,  apply  a  well  adjusted  "Y"  binder,  the  pressure 
being  equally  distributed  around  the  base  of  the  breasts.  Great 
care  must  be  taken  in  this  adjustment,  otherwise  more  harm  than 
good  may  result.  The  object  is  to  supply  sufficient  pressure  with 
the  binder  to  prevent  and  control  undue  engorgement,  which,  when 
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it  occurs  will  be  relieved  by  the  continuous  application  of  a  hot-water 
bag  to  each  breast,  outside  the  binder,  until  the  milk  flows  freely 
from  the  nipples.  The  binder  should  not  be  released,  even  momen- 
tarily, until  the  engorgement  has  disappeared  and  the  milk  is  flowing 
freely.  The  necessary  cleansing  of  the  breasts  and  nipples  and 
renewal  of  the  sterile  breast  dressing  can  be  made  while  the  binder  is 
thus  in  place.  If  released  the  engorgement,  held  in  check,  immedi- 
ately reappears.  The  breast  pump  should  never  be  employed  for 
this  primary  engorgement  of  the  breasts.  For  extremely  stubborn 
cases  the  hot-water  bag  may  be  replaced  by  hot  compresses,  which 
should  be  applied  for  one  hour  before  nursing,  the  binder  however 
not  being  removed  during  the  application.  After  removing  the 
breast  pad,  a  70-per  cent,  alcohol  compress  is  placed  over  each  nipple, 
and  woolen  compresses,  1  inch  thick,  perforated  over  the  nipple, 
wTung  very  dry  from  boiling  water,  are  placed  over  a  piece  of  dry 
flannel  which  covers  the  bandage.  The  latter  will  be  thoroughly 
dried  by  the  hot-water  bags  which  are  used  in  the  intervals  between 
applications  of  the  compresses.  Liquids  may  be  restricted  and  a 
saline  laxative  given.  After  twenty- four  hours  the  engorgement  is 
usually  relieved  and  the  binder  should  be  loosened  to  permit  the 
free  flow  of  milk. 

Treatment  of  Fissured  Nipples. — Fissured  nipples  are  best  treated 
by  cleanliness  and  rest.  After  thoroughly  cleansing  with  the  solu- 
tion of  alcohol,  the  lead  shield  and  "Y"  binder  are  applied  and  the 
flow  of  milk  encouraged  by  hot-water  bags.  The  infant  is  not  put 
to  the  breast  for  twelve  to  twenty-four  hours.  Compound  tincture  of 
benzoin  is  applied  night  and  morning;  the  glass  shield  is  used  when 
the  infant  resumes  nursing  and  the  lead  shield  is  continuously  used 
until  the  fissure  has  entirely  healed. 

Treatment  of  Caked  Breasts. — Rest  in  bed,  mammary  binder, 
hot-water  bags  are  routinely  employed.  The  regular  laxative  or 
saline  is  given.  The  pain  is  usually  controlled  by  the  hot-water 
bags,  and  anodynes  are  not  routinely  used.  The  infant,  the  best 
breast  pump  ever  devised,  nurses  at  regular  intervals,  and  extra 
efforts  are  made  to  promptly  heal  the  nipples  if  they  are  fissured  or 
denuded.  The  hot-water  bags  are  sometimes  supplemented  by 
hot  compresses,  the  hot-water  bags  being  used  in  the  intervals  be- 
tween applying  the  compresses,  to  continue  the  use  of  heat  and  to 
dry  the  binder.     Breast  pumps  or  ice-bags  are  never  used. 

In  cases  of  caked  breasts  when  the  early  prophylactic  and  curative 
treatment  has  been  inefficient  and  infection  has  occurred,  a  true 
mastitis  of  the  glandular  type  is  the  sequel.     The  clinical,  local  and 
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constitutional  signs  are  apparent  after  twenty-four  or  forty-eight 
hours.  Ice-bags  may  find  a  place  in  the  early  treatment  of  the 
diffuse  subcutaneous  variety  but  the  breast  pump  and  massage  are 
in  all  cases  useless  and  dangerous.  Prompt  evacuation  of  the  form- 
ing abscess  is  the  only  proper  treatment.  The  use  of  an  ice-bag 
is  a  confession  of  inefficient  prophylaxis  and  the  occurrence  of  in- 
fection, which  almost  always  should  have  been  prevented.  The 
breast  pump  and  massage,  both  of  which  in  recent  years  have  been 
wholly  abandoned  at  the  Preston  Retreat,  are  sources  of  danger 
from  traumatism  of  the  breasts  and  nipples,  however  skilfully 
they  may  be  employed. 

The  breast  pump  and  massage  formerly  were  thought  to  be  of 
value  in  the  glandular  infections  because  they  were  in  reality  a  means 
of  draining  the  ducts  and  acini  of  inspissated  milk,  bacteria  and  their 
products  and  massage  was  further  believed  to  modify  in  some  helpful 
ways  the  congestion  of  the  breast.  They  were  always  contraindicated 
in  lymphatic  infections,  because  they  could  not  drain  these  tissues 
and  did  injure  them  by  traumatism.  Our  experience  in  recent 
years  has  convinced  us  that  the  proper  use  of  heat  accomplishes 
drainage  of  the  ducts  more  satisfactorily  without  traumatizing  either 
glandular  or  connective  tissue.  Since  most  cases  of  mastitis  have 
both  the  glandular  and  connective  tissues  invaded,  all  cases  are 
better  treated  by  omitting  the  traumatism  of  the  pump  and  massage. 
The  ice-bag  has  also  been  abandoned.  It  cannot  drain,  which  heat 
does  accomplish  for  a  structure  like  the  mammary  gland.  It  cannot 
destroy  germs  at  work  in  an  infected  breast  any  more  than  it  can 
avert  a  serious  infection  in  the  appendix  when  laid  upon  the  abdo- 
men. It  may  lessen  congestion  in  both,  and  afford  relief  from  pain, 
but  not  more  so  than  heat.  Almost  never  will  it  save  either  from  the 
surgeon's  knife. 

The  problem  of  caring  for  the  breasts  properly,  which  is  the  pre- 
vention of  breast  complications  in  the  puerperium,  is  distinctly  a 
"nurse  problem."  The  method  that  can  be  most  readily  learned  by 
all  nurses  during  their  training,  that  is  not  dependent  on  individual 
skill  or  judgment,  that  carries  with  it  no  dangers — which  cannot 
be  said  of  massage — is  the  one  to  choose  for  training  schools.  Such 
has  been  our  experience.  Since  the  introduction  of  the  method  by 
cleanliness  and  heat  as  described  above,  752  patients  (1504  breasts) 
have  been  cared  for  by  175  different  nurses  and  only  one  small 
subareolar  abscess  has  occurred.  There  have  been  no  other  cases 
of  mastitis. 
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The  essential  features  of  the  prophylactic  care  of  the  breasts  of 
nursing  mothers  may  be  summarized  as  follows: 

i.  Surgical  cleanliness,  daily  carried  out  with  as  much  care  as 
for  preparation  for  an  operation  on  the  breast. 

2.  Rest — planned  for  the  nipple  and  for  the  breast  as  we  do  for 
other  organs  that  must  functionate  although  temporarily  crippled. 

3.  Dry  and  moist  heat  and  pressure — properly  utilized  for  their 
well-known  hydro-  and  mechanicotherapeutic  values.  The  means 
of  utilizing  these  principles  are  the  lead  shield,  hot-water  bags  or  hot 
compresses  and  the  mammary  binder. 

500  North  Twentieth  Street. 
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From  the  standpoint  of  the  portion  of  the  gland  primarily  involved, 
an  abscess  of  the  breast  may  be  of  any  one  of  three  varieties,  namely 
periglandular,  involving  the  superficial  connective  tissue  only, 
parenchymatous  involving  the  gland  tissue  proper,  or  submammary 
involving  the  retromammary  connective  tissue.  While  this  is  a 
convenient  classification  for  the  purpose  of  description  and  study 
it  is  to  be  well  remembered  that  all  these  varieties  may  coexist  in 
unusual  cases  while  the  first  two  are  commonly  found  together. 
The  explanation  of  this  coexistence  is  self-evident  since  in  a  structure 
such  as  the  breast  there  is  every  chance  for  the  spreading  of  pus, 
from  the  connective  tissue  to  the  milk  ducts  and  finally  in  neglected 
cases  to  the  submammary  space,  under  the  influence  of  heat  moisture 
and  unrelieved  pressure.  While  the  submammary  variety  may 
exist  alone,  and  probably  usually  does  so  except  in  the  unfortunate 
cases  which  have  been  criminally  neglected,  it  is  a  well-known  fact 
that  in  rare  instances  a  submammary  abscess  may  be  formed  by  the 
gradual  burrowing  and  final  perforation  of  a  parenchymatous 
collection. 

As  to  the  causation  of  abscess  of  the  breast  it  is,  of  course,  summed 
up  in  the  one  word  "infection."  Most  cases  undoubtedly  owe  their 
abscess  to  an  infection  the  result  of  faulty  technic,  since  all  those  who 
see  much  of  this  work  must  realize  that  the  care  of  the  breasts  is 

*  Read  at  the  meeting  of  the  Philadelphia  Obstetrical  Society,  March  7,  1918. 
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too  often  slurred  over  by  the  busy  doctor  and  thus  fissures  and  abra- 
sions of  the  nipple  are  allowed  to  go  untreated.  In  such  a  case  if 
luck  and  the  resistance  of  the  woman  are  both  working  together 
there  is  no  trouble  but  in  a  certain  number  of  cases  the  logical  se- 
quence follows  and  there  is  a  development  of  first  a  periglandular 
followed  by  a  parenchymatous  infection  or  vice  versa.  It  is  strange 
that  this  occurrence  is  not  the  rule  instead  of  the  exception  since  it  is 
to  be  remembered  that  among  the  uneducated  patients  there  is  a 
tendency  to  court  disaster  in  this  matter  by  the  methods  used  by  the 
mother  and  nurse  in  order  to  encourage  suckling.  I  have  seen  an 
abscess  develop  in  a  woman's  breast  due  to  her  habit  of  moistening 
her  nipples  with  saliva,  a  method  formerly  quite  common  but 
now  fortunately  becoming  less  frequent.  While  direct  inoculation 
explains  a  number  of  cases  there  are  others  in  which  there  has  been 
no  fault  in  technic  and  in  these  cases  it  is  probable  that  the  expla- 
nation lies  in  the  frequent  presence  of  organisms  in  the  milk 
which,  while  usually  harmless,  may  become  active  in  the  presence  of 
injury  to  the  epithelium  of  the  ducts  as  by  the  rough  use  of  the 
breast  pump,  by  massage  or  by  the  presence  of  inspissated  milk 
(itself  often  the  result  of  bacterial  activity  resulting  in  fermentation). 
The  symptoms  and  physical  signs  of  breast  abscess  in  the  typical 
and  well-developed  case  are  self-diagnosticating.  It  does  not  take 
much  brain  power  to  determine  that  the  woman  coming  into  hospital 
with  a  large  red  and  fluctuant  area  in  one  or  both  breasts  or  with  a 
displacement  forward  of  a  breast  by  a  semifluctuant  posterior  collec- 
tion is  in  need  of  "the  aseptic  scalpel,"  but  unfortunately  the  inci- 
dence of  most  abscesses  of  the  breast  is  not  accompanied  by  the 
classical  symptoms  as  set  down  in  the  text-books  and  there  is  no 
one  of  us  who  has  not  been  put  to  it  to  determine  whether  to,  when 
to,  and  where  to  make  an  incision.  Chills,  fever,  and  high  pulse 
ought  to  be  present  if  the  particular  devil  who  controls  the  inci- 
dence of  mastitis  were  willing  to  give  us  an  even  chance  in  combating 
his  machinations  but  it  is  not  an  uncommon  occurrence  to  have  the 
development  of  pus  in  a  breast  and  a  still  more  usual  occurrence  to 
have  such  development  posteriorly  to  the  gland  in  the  absence  of 
chills  and  increased  pulse  rate  and  with  a  temperature  but  little 
above  normal.  In  a  recent  case  occurring  in  my  service  at  the  Pres- 
byterian Hospital  the  temperature  only  reached  ioi°F.  once  and  that 
after  the  decision  had  been  made  to  incise.  There  was  at  no  time 
any  chill,  or  increased  pulse  rate  and  but  little  local  reaction  and 
yet  on  incision  a  fair  amount  of  pus  was  evacuated.  In  this  patient 
there  was  no  determining  symptom  except  a  certain  amount  of 
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discomfort  in  one  segment  of  one  breast  but  this  was  present 
and  so  we  were  on  the  lookout  from  hour  to  hour  for  just  what  occur- 
red but  still  were  unable  to  find  reason  to  operate  as  soon  as  we  would 
have  liked.  It  seems  to  me  that  one  of  the  important  objects  of 
this  meeting  is  the  repetition  of  the  importance  of  as  early  an  incision 
as  can  possibly  be  carried  out  in  view  of  the  symptoms  of  the  par- 
ticular case.  The  difficulties  of  diagnosis  are,  of  course,  often  greater 
in  the  retromammary  form  of  abscess. 

The  treatment  of  an  abscessed  breast  is  simplicity  itself  if  it  be 
opened  early.  On  the  other  hand  the  late  case  may  present 
grave  surgical  problems.  Perforation  of  the  pleura,  death  from 
exhaustion,  general  septic  infection  and  complete  destruction  of  the 
breast  necessitating  amputation  are  all  possibilities  in  the  badly 
neglected  case.  It  is,  therefore,  to  be  insisted  upon  that  just  as  soon 
as  there  is  a  well-founded  suspicion,  based  either  on  the  general 
symptoms  or  the  local  signs,  that  pus  is  present,  either  an  incision 
should  be  made  or  an  aspirating  needle  inserted,  the  use  of  the  latter 
being  quite  often  indicated  in  the  retromammary  type  not  as  a 
curative  but  as  a  diagnostic  measure.  In  other  words  those  of  us 
who  have  seen  many  of  these  cases  epitomize  both  their  diagnostic 
and  curative  treatment  in  the  phrase  "when  in  doubt  explore." 

As  to  the  actual  technic  of  the  operative  procedure  it  may  be  said 
that  the  small  multiple  incisions  with  through-and-through  rubber 
tube  drainage  has  been  the  most  satisfactory  in  my  experience. 
Of  course  the  incisions  are  to  be  made  in  the  direction  of  the  course 
of  the  milk  ducts  to  avoid  injury  and  it  is  especially  to  be  insisted 
upon  that  the  work  be  thoroughly  done.  For  this  reason  it  is  best 
that  a  general  anesthetic  be  given  as  it  is  vitally  necessary  that  all 
pockets  be  well  opened  and  that  proper  drainage  be  secured.  I 
do  not  know  of  any  point  in  which  the  case  is  more  likely  to  be  neg- 
lected than  in  this.  It  is  the  common  experience  to  have  cases  sent 
into  the  wards  in  which  while  an  attempt  has  been  made  to  drain, 
either  a  pus  pocket  has  been  entirely  overlooked  or  else  the  points  of 
exit  have  been  entirely  insufficient  to  care  for  the  purulent  activity. 

The  after-treatment  consists  in  flushing  through  the  sinus  tracts 
keeping  the  rubber  drains  in  place  until  the  active  process  has  sub- 
sided. Dakins'  fluid  has  been  used  for  this  purpose  in  common  with 
other  antiseptics  and  I  have  thought  that  I  obtained  a  slightly  better 
result  as  regards  the  time  of  convalescence  by  the  use  of  this  agent. 
I  have  been  much  interested  in  a  modification  in  the  method  of 
using  Dakins'  solution  as  proposed  and  practised  by  Dr.  Piper  in 
the  Hirst  service  at  the  University.     He  attaches  the  feed  tubes  from 
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the  reservoir  to  each  end  of  each  drain  and  only  makes  one  hole  in 
the  continuity  of  each  drainage  tube  thus  compelling  the  irrigation 
to  leave  the  drainage  tube  and  thus  causing  a  so-called  "puddling" 
of  the  sinus  tract  under  a  certain  amount  of  pressure.  I  am  told  by 
Dr.  Hirst  that  he  believes  that  the  time  of  convalescence  is  shortened 
by  this  method  but  as  is  natural,  the  method  is  distinctly  more 
painful  than  where  the  usual  methods  of  irrigation  are  followed. 

For  purposes  of  completeness  it  may  be  well  to  mention  the  Bier 
method  but  only  to  condemn  it  in  so  far  as  my  experience  at  least 
has  gone.  I  have  not  tried  it  extensively  however  having  been 
convinced  by  some  attempts  years  ago  at  the  Philadelphia  Hospital 
that  it  is  more  painful  and  less  efficacious  than  the  usual  method  of 
open  drainage. 

There  are  two  points  upon  which  I  should  like  to  lay  especial 
stress  in  conclusion:  First,  that  by  far  the  largest  number  of  cases  of 
abscess  of  the  breast  are  avoidable  as  is  shown  by  the  small  number 
of  cases  occurring  in  the  well-regulated  hospital  service  and  second 
that  in  less  favorable  conditions  of  environment  there  may  be  an 
unavoidable  percentage  of  incidence  and  that  therefore  this  Society 
should  firmly  impress  upon  the  general  medical  public  the  prime 
importance  of  the  early  diagnosis  of  the  presence  of  pus  in  the  breast 
and  that  one  of  the  best  instruments  of  precision  for  this  purpose  is' 
the  aseptic  scalpel. 

i 73 i  Pixe  Street. 
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To  the  pediatrist  the  functional  activity  of  the  mammary  gland 
is  of  chief  importance  as  furnishing  the  normal  food  of  the  infant 
during  the  first  months  of  life,  and  to  this  limited  aspect  of  the  sub- 
ject for  this  evening's  discussion  the  writer's  contribution  must  be 
confined. 

As  elaborated  by  the  mammary  gland  milk  combines  in  a  fluid 
medium  the  three  chief  elements  of  nutrition,  fats,  proteids,  and 
carbohydrates,  with  mineral  salts  and  water. 

The  fats  are  found  as  minute  globules  held  in  a  state  of  emulsion 

*  Read  at  a  meeting  of  the  Philadelphia  Obstetrical  Society,  March  7,   1918. 
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by  the  albuminous  elements  of  the  proteids.  Chemically  they  con- 
sist chiefly  of  neutral  fats,  palmatine,  stearine  and  oleine,  principally 
the  latter,  with  small  quantities  of  the  glycerides  of  butyric,  caproic, 
caprylic  and  myristic  acids,  the  lower  volatile  acids  being  more 
abundant,  in  contrast  with  the  larger  proportion  of  the  higher  fatty 
acids  found  in  cow's  milk.  The  proteids  consist  principally  of 
casein  and  lactalbumin,  with  minute  amounts  of  lactoglobulin, 
lactoprotein  and  nuclein.  Sugar  is  found  in  the  form  of  lactose. 
It  is  least  subject  to  variation  in  its  percentage  and  constitutes 
fully  one-half  of  the  solids  of  the  milk.  The  mineral  content  is 
quite  complex,  embracing,  according  to  analyses  of  Harrington  and 
Kinnicutt  the  phosphate,  silicate,  sulphate  and  carbonate  of  cal- 
cium, the  carbonate  of  magnesium,  the  carbonate,  sulphate  and 
chloride  of  potassium,  and  traces  of  iron  and  alumina. 

Hammarsten's  investigations  have  proven  that  the  solid  con- 
stituents are  not  simply  filtered  or  extracted  from  the  blood,  but  are 
elaborated  directly  by  the  protoplasmic  cells  in  the  epithelial  lining 
of  the  lobules.  These  cells  are  rich  in  proteids  and  nucleoproteids 
and  the  protoplasm  itself  becomes  a  part  of  the  secretion.  Fat  is 
produced  within  the  protoplasm  of  the  epithelial  cells,  but  some  is 
probably  extracted  from  the  blood,  since  Winternitz  has  observed 
the  passage  of  iodized  fats  from  the  mother  into  her  milk  and  it  is 
quite  probable  that  some  fat  is  elaborated  from  carbohydrates 
brought  by  the  blood  stream. 

Milk  sugar  is  formed  in  the  cell  protoplasm,  since  it  is  not  found 
in  the  blood.  One  of  the  nucleoproteids  of  the  cells  yields  a  reducing 
substance  when  boiled  with  dilute  acids. 

In  the  early  days  of  lactation,  the  colostrum  milk  contains  a 
higher  percentage  of  proteids  and  a  somewhat  lower  percentage  of 
fat  and  sugar  than  obtains  when  the  secretion  has  reached  a 
state  of  equilibrium,  and  at  this  time  the  relative  proportion  of 
lactalbumin  to  casein  is  increased  over  that  which  is  later  observed. 
This  high  percentage  of  proteids  if  not  prolonged  beyond  the  usual 
colostrum  period  rarely  produces  disturbance  of  digestion  in  the 
nursling,  probably  because  of  the  small  amount  of  milk  taken  in  the 
first  few  days  of  life;  of  the  relatively  higher  proportion  of  the  more 
easily  digested  lactalbumin;  and  of  the  deficiency  of  hydrochloric 
acid  in  the  infant's  stomach,  which  permits  the  milk  to  pass  quickly 
almost  unchanged  into  the  duodenum. 

With  the  establishment  of  normal  equilibrium  in  the  breast  milk 
the  quantitative  analysis  may  be  given  as  follows: 

Fats  3  to  4  per  cent.;  proteids  i  to  2  per  cent.;  lactose  6  to  7  per 
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cent.;  salts  o.i  to  0.2  per  cent.;  giving  total  solids  12  to  13  per  cent, 
and  water  88  to  87  per  cent. 

The  reaction  is  amphoteric,  that  is  both  acid  and*  alkaline,  from 
the  different  reactions  of  its  basic  and  acid  constituents,  the  alka- 
linity being  nearly  twice  or  three  times  the  acidity.  The  specific 
gravity  varies  from  1028  to  1034,  a  higher  percentage  of  fat  tending 
to  reduce  the  gravity,  while  high  proteids  and  sugar  make  for  a 
higher  gravity.  This  principle  has  been  utilized  by  Holt  in  estimat- 
ing the  quality  of  breast  milk  by  comparing  the  thickness  of  the 
cream  layer  with  the  specific  gravity. 

Of  all  the  elements  of  milk  the  fat  is  the  most  important,  since  it 
furnishes  fully  53  per  cent,  of  the  total  calories;  at  the  same  time  it  is 
the  most  subject  to  variation  after  equilibrium  has  been  established. 
Since  sugar  is  the  least  variable  in  its  proportion,  it  follows  that  the 
cause  of  digestive  disturbance  will  usually  be  found  in  changes  either 
in  the  fat  or  in  the  proteids,  and  most  frequently  excess  or  deficiency 
in  fat  will  be  discovered. 

The  normally  constituted  infant  can  digest  and  thrive  upon  a 
normally  balanced  milk — that  is  one  giving  an  analysis  that  falls 
within  the  normal  variations  of  quantitative  analysis  quoted  above. 
But  many  infants  are  born  with  digestive  capacities  for  the  different 
elements  of  the  milk  that  vary  greatly  from  normality.  One 
type  of  these  can  digest  unusually  high  fats,  but  has  subnormal  power 
of  digestion  for  proteids,  but  normal  for  sugar.  Such  infants  can 
thrive  upon  a  fat-rich  breast  milk,  or  upon  comparatively  high 
proportions  of  cow's  cream.  Another  type  can  appropriate  only 
low  percentages  of  fat  with  higher  than  normal  proteids.  Such 
infants  thrive  upon  a  fat-weak  breast  milk  or  upon  simple  dilutions 
of  whole  milk.  While  a  third  type  can  digest  only  low  percentages 
of  fat  and  proteids  but  have  an  unusual  digestive  capacity  for  sugar. 
Such  infants  furnish  the  examples  of  those  that  thrive  surprisingly 
well  upon  condensed  milk,  but  may  find  difficulty  in  digesting  thier 
mother's  or  a  good  wetnurse's  milk. 

When  the  mother's  milk  fails  to  adjust  itself  to  these  digestive 
vagaries  in  her  infant  or  more  correctly  stated  perhaps,  when  the 
infant  fails  to  acquire  a  more  normal  digestive  power  after  some 
weeks  of  colic  or  spitting  up  or  both,  the  problem  becomes  a  difficult 
one  requiring  clever  and  intelligent  handling  on  the  part  of  the  med- 
ical man.  Too  often  the  snap  diagnosis  that  the  mother's  milk  is 
poor  and  not  suited  to  her  infant  is  quickly  made,  and  the  sick  infant 
is  forthwith  snatched  from  its  mother's  breast  and  given  a  cow's- 
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milk  modification  that  is  compounded  with  no  regard  to  the  under- 
lying causes  of  the  trouble. 

Under  these  conditions  of  unsatisfactory  breast  feeding,  a  careful 
analysis  of  the  mother's  milk  should  always  be  made.  In  securing 
a  specimen  the  whole  contents  of  the  gland  should  be  secured,  or 
the  middle  third  should  be  taken,  either  from  three  drawings  by  the 
pump,  or  after  the  infant  has  been  allowed  to  nurse  about  a  third  of 
the  usual  time  taken  to  empty  the  breast;  for  it  must  be  remembered 
that  the  foremilk  is  low  in  fat,  the  middle  milk  contains  about  the 
average  amount,  while  the  stoppings  are  richest  in  fat.  Several 
analyses  made  from  milk  secreted  on  different  days  give  a  better 
idea  of  the  general  state  of  the  secretion  than  any  one  specimen, 
but  even  a  single  analysis  may  furnish  valuable  aid  in  fixing  the 
cause  of  the  difficulty. 

Methods  of  Influencing  the  Composition  of  Milk. — When  the  analy- 
sis shows  a  marked  divergence  from  the  normal  proportions  of  the 
solids  in  one  or  more  of  the  constituents,  especially  if  this  defect 
fits  in  with  the  symptoms  manifested  by  the  baby,  much  can  be 
done  to  remedy  the  trouble  in  many  instances. 

A  high  fat  may  be  reduced  by  cutting  down  the  ingestion  of  meat 
and  alcoholic  tonics  in  the  mother's  diet,  while  a  high  proteid  often 
will  yield  to  increased  physical  exercise  in  the  open  air.  Rotch 
describes  an  instructive  case  of  this  kind  in  which  the  high  proteid 
percentage  was  not  materially  reduced  until  the  mother  was  made  to 
ride  horseback  every  day. 

As  an  illustration  of  the  marked  influence  upon  the  quality  of 
breast  milk  that  may  be  effected  by  regulating  the  nurse's  regimen, 
Rotch  reports  the  case  of  an  infant  ten  days  old  for  which  a  wet  nurse 
was  procured.  Her  milk  gave  an  analysis  of  fat  0.72;  sugar  6.75; 
proteids  2.53;  salts  0.22,  or  total  solids  10.22.  This  milk  was 
well  digested  for  two  or  three  weeks,  during  which  the  nurse  was 
fed  on  an  abundance  of  good  food  and  rich  milk.  The  infant  then 
began  to  vomit  thick  curds  identical  in  appearance  and  toughness 
with  those  of  cow's  milk.  A  second  analysis  now  showed  a  marked 
increase  in  total  solids  to  16.50,  with  fat  5.44;  sugar  6.25;  proteids 
4.61;  and  salts  0.20.  The  nurse  was  then  given  plainer  food  and 
skimmed  milk  and  the  infant  ceased  to  vomit  and  continued  to 
thrive  upon  this  nurse's  milk  for  a  year.  The  analysis  after  regu- 
lation of  the  nurse's  diet  showed  fat  5.50;  sugar  6.60;  proteids 
2.90;  and  salts  0.14.  The  chief  reduction  here  was  in  the  proteids, 
the  high  proportion  of  which  had  caused  the  infant's  vomiting. 
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While  this  milk  continued  unusually  high  in  fat  and  even  in  proteids, 
the  infant  was  able  to  digest  it  and  thrive  accordingly. 

When  there  is  deficiency  in  quantity  of  an  otherwise  well  bal- 
anced milk  the  output  may  sometimes  be  increased  by  massage  of 
the  breasts  for  from  five  to  ten  minutes  three  times  a  day,  combined 
with  a  good  extract  of  malt  at  meal  times  and  an  increased  quantity 
of  fluid,  preferably  milk. 

Deficiency  in  quantity  is  usually  found  in  a  mother  in  poor 
general  health,  weak  and  anemic.  Some  chance  of  improve- 
ment may  be  expected  from  the  administration  of  an  alcoholic  malt 
extract,  with  iron  and  manganese,  combined  with  improved  diet; 
the  ingestion  of  milk  at  meals,  between  meals  and  at  bedtime. 
When  the  quantity  is  sufficient  but  the  quality  poor,  very  little 
can  be  hoped  from  any  treatment  of  the  mother,  and  recourse  to 
substitute  feeding  or  a  wetnurse  becomes  imperative.  Little  aid 
can  be  hoped  for  from  medicinal  stimulants;  but  some  women  find 
unusual  stimulation  to  increased  flow  in  various  food  substances. 
One  praises  cornmeal  mush,  another  ice  cream,  while  another  finds 
tea  a  sovereign  help. 

The  usual  condition  that  obtains  in  most  of  the  cases  among 
women  of  the  more  prosperous  class  early  in  the  course  of  lac- 
tation is  a  gradual  failure  of  supply  despite  all  means  that  can  be 
suggested.  Under  these  conditions  weighing  the  baby  imme- 
diately before  and  after  nursing  give  a  relative  idea  of  the  amount 
of  milk  ingested  at  a  feeding,  but  it  must  not  be  understood  that 
two  or  three  ounces  of  gain  in  weight  represents  as  much  as  2  or 
3  fluid  ounces  of  milk,  since  the  specific  gravity  of  the  milk 
must  be  taken  into  account.  The  method,  however,  furnishes 
valuable  information  as  to  whether  practically  no  milk  is  being 
absorbed  from  the  breasts  or  a  relatively  moderate  or  a  large 
quantity.  Many  women  continue  capable  of  furnishing  a  fairly 
constant  but  limited  supply  of  good  breast  milk  for  months.  In  one 
instance  recently  a  young  mother  has  been  nursing  her  baby  regu- 
larly, with  supplementary  feedings  of  a  cow's-milk  modification  for 
five  months  without  any  appreciable  diminution  in  her  ability  to  con- 
tinue for  a  month  or  more  longer.  Other  women  can  nurse  four  or 
five  times  a  day,  with  bottle  feeding  for  the  rest  of  the  time. 

In  general  it  may  be  stated  that  as  long  as  each  breast  can  be 
stimulated  by  nursing  three  times  in  the  twenty-four  hours,  either 
singly,  in  rotation,  or  both  together,  lactation  may  be  maintained 
indefinitely.  But  when  the  gland  is  stimulated  less  frequently  its 
activity  quickly  declines. 
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Emotional  Causes  of  Unsatisfactory  Lactation. — It  occasionally 
happens  that  the  mammary  gland  fails  to  assume  functional  activ- 
ity after  the  birth  of  the  child,  or  more  frequently  that  the  amount  of 
secretion  furnished  is  so  small,  even  under  every  means  of  stimula- 
tion, that  breast  feeding  from  the  start  is  practically  impossible;  but 
these  cases  are  very  rare  and  may  be  considered  the  striking  excep- 
tions that  emphasize  the  rule  that  every  new-born  infant  may  be 
expected  to  receive  enough  nourishment  from  its  mother  to  start  it 
well  upon  its  way  for  a  month  or  more.  In  some  instances  an 
inability  to  satisfactorily  nurse  seems  to  be  transmitted  from  a 
mother  to  her  daughters  and  even  to  her  granddaughters,  though 
anatomically  the  women  of  the  second  or  third  generation  seem  well 
endowed  for  the  purpose.  As  such  a  family  tradition,  in  some  of 
these  instances,  seems  to  be  well  understood  and  believed  in  by  the 
new  mother,  it  is  a  question  whether  her  mental  attitude  may  not  of 
itself  have  a  very  positive  influence  upon  her  mammary  activity 
when  lactation  is  about  to  be  established.  Fear  of  not  being  able  to 
nurse  her  child  may  act  as  a  powerful  deterrent  upon  the  secretion  of 
milk;  and  here  it  may  be  stated  that  a  fussy,  careless,  or  incompetent 
nurse  may  do  great  harm  by  keeping  the  mother  in  a  state  of  con- 
stant worry  and  fear  of  not  doing  her  part  properly,  and  thus  brings 
about  the  very  condition  of  failure  that  could  have  been  prevented 
by  a  better  nurse.  It  is  an  interesting  commentary  upon  the 
efficiency  of  such  an  unsatisfactory  nurse  that  she  is  very  prone  to 
recommend  bottle  feeding  at  every  opportunity,  and  to  blithely 
start  off  by  giving  a  cow's  milk  modification  of  her  own,  without  the 
physician's  previous  knowledge,  or,  in  many  instances  with  his 
confiding  directions  to  feed  the  baby  the  way  she  did  in  her  previous 
case. 

Assuming  that  satisfactory  lactation  has  been  established  the  first 
danger  point  comes  when  the  mother  is  allowed  to  get  out  of  bed 
and  begin  to  get  about  again,  but  even  greater  danger  comes  when 
the  nurse,  so  often  from  motives  of  necessary  economy,  is  allowed  to 
go  too  soon  and  the  whole  weight  of  responsibility  of  caring  for  the 
child  as  well  as  furnishing  its  food  is  then  thrown  upon  the  mother's 
inexperienced  shoulders.  Many  failures  to  satisfactorily  continue 
breast  feeding  date  from  this  time. 

Violent  emotions  of  the  mother  may  seriously  disturb  the  equi- 
librium of  her  milk  for  the  time  being.  Fits  of  anger  or  paroxysms 
of  grief  may  make  the  milk  actually  poisonous. 

True  Disagreement  of  the  Mother's  Milk. — Instances  have  been 
cited  in  which  disturbances  of  digestion,  or  so-called  disagreement  of 
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the  milk  can  be  satisfactorily  explained  by  temporary  disturbance 
in  the  normal  composition  of  the  milk  and  the  measures  for  the 
correction  of  the  fault  have  been  described.  Cases  are  not  infre- 
quently encountered,  however,  in  which  the  mother's  milk,  for 
reasons  unexplained  by  the  analysis,  is  constantly  rejected  by  the 
infant's  stomach,  while  a  cow's  milk  modification  is  retained  and 
digested.  This  phenomenon  may  be  so  constant  in  its  occurrence 
in  a  given  case  that  one  is  compelled  to  believe  that  this  particular 
mother's  milk  does  not  agree  with  her  baby,  and  recourse  to  artificial 
feeding  becomes  a  necessary  as  well  as  a  beneficial  change.  These 
cases  are  impossible  to  account  for  according  to  any  of  the  regular 
rules,  but  it  is  fair  to  assume  that  unusual  substances  as  are  being 
constantly  excreted,  or  that  toxins  or  disturbances  in  the  propor- 
tions of  the  fatty  acids  may  be  responsible  for  it. 

Influence  of  Menstruation  and  Pregnancy  upon  the  Milk. — In 
many  women,  contrary  to  the  usual  rule,  menstruation  returns  early 
in  the  course  of  lactation.  During  this  period  the  milk  usually  shows 
a  marked  diminution  in  fat,  less  in  sugar,  with  increase  in  the  pro- 
teids.  In  some  cases  equilibrium  is  quickly  regained  and  the  infant 
suffers  little  loss  of  weight  and  then  goes  on  satisfactorily;  in  other 
cases  the  nutritive  deterioration  in  the  milk  is  more  lasting.  In  one 
of  the  writer's  cases  the  infant  lost  half  a  pound  during  the  menstrual 
week  and  took  the  three  following  weeks  to  regain  its  previous 
weight.  If  the  infant  is  watched  carefully  the  occurrence  of  men- 
struation in  the  mother  is  no  contraindication  to  continuation  of 
breast  feeding.  The  incidence  of  pregnancy  during  lactation,  how- 
ever, results  in  marked  disturbance  in  the  equilibrium  of  the  milk, 
usually  with  increase  of  the  fat  and  diminution  of  the  proteids  and 
loss  of  weight  by  the  child.  In  one  case  of  the  writer's  the  infant 
who  had  reached  the  weight  of  18  pounds  at  the  end  of  the  twenty- 
second  week,  steadily  lost  weight  to  16  pounds  during  the  following 
five  weeks.  By  subsequent  calculation  from  the  birth  of  the  second 
child,  the  nursing  infant  must  have  begun  to  lose  weight  almost 

from  the  moment  of  conception. 
1720  Pine  Street. 
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REPORT  OF  A  CASE  OF  PAPILLARY  CYSTADENOMA 

OF  THE  OVARY,  WITHOUT  RECURRENCE  AFTER 

SEVEN  YEARS.* 

BY 
JOHN  CORCIA,  M.  D., 

Assistant  Attending  Gynecologist,  Italian  Hospital, 
New  York  City. 

The  question  as  to  whether  cystic  papillary  growths  are  or  are  not 
malignant,  or  to  what  extent  they  undergo  malignant  changes,  is  not 
fully  determined.  Cases,  apparently  innocent,  have  had  sometimes 
a  very  rapid  recurrence,  proving  to  be  malignant,  while  cases  which 
clinically  presented  all  the  character  of  malignancy  have  unex- 
pectedly been  permanently  cured  by  operation. 

The  following  case  seems  to  me  worth  reporting  on  account  of 
certain  peculiar  features. 

Miss  Violet  A.,  aged  thirty-two  years,  school-teacher,  never 
pregnant.  Menstrual  history  not  important,  with  the  exception 
that  she  was  amenorrheic  for  six  months,  before  coming  under  my 
observation.  She  told  me  that  her  abdomen  had  been  gradually 
increasing  for  a  year,  reaching  at  the  present  time  such  distention  as 
to  interfere  seriously  with  her  digestion  and  respiration.  She  com- 
plained of  no  pain,  but  of  weakness  and  extreme  emaciation,  her 
weight  having  dropped  from  160  to  120  pounds  within  a  short  time. 
She  also  had  dyspnea  and  vomiting,  not  being  able  to  retain  any 
kind  of  food  ingested.  At  the  physical  examination  the  abdomen 
appeared  to  be  very  much  distended  being  enlarged  up  to  the  costal 
arch.  It  showed  a  considerable  quantity  of  free  fluid  in  the  peritoneal 
cavity. 

Vaginal  and  rectal  bimanual  examination  were  entirely  negative, 
it  being  impossible  to  locate  the  uterus  and  adnexa.  Only  a  very 
careful  palpation  gave  me  the  impression  of  the  presence  of  something 
solid  or  semisolid  in  the  abdominal  cavity,  the  origin  and  nature  of 
which  it  was  quite  impossible  to  establish.  I  made  a  diagnosis  of 
probable  ovarian  cyst  or  abdominal  tuberculosis. 

At  the  operation  the  case  seemed  quite  hopeless.  I  found  in  the 
peritoneal  cavity  about   5   gallons  of   clear  liquid  and  an  extra- 

*  Read  before  the  Medical  Association  of  Greater  New  York,  April  15, 1918. 
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ordinary  number  of  cysts  of  different  size,  surrounding  with  racemose 
disposition  a  central  and  larger  cyst  and  containing  more  than  a 
gallon  of  fluid.  On  the  external  and  internal  surfaces  of  these  cysts 
were  numerous  papillomata  which  extended  also  on  to  the  perito- 
neum, intestines,  bladder,  and  to  the  ovary  on  the  other  side.  After 
tapping  the  central  cyst,  I  delivered  and  removed  the  whole  mass, 
the  origin  of  which  was  in  the  left  side  but  no  traces  of  the  ovary  could 
be  found.  I  removed  also  the  right  ovary  which  was  studded  with 
papillary  growths  and  a  few  small  cysts,  and  as  much  as  I  could  of 
the  papillomata  scattered  on  the  peritoneum  and  other  organs, 
closing  the  abdomen  without  drainage.  The  patient  made  an 
uneventful  recovery  and  after  three  weeks  was  able  to  leave  the 
hospital. 

I  have  often  examined  this  patient  since  the  operation  and  have 
found  that  at  present  she  is  enjoying  good  health  seven  years  after 
the  operation,  and  is  presenting  no  signs  of  recurrence.  This  is  a 
typical  instance  of  papillary  cystadenoma  of  the  ovary,  and  although 
its  histological  examination  does  not  show  real  sarcomatous  or 
carcinomatous  degeneration,  it  has  to  be  considered  clinically 
malignant  on  account  of  the  ascites,  the  implantation  of  the  papil- 
lomatous growths  upon  the  peritoneum  and  other  organs  of  the 
abdominal  cavity  and  of  the  cachectic  condition  of  the  patient, 
belonging  to  the  class  of  the  proliferating  cysts.  To  explain  the 
pathogenesis  of  the  proliferating  cysts  one  must  remember  that 
their  walls  are  formed  of  three  layers,  the  external  of  fibrous  tissue, 
the  middle  of  connective  tissue,  and  the  internal  by  a  capillary 
plexus  covered  by  epithelium.  According  to  Waldeyer,  this  epithe- 
lium is  formed  of  very  short  cylindrical  cells.  But  Mallassez  and 
De  Sinety  insist  on  the  polymorphism  of  these  cells  and  have  demon- 
strated also  a  subepithelial  endothelial  layer  proving  that  on  the 
same  type  of  cyst  the  most  varied  forms  of  deformed  epithelium  can 
be  found.  Besides  they  have  established  a  certain  relation  between 
the  epithelial  cells  of  these  cysts  and  that  of  the  epithelioma  of  the 
breast. 

Now  the  most  hybrid  forms  of  degeneration  might  be  found  in  such 
cysts.  The  main  forms,  according  to  Waldeyer,  are  the  papillary 
and  the  glandular,  or  both,  according  as  they  originate  from  the 
middle  or  internal  layer.  When  one  or  both  of  these  forms  exist 
it  is  easy  to  understand  how  these  cysts  may  also  have  a  carcinoma- 
tous or  sarcomatous  degeneration  at  any  moment,  presenting  a 
complete  picture  of  malignancy.  While  the  dermoid  cysts  may 
be  quiescent  for  many  years,  the  papillomatous  cysts  have  a  marked 
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tendency  to  multiply,  thus  seriously  affecting  the  general  health 
of  the  patient. 

But  unfortunately  we  cannot  judge  yet  to  what  extent  these  cysts 
have  to  be  considered  malignant.  Even  the  pathological  examination 
may  fail  owing  to  the  limited  area  of  degeneration  in  the  neoplasm, 
but  when  the  affection  is  bilateral  and  when  the  barrier  of  the  fibrous 
tissue  forming  the  external  layer  of  the  cysts  is  broken  and  there 
exists  ascites  and  implantation  of  the  papillary  growths  on  the 
peritoneum  and  other  organs,  they  must  be  considered  malignant 
and  as  allied  to  carcinoma. 

Some  time  ago  papillomatous  growths  were  considered  as  forming 
a  special  class  of  malignant  tumors  and  many  times  it  happened  that 
cases  which  presented  a  very  extensive  process,  after  opening  the 
abdomen,  have  been  declared  inoperable,  with  lethal  termination. 
Pfannenstiel  was  one  of  the  first  to  demonstrate  that  papillomata 
may  not  be  originally  malignant  and  be  cured  by  operation. 

Dr.  Hyde  in  his  paper  advocating  the  Pozzi  drainage  method  for 
the  treatment  of  papillomata  complicated  with  ascites,  states  that  it 
is  a  well  ascertained  fact  that  numerous  cases  of  papilloma  simplex 
have  been  cured,  but  that  the  medical  literature  on  this  subject 
is  still  very  scant.  But  not  even  so  numerous  are  the  cases  of 
papillary  cystadenoma  reported  permanently  cured.  It  seems  that 
almost  50  per  cent,  of  them  undergo  real  malignant  degeneration. 
Schauta  says  that  all  the  cases  of  papillary  cystadenoma  operated 
on  by  him  had  had  within  a  short  time  recurrence  with  real  malignant 
metastasis. 

Kelly,  in  his  text-book,  reports  fifty-four  cases  of  papillary 
cystadenoma  operated  on  by  him,  but  does  not  give  the  number 
of  the  permanently  cured  cases.  He  mentioned  the  case  of  Thornton 
which  remained  free  from  recurrence  for  nine  years,  and  that  of 
Lorner  in  which  two  papillomatous  tumors,  the  size  of  a  double 
fist,  were  removed,  leaving  scattered  on  the  peritoneum  papillo- 
mata, and  in  which  after  four  years  and  a  half  no  trace  of  recurrence 
could  be  found. 

Dr.  McGlinn,  of  Philadelphia,  reports  two  cases.  In  one  he  oper- 
ated on  a  woman  for  racemose  cyst  of  one  side,  leaving  the  ovary  of 
the  other  side  which  appeared  healthy.  One  year  later  he  had  to 
operate  on  the  same  woman  for  papillary  cystadenoma  with  proba- 
ble carcinomatous  degeneration  of  the  side  which  was  healthy  at 
the  first  operation.  The  woman  recovered.  The  other  case  was 
a  woman  on  whom  he  operated  for  papillary  cystoma  and  she  died 
shortly  after  from  cancer  of  the  uterus. 
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Dr.  Oastler  reports  three  cases:  one  was  papillomatous  cyst,  one 
multilocular  cystadenoma,  and  one  pseudomucinous  cyst  of  the 
ovary.  Of  these  three  cases  the  third  did  not  show  recurrence  after 
two  years. 

My  case  which  presented  all  the  clinical  characteristics  of  malig- 
nancy (ascites,  cachexia,  etc.),  and  which  after  seven  years  has  shown 
no  sign  of  recurrence,  can  be  counted  among  the  cases  of  papillary 
cystadenoma  reported  permanently  cured. 

From  this  brief  review  of  the  reported  cases  I  come  to  the  fol- 
lowing conclusions: 

First. — Papillary  cystic  growths  must  always  be  considered  clin- 
ically malignant,  because  we  do  not  know  their  outcome,  but  the 
operation  may  give  unexpectedly  good  results. 

Second. — Early  operation  is  always  desirable  when  a  diagnosis  of 
cyst  is  made. 

Third. — In  the  advanced  state,  when  there  is  ascites  and  great 
emaciation  of  the  woman,  the  diagnosis  of  cyst  is  difficult,  if  not 
impossible,  being  confused  with  a  general  cancerous  or  tubercular 
affection  of  the  abdomen. 
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HOSPITAL  STANDARDIZATION  AND  ITS  APPLICATION 
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BY 
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Chief  Surgeon,  The  Woman's  Hospital, 
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Hospital  Standardization. — During  the  past  decade  there  has 
been  an  awakening  of  the  medical  profession  and  of  those  interested 
in  hospital  economics,  to  the  fact  that  in  general  our  hospitals 
have  not  been  properly  fulfilling  their  functions  in  so  far  as  efficiency 
and  conservation  of  energy  are  concerned. 

*  Read  before  the  Hospital  Graduates  Club,  New  York,  March  28,  1918. 
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In  1913  the  Regents  of  the  American  College  of  Surgeons  first 
announced  its  purpose  of  taking  measures  to  bring  about  hospital 
standardization  in  order  to  improve  existing  conditions  and  in 
October,  1017,  the  first  Conference  of  the  International  and  State 
Committees  on  Standards  was  held  in  Chicago. 

It  was  the  writer's  privilege  to  attend  this  meeting  as  a  member 
of  the  New  York  Committee.  The  enlightenment  as  to  the  actual 
facts  and  the  great  need  for  improvement  as  presented  to  the 
Conference,  with  the  enthusiasm  and  inspiration  which  were  kindled 
to  take  part  in  such  constructive  work,  made  the  journey  and  the 
time  spent  well  worth  while. 

The  chief  points  brought  out  were,  that  the  proper  care  of  the 
patient  was  held  as  the  test  of  efficiency  in  the  standardization 
program,  that  the  hospital  is  primarily  for  the  patient,  for  his 
convalescence  and  complete  recovery  from  illness,  that  there  was 
a  great  need  of  closer  cooperation  between  hospital  staffs  and  hos- 
pital trustees,  and  that  it  was  necessary  to  establish  a  strong  ad- 
ministrative authority  in  order  to  accomplish  results.  A  Committee 
was  appointed  to  gather  the  necessary  data  concerning  the  hospitals 
of  the  country  and  to  establish  a  minimum  standard  of  efficiency 
as  a  basis  for  hospital  standardization. 

We  all  know  what  the  Carnegie  Foundation's  Report  on  "Medical 
Education  in  the  United  States"  did  to  raise  the  standard  of  our 
medical  schools.  This  was  the  result  of  publicity.  Publicity 
as  to  the  present  inefficient  system  of  organization  and  the  un- 
businesslike methods  which  prevail  in  the  majority  of  the  hospitals 
of  the  country,  will  accomplish  similar  results. 

Undoubtedly  the  community  is  awakening  to  the  fact  that  having 
passed  through  the  antiseptic  era  and  the  sanitary  era,  we  are  now 
on  the  threshold  of  the  hospital  era.  The  public  are  becoming 
educated  rapidly  to  the  advantages  and  necessity  of  modern 
diagnostic  methods  and  to  the  fact  that  these  can  be  obtained 
only  in  a  hospital  that  is  systematically  organized  to  do  proper 
diagnostic  work.  As  a  result  of  this  knowledge,  there  will  be  a 
great  increase  in  the  number  of  people  who  will  enter  hospitals 
in  the  near  future  because  they  will  appreciate  that  their  cases 
will  receive  more  thorough,  systematic,  and  scientific  study  with 
more  perfect  results  and  less  expense  than  if  they  remained  at  home. 
At  present  in  an  urban  community  only  about  12  per  cent,  of  the 
sick,  requiring  professional  care,  enter  hospitals. 

The  board  of  governors,  or  trustees  of  a  hospital  are  primarily 
responsible  for  the  kind  of  care  and  treatment  that  the  patient 
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receives,  and  they  should  not  lose  sight  of  the  fact  that  the  hospital 
which  most  successfully  fulfils  its  functions  is  the  one  which  is 
conducted  with  the  primary  ideal  of  procuring  for  the  patient  the 
best  professional  care  and  not  from  the  business  standpoint 
of  financial  surplus.  Hospital  governors,  as  a  rule,  do  not  give 
the  same  intensive  study  to  their  hospital  problems  as  they  do  to 
their  individual  business.  They  are  interested  principally  in  the 
balance  sheet  and  do  not  concern  themselves  as  to  whether  the 
results  of  the  treatment  the  patients  receive  are  what  they  should  be. 
Because  a  hospital  has  large  elaborate  buildings,  with  beautiful 
surroundings  and  socially  prominent  trustees,  it  does  not  follow 
that  the  patients  of  that  hospital  receive  the  skilful  treatment 
which  they  have  a  right  to  expect.  As  has  been  well  said,  many 
such  elaborate  institutions  are  mere  boarding  houses  or  hotels 
for  the  sick.  We  all  know  that  a  small  hospital,  situated  in  the 
country,  may  give  the  highest  type  of  scientific  service  to  its  patients. 
As  Hornsby  well  says,  "the  product  of  the  hospital  is  health,"  and 
also,  "no  hospital  can  be  better  than  its  medical  staff."  We  know 
that  it  is  the  character  of  the  medical  staff  that  determines  the  prod- 
uct of  the  hospital  and  the  governors  or  trustees  determine  the 
type  of  the  medical  staff. 

A  man  who  accepts  a  position  on  the  governing  board  of  a  hospital 
should  realize  that  he  accepts  a  public  trust  and  that  hospital  trustees 
stand  in  the  same  relation  to  a  hospital  as  trustees  do  to  a  trust 
fund.  Therefore,  they  should  demand  and  see  that  they  get  efficient 
results  for  the  money  they  expend.  Their  responsibility  can  only 
be  fulfilled  when  they  have  provided  a  conscientious,  efficient 
medical  staff,  and  a  competent,  tactful  superintendent. 

It  is  the  duty  of  the  profession  to  educate  the  trustees  as  to  their 
responsibilities  and  when  we  can  show  them  that  efficiency  in  the 
hospital,  just  as  efficiency  in  the  factory,  is  an  economic  problem, 
they  will  become  interested.  Bancroft's  statement — "that  every 
cured  and  satisfied  patient  leaving  the  hospital  is  an  asset  and 
every  unimproved  or  dissatisfied  patient  is  a  liability" — is  just 
as  true  in  the  medical  world  as  its  counterpart  is  in  the  business 
world. 

The  functions  of  the  hospital  are  threefold.  The  first  and  fore- 
most is  the  care  and  cure  of  the  patient.  The  second  is 
educational — teaching  nurses,  internes,  students  and  the  medical 
profession.  The  third  is  to  contribute  to  knowledge  by  scientific 
research. 

An  analysis  of  conditions  under  the  old  order  of  things  shows 
that  these  functions  have  not  been  carried  out  with  a  maximum  of 
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efficiency  and  a  minimum  of  waste  of  time,  energy,  and  money, 
largely  on  account  of  a  divided  authority,  too  large  a  staff,  multiplica- 
tion of  services,  and  last  but  not  least,  a  failure  to  study  end  results. 
The  first  function  of  a  hospital  is  the  care  and  cure  of  the 
patient.  Codman's  statement  that  heretofore  there  has  been  no 
attempt  to  systematically  fix  the  responsibility  for  the  success  or 
failure  of  each  case  treated  and  that  it  is  the  duty  of  no  person  or 
department  in  most  hospitals  to  investigate  the  efficiency  of  treat- 
ment, is  a  truth  that  makes  self-evident  the  compulsory  need  of 
a  follow-up  system. 

The  follow-up  system  is  analogous  to  the  Inspector  General's 
Department  in  the  Army,  without  which  it  would  be  impossible  for 
Headquarters  to  know  its  condition  and  efficiency  and  the  result  of 
its  training.  Undoubtedly  the  study  of  end  results  will  be  a  require- 
ment in  the  minimum  standard  of  hospital  standardization. 

The  remedy  necessary  to  produce  efficiency  in  the  functions  of 
the  hospital  lies  in  a  study  of  the  methods  of  systematization  and 
standardization  employed  by  the  business  man  and  the  large 
industrial  plants  as  laid  down  by  the  efficiency  engineers. 

The  fundamental  idea  in  efficiency  is  the  avoidance  of  waste.  A 
hospital  should  perform  its  functions  with  the  minimum  waste  of 
labor,  time,  materials,  money,  and  opportunity. 

The  nurses'  time  and  energy  are  wasted  when  we  compel  them  to 
learn  a  multiplicity  of  methods  of  doing  the  same  thing  in  their  work 
in  the  wards,  or  the  operating  room,  instead  of  adopting  the  one  best 
way  as  a  standard  procedure. 

The  time  and  energy  of  the  internes,  doctors,  and  patients,  and 
the  hospital's  money  may  be  wasted  on  account  of  preventable  mis- 
takes due  to  unbusiness  like  methods  and  lack  of  system. 

Waste  occurs  due  to  a  failure  to  coordinate  the  different  depart- 
ments through  a  central  authority. 

Harrington  Emerson's  fundamental  principles  of  efficiency  should 
be  the  guide  posts  of  every  one  who  has  to  do  with  hospital  manage- 
ment. They  are:  (i)  clearly  defined  ideals;  (2)  common  sense;  (3) 
competent  counsel;  (4)  discipline;  (5)  the  fair  deal;  (6)  reliable,  im- 
mediate, and  adequate  records;  (7)  despatching;  (8)  standards  and 
schedules;  (9)  standardized  conditions;  (10)  standardized  operations; 
(11)  written  standard  practice  instructions;  (12)  efficiency  reward. 

The  annual  report  which  shows  the  number  of  patients  treated 
and  the  number  of  operations  performed  may  indicate  the  volume 
of  work  done,  but  it  does  not  show  the  character  of  the  work  done 
or  the  results  obtained.     As  we  well  know  the  term  "recovered"  too 
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often  means  recovered  from  the  operation  and  not  recovered  from 
the  disease. 

The  fundamental  principle  in  the  organization  of  a  hospital  service 
should  be  its  unification  with  a  central  control  instead  of  multiple 
independent  services,  in  order  that  there  may  be  a  complete  co- 
ordination of  all  departments  with  proper  team  work  on  the  part  of 
the  staff.  It  is  true  that  this  requires  the  subordination  of  the  indi- 
vidual to  the  welfare  of  the  service,  which  means  that  the  welfare  of 
the  patient  is  the  prime  consideration  and  not  the  personal  interests 
of  the  physicians. 

To  insure  a  proper  development  of  system  and  standardization, 
it  is  essential  that  there  must  be  a  permanent  directing  head  with 
the  necessary  powers.  Only  in  this  way  can  questions  of  authority 
and  prerogative  be  eliminated.  As  the  captain  of  a  ship  insures  a 
smoother,  safer,  and  more  economical  voyage  than  if  she  were  under 
the  guidance  of  a  committee  of  Bolsheviki,  so  a  director,  or  chief, 
will  insure  a  more  efficient  performance  of  the  functions  of  the  hos- 
pital with  a  minimum  of  expenditure  than  if  they  were  dependent 
upon  the  individual  wishes  of  a  multiple  staff  of  equal  rank.  The 
service  of  the  chief  should  be  continuous  so  that  but  one  policy  pre- 
vails at  all  times  and  the  responsibility  is  centralized. 

Limitation  of  the  number  of  staff  appointments  to  the  actual  re- 
quirements of  the  service  is  essential,  as  a  distinctly  higher  grade  of 
surgery  can  be  achieved.  The  smaller  the  staff,  the  more  expert 
and  higher  the  grade  of  work  will  be.  Services  with  large  staffs  gen- 
erally fail  to  develop  great  ability. 

The  unification  of  the  service  implies  that  there  is  "one  patient 
and  one  doctor."  The  care  of  the  patient  by  the  hospital  should  be 
coordinated  and  continuous  from  the  time  she  comes  to  the  out- 
patient department;  when  she  enters  the  hospital  for  further  diag- 
nostic study  in  the  wards,  and  special  departments,  and  for  opera- 
tion or  treatment,  until  she  returns  to  the  follow-up  clinic  and  is  in 
the  care  of  the  social  service  department. 

Throughout  her  connection  with  the  hospital  she  should  be  "one 
patient"  in  all  the  departments  with  the  same  number,  and  the 
records  of  her  case  should  be  consolidated  so  that  it  is  possible  to 
find  in  one  place  her  continuous  and  complete  medical  history. 

Her  case  should  be  studied  and  treated  as  if  by  one  doctor,  that 
is  by  one  clinic,  and  not  separately  and  independently  by  each 
department  without  relation  or  coordination. 

The  out-patient  surgeon  should  have  every  facility  to  follow  the 
case  into  the  wards  and  operating  room  and  in  the  return  clinic, 
o 
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Only  in  that  way  can  he  expect  to  obtain  the  full  benefit  of  his  service. 
This  necessitates  a  close  cooperation  between  the  out-patient  depart- 
ment and  the  hospital  wards. 

How  often  is  it  that  a  case  has  been  studied  in  the  dispensary  for 
a  considerable  period  of  time,  perhaps  time  consuming  laboratory 
tests  and  cystoscopic  work  has  been  done,  expensive  x-ray  photo- 
graphs have  been  made,  yet  no  record  of  the  same  or  statement  as 
to  the  treatment  and  progress  of  the  case  while  in  the  dispensary  is 
transmitted  to  the  ward  with  her  for  the  guidance  of  the  attending 
staff.  The  whole  work  is  duplicated  at  a  considerable  waste  of 
time,  energy,  and  money,  because  the  patient  is  treated  as  a  new  case 
and  not  as  an  old  one,  as  if  the  out-patient  department  had  no  con- 
nection with  the  hospital  whatever. 

Every  patient  on  entering  the  wrard  from  the  out-patient  de- 
partment should  have  sent  with  her  a  record  of  her  case  while 
in  that  department,  which  should  be  the  first  sheet  of  her  hospital 
history. 

On  entering  the  hospital  each  case  should  be  studied  carefully  and 
thoroughly  in  order  that  an  accurate  and  complete  diagnosis  may 
be  made,  rather  than  a  "snap  diagnosis"  as  is  so  often  the  custom. 
A  needless  operation  for  the  removal  of  a  normal  appendix  instead 
of  a  ureteral  calculus  will  not  then  be  so  frequent.  The  modern 
complicated  methods  of  diagnosis  make  a  systematized  method  of 
procedure  necessary  in  order  that  the  various  laboratory  tests,  cysto- 
scopic, and  x-ray  work  when  indicated,  may  be  employed,  and  all  the 
data  essential  to  a  complete  diagnosis  assembled. 

This  routine  system  of  examination  of  all  cases  necessitates  that 
the  patient  stay  in  the  hospital  for  several  days  prior  to  operation, 
except  in  emergencies.  This  is  greatly  to  her  benefit  as  she  can 
then  be  brought  to  operation  in  a  far  better  condition  to  stand  the 
ordeal,  than  if  subjected  to  hurried  preparation,  and  with  far  less 
chance  of  an  error  in  diagnosis  having  been  made.  Many  hard 
working,  worn  out  women,  with  gynecological  complaints  need  the 
few  days  rest  in  bed  almost  as  much  as  the  operation,  and  they  will 
make  a  speedier  and  safer  convalescence  as  a  result. 

The  special  assignment  of  certain  types  of  cases  to  the  men  of  the 
staff  in  accordance  with  their  particular  interest  will  tend  to  promote 
scientific  progress,  but  they  should  be  given  to  understand  that  a 
study  is  expected  to  be  made  of  this  material  and  their  results  and 
conclusions  are  to  be  made  available  for  publication. 

Professional  promotion  should  be  dependent  on  efficiency  and  not 
on  seniority,  and  the  efficiency  should  be  gaged  by  the  thoroughness 
and  completeness  with  which  the  work  is  done. 
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The  things  we  do  in  a  hospital  and  the  things  we  use  in  a  hospital 
should  be  standardized  on  a  basis  of  simplicity  and  efficiency. 

Dickinson  states  that  in  a  Brooklyn  hospital  there  are  six  different 
ways  of  giving  an  enema.  Is  there  not  one  best  way,  and  if  so, 
what  is  it? 

The  standing  orders  in  the  wards  for  preoperative  and  post- 
operative care  should  be  standardized  and  made  as  simple  as  is 
compatable  with  common  sense,  and  these  orders  should  be  written 
in  such  form  as  to  be  available  to  nurses,  internes,  or  students. 
One  set  of  standing  orders  means  a  saving  of  time  and  energy  for 
the  internes  and  nurses,  and  reduces  the  chance  of  error  to  a  mini- 
mum with  resulting  benefit  to  the  patient  and  economy  for  the 
hospital. 

The  instruments  in  the  operating  rooms  should  also  be  stand- 
ardized and  simplified.  This  again  reacts  to  the  benefit  of  patients, 
surgeons,  nurses  and  the  hospital.  A  standard  set  of  instruments 
required  for  each  class  of  operative  procedure  should  be  determined 
on  and  the  operating-room  nurse  should  have  lists  of  the  same, 
so  that  there  will  be  an  avoidance  of  wear  and  tear  on  a  great  number 
of  unneeded  instruments  which  have  been  unnecessarily  prepared, 
and  the  nurses  will  be  able  to  get  through  their  work  at  a  rea- 
sonable hour. 

The  technic  of  the  operating  room  should  be  standardized.  In 
no  other  way  can  smooth  and  rapid  surgery  be  accomplished  with 
the  minimum  chance  of  error. 

Codman's  statement  is  very  true,  "that  no  amount  of  material 
will  make  a  good  operator  a  good  surgeon  unless  he  takes  a  propor- 
tionate time  to  study  pathologic  conditions  and  follow  his  cases 
so  that  he  may  know  whether  his  operations  were  appropriate 
as  well  as  beautiful." 

This  requires  a  system  of  recording  case  histories  that  will  make 
the  material  readily  available  for  the  study  of  the  various  types 
of  cases,  and  a  follow-up  system  that  insures  the  postoperative 
study  in  the  return  clinic  by  the  operator  in  person,  and  not  by  his 
assistants,  of  every  patient  he  has  operated  upon.  The  advantages 
to  the  surgeon  and  to  his  future  patients  cannot  be  overestimated. 

The  value  of  the  records  of  a  hospital  would  be  greatly  augmented 
if  the  histories  of  the  private  patients  were  properly  recorded. 

The  end-result  system  of  Codman  requires  that  the  records  of 
every  hospital  should  answer  the  questions: 

What  was  the  matter  with  the  patient? 

What  did  the  doctor  do  to  him? 
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What  was  the  result? 

If  the  result  was  not  good,  what  was  the  reason? 

Was  it  the  fault  of  the  doctor,  the  patient,  the  disease,  or  the  hospi- 
tal organization  or  equipment? 

His  uniform  end-result  card  accomplishes  this  purpose  and  should 
be  part  of  the  case  histories  in  every  hospital,  in  order  that  all  may 
know  the  kind  of  product  the  hospital  is  producing. 

The  social  service  department  which  has  such  an  important  humani- 
tarian function  and  is  an  essential  part  of  every  metropolitan  hospital 
should  be  in  close  touch  with  the  attending  staff  as  well  as  with  the 
patients.  This  is  frequently  not  so  and  is  usually  the  fault  of  the 
staff. 

The  second  function  of  a  hospital  is  that  of  teaching — teaching 
nurses,  internes,  students,  and  the  profession  at  large.  Unless  a 
hospital  is  a  teaching  center  it  does  not  fulfil  all  its  functions  or  its 
duty  to  its  patients  or  the  community,  and  cannot  prosper  as  a 
scientific  institution.  A  hospital  having  a  university  connection  is 
fortunate,  as  the  standard  of  work  in  that  hospital  will  inevitably  be 
raised,  although  a  university  connection  is  by  no  means  essential. 
No  small  measure  of  success  of  the  Mayo's  is  due  to  the  fact  that 
theirs  has  always  been  a  teaching  clinic  although  not  affiliated  with  a 
university  until  recently,  meeting  rooms,  library,  conferences  and  a 
welcome  to  the  operative  clinics  being  provided  gratuitously  for 
visitors.  Teaching  is  the  great  stimulus  to  do  better  work  and  its 
rewards  are  proportionate  to  the  effort  expended. 

The  teaching  of  internes  is  an  important  obligation  of  the  attend- 
ing staff  that  is  too  frequently  without  thought  or  system.  As  some 
one  has  said,  the  interne  has  to  gather  up  the  crumbs  from  the  rich 
man's  table,  chiefly  the  operating  table,  as  best  he  may.  His  work 
should  be  helpfully  supervised,  and  he  should  be  instructed  as  if 
still  an  undergraduate.  He  should  be  encouraged  to  make  independ- 
ent diagnoses,  and  to  seek  light  from  the  literature  bearing  on  his 
cases,  and  his  imagination  should  be  stimulated  by  giving  him  prac- 
tical research  problems  to  work  out.  He  should  clearly  understand 
that  what  operations  he  might  be  allowed  to  do  under  supervision, 
would  be  as  an  efficiency  reward,  and  directly  proportionate  to  his 
faithful  and  conscientious  performance  of  his  duties,  and  not  as 
his  right. 

The  thorough  clinical  training  of  our  medical  students  necessitates 
that  they  work  in  the  wards  of  the  hospital,  as  part-time  or  full-time 
clinical  clerks. 

This  is  a  new  departure  for  this  country  but  has  been  long  estab- 
lished in  the  hospitals  abroad.     Trustees  should  realize  that  instead 
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of  being  detrimental  to  the  best  interests  of  the  patients,  it  is  the 
reverse,  for  while  these  patients  assist  in  the  advancement  of  science 
and  education,  they  at  the  same  time  become  the  recipients  of  more 
thorough,  careful,  scientific  study  and  treatment  than  they  could 
receive  otherwise. 

The  third  function  of  the  hospital  is  the  advancement  of  science, 
and  as  clinical  research  can  only  be  done  in  the  hospital,  the  obliga- 
tion to  humanity  is  obvious.  The  attending  staff,  seniors  and 
juniors,  should  be  engaged  on  problems  of  clinical  research  as  part 
of  their  daily  duty  as  well  as  attending  to  their  routine  work,  or 
they  will  be  allowing  precious  opportunities  for  the  advancement  of 
science  to  slip  by,  and  they  will  be  unworthily  occupying  space  that 
can  be  better  filled  by  more  capable  men. 

Periodical  conferences  of  the  entire  attending  staff  should  be  held 
in  order  that  the  members  and  the  chief  may  exchange  ideas,  discuss 
their  problems,  check  up  the  results,  and  investigate  errors.  This 
brings  the  men  in  personal  touch  with  each  other's  work  and  develops 
team  work  which  unifies  the  service.  The  educational  value  of  such 
conferences  is  unquestionable. 

Every  hospital  ought  to  have  an  adequate  medical  library,  with 
American  and  foreign  scientific  journals  on  file  for  the  use  of  the  staff, 
the  internes  and  the  students. 

The  consulting  staff  of  a  hospital  should  be  active,  and  not  one 
that  regards  its  obligations  as  purely  honorary.  It  should  contain 
specialists,  who  should  be  available  for  consultation  as  often  as 
necessary.  The  need  of  a  gastroenterologist  and  a  pediatrician  for 
such  daily  service  in  a  gynecological  and  obstetrical  hospital  is 
obvious. 

A  physician  referring  a  patient  to  the  hospital  should  have  the 
courtesy  of  an  invitation  to  the  operation  and  the  patient  should  be 
referred  back  to  him  with  a  copy  of  the  diagnosis.  By  so  doing  the 
hospital  would  be  fulfilling  one  of  its  functions  of  educating  the 
profession. 

An  intelligent  and  polite  information  service  in  the  hospital  office 
is  a  good  investment  for  every  hospital.  It  is  the  exception  rather 
than  the  rule. 

The  Organization  of  a  Special  Hospital. — The  science  of  medicine 
has  become  so  complex  with  the  discovery  of  new  truths,  and  the 
requirements  of  modern  diagnostic  methods  and  treatments,  that 
specialization  is  per  force  an  inevitable  necessity,  and  so  long  as  we 
have  special  fields  in  medicine  and  specialists,  so  must  we  have 
special  departments  in  hospitals  and  special  hospitals.     The  sister 
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specialties  of  obstetrics  and  gynecology  are  interdependent,  and 
neither  one  can  be  obliterated,  in  spite  of  the  wishes  of  the  general 
surgeon.  As  long  as  women  continue  to  bear  children  the  specialty 
of  obstetrics  cannot  die,  and  until  we  reach  the  Utopian  age  of 
anatomical  and  physiological  perfection,  we  will  have  reconstruc- 
tive surgery  to  do  on  the  female  genitalia  as  a  result  of  child-bearing. 
As  about  60  per  cent,  of  gynecological  surgery  is  of  this  type  and 
as  a  knowledge  of  obstetrics  is  an  immense  advantage,  if  not  an 
actual  necessity,  to  the  man  doing  plastic  gynecology  the  general 
surgeon,  on  account  of  his  lack  of  interest  in  obstetrics  is  not  well 
qualified,  as  a  rule,  to  do  the  reconstructive  surgery  of  women. 
His  results  frequently  show  that  he  has  no  knowledge  of  its  relation 
to  future  parturition.  How  often  will  he  remove  a  neoplasm  in  the 
abdomen  and  neglect  a  prolapsed  bladder  or  a  gaping  pelvic  floor 
in  the  same  case. 

In  1855  Marion  Sims  showed  the  crying  need  of  a  special  hospital 
for  the  treatment  of  diseases  and  injuries  peculiar  to  women,  and  as 
a  result  of  his  efforts  the  Woman's  Hospital  of  this  city  was  founded 
by  women  for  the  exclusive  use  of  women,  as  the  pioneer  in  this 
specialty  in  the  whole  world,  and  it  has  continued  to  flourish  ever 
since.  A  recent  study  made  by  Dickinson  shows  that  in  this  city 
24^  per  cent,  of  all  the  surgery  is  gynecological,  while  but  8  per 
cent,  is  urological.  That  there  is  a  need  for  gynecological  hospitals 
to-day,  as  well  as  in  the  days  of  Sims,  is  evident. 

The  Woman's  Hospital  was  opened  at  83  Madison  Avenue  in  1855 
with  a  staff  of  one  attending  surgeon,  J.  Marion  Sims,  and  two 
"matrons,"  one  to  attend  to  the  domestic  concerns,  and  the  other  to 
administer  to  the  sick,  with  one  ''nurse"  as  a  helper. 

The  hospital  contained  forty  beds  and  during  the  first  year,  sixty 
patients  were  received,  of  which  twenty-one  were  discharged  as 
perfectly  cured.  Of  those  remaining  in  the  hospital  at  the  end  of 
the  year  all  were  pronounced  curable  except  one.  An  out-patient 
department  had  also  treated  an  equal  number.  The  expenses  of  the 
first  year  amounted  to  $8000. 

The  annual  report  states,  "From  the  far  West  and  the  extreme 
South  patients  have  journeyed  patiently  to  this  promised  haven  of 
relief.  Nor  have  they  in  any  one  case  been  disappointed.  Released 
from  suffering,  restored  again  to  vigor  and  health,  they  have  re- 
turned to  their  distant  homes  to  tell  other  despairing  sufferers  of  the 
mercies  and  blessings  of  the  Woman's  Hospital." 

These  were  the  days  when  vesicovaginal  fistula  was  so  common, 
and  until  Sims  placed  its  cure  on  a  certain  foundation,  there  was  no 
relief  for  these  sufferers.  In  1867  a  new  hospital  of  100  beds  was 
opened  at  Forty-ninth  Street  and  Lexington  Avenue,  and  an  equal 
addition   in   1879.     In   1906  the  present  magnificent  structure  at 
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109th  and  110th  Streets  and  Amsterdam  Avenue  was  occupied. 
The  hospital  early  became  the  center  from  whence  gynecic  knowledge 
radiated  to  all  parts  of  the  scientific  world,  and  it  has  exerted  a 
marked  influence  in  developing  and  establishing  gynecology  as  a 
specialty. 

The  present  hospital  consists  of  106  gynecological  and  twenty-five 
obstetrical  ward  beds,  and  seventy-three  private  and  semiprivate 
beds,  a  total  of  204  beds.  During  the  past  year  there  were  3721 
patients  admitted  and  51 19  operations  performed  and  613  births. 
The  Out-Patient  Department  had  9180  applicants  and  14,370  visits. 

The  total  operating  expenses  of  the  hospital  were  $284,496.27. 
The  number  of  employees,  including  the  nursing  staff,  is  212.  The 
social  service  department  has  a  staff  of  five  paid  workers  and  three 
volunteer  workers,  and  it  is  the  connecting  link  between  the  depart- 
ments of  obstetrics  and  gynecology  in  coordinating  their  work. 

The  organization  of  the  service  was  a  multiple  one,  there  being 
five  gynecological  services  and  one  obstetrical.  At  one  time  there 
were  as  many  as  six  gynecological  services.  Each  service  was 
practically  independent  and  each  head  had  the  power  of  nominating 
his  assistants  in  the  hospital  and  out-patient  department. 

Until  recently  the  surgical  department  consisted  of  thirty-three 
men,  one  a  surgical  director,  not  on  the  active  service,  twenty  on 
the  attending  staff  and  special  departments,  and  12  in  the  out-patient 
department.   ' 

The  Woman's  Hospital  is  fortunate  in  having  a  well-informed 
board  of  governors,  who  realizing  their  responsibilities  have  seriously 
studied  the  hospital  problem  as  it  presents  itself  to-day,  and  who  have 
appreciated  the  modern  trend  toward  standardization  on  scientific 
efficiency  methods.  They  have  declared  for  a  system  of  unification 
of  the  service  with  a  chief  surgeon  with  ample  powers,  in  order  that 
there  may  be  a  standardization  and  simplification  of  procedure 
throughout  the  hospital  in  all  departments,  with  a  centralization  of 
responsibility. 

Furthermore,  appreciating  the  importance  of  teaching  to  the 
progress  of  a  hospital,  they  have  thrown  open  their  doors  and 
welcomed  undergraduate  students  as  full-time  clinical  clerks  through- 
out the  institution.  As  a  result,  the  present  organization  consists 
of  but  one  service  which  is  continuous  and  under  the  entire  control 
of  the  chief  surgeon.  This  is  subdivided  into  a  gynecological, 
obstetrical,  and  an  out-patient  department,  and  the  special 
departments  of  pathology,  electrotherapeutics,  cystoscopy,  and 
radiography.  An  efficient  historical  department  under  a  historian 
who  has  charge  of  the  records,  and  a  follow-up  and  social  service 
system  complete  the  organization. 

The  attending  staff  now  consists  of  the  chief  surgeon,  and  four 
attending  surgeons  on  duty,  one  of  whom  is  the  obstetric  surgeon, 
and  five  junior  attending  surgeons.  Each  of  the  special  depart- 
ments has  a  head  with  the  necessary  assistants. 
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The  entire  staff  are  subordinate  to  the  chief  surgeon,  who  has  the 
power  of  making  all  nominations  in  all  departments.  He  assigns 
the  clinical  material  as  he  thinks  best  and  he  may  use  the  same 
for  teaching  purposes. 

All  the  patients  who  enter  the  wards  of  the  hospital  from  the 
out-patient  department,  or  by  reference,  are  assigned  to  the 
attending  surgeons  in  rotation  for  diagnostic  study,  and  a  report  to 
the  chief  surgeon  of  the  provisional  diagnosis  must  be  made  within 
forty-eight  hours.  The  material  is  then  reassigned  to  the  staff  for 
operation  or  treatment,  in  accordance  with  their  particular  interest, 
if  deemed  advisable. 

Each  patient  who  is  admitted  from  the  out-patient  department 
is  accompanied  -with  a  reference  sheet,  which  becomes  the  first 
sheet  of  the  hospital  history,  for  the  guidance  of  the  attending 
staff.  This  contains  all  the  data  relating  to  the  case  while  in  the 
care  of  the  O.P.D.  including  the  physical  findings  and  tentative 
diagnosis  as  made  by  the  surgeon  in  charge  of  the  clinic.  The 
requiring  of  the  out-patient  surgeons  to  record  their  findings  on  this 
reference  sheet  is  a  valuable  aid  to  the  chief  surgeon  in  judging  of 
the  ability  and  progress  of  the  junior  men. 

Standardization  and  simplification  of  standing  orders,  methods, 
instruments,  operative  technic,  etc.,  are  being  gradually  instituted. 
Each  operating  surgeon  has  a  follow-up  return  clinic  once  a  week 
which  he  must  attend  in  person  and  examine  all  the  returning  pa- 
tients which  have  been  under  his  care,  and  dictate  to  a  stenographer 
the  present  status  of  the  case  for  permanent  record  in  the  history. 

A  weekly  conference  of  the  entire  Surgical  Staff  is  held  in  the  labo- 
ratory lecture  room  at  which  the  pathologists  demonstrate  the  gross 
specimens  and  microscopical  sections  of  the  pathological  material 
obtained  from  the  sendee  during  the  past  week.  A  report  of  the 
follow-up  clinic  and  the  casualties  of  the  service  is  called  for  from 
each  attending  surgeon  during  which  the  deaths,  complications, 
infections,  obscure  diagnoses,  diagnostic  errors,  and  postoperative 
results  are  discussed  by  the  staff.  One  of  the  junior  members  of 
the  staff  makes  a  report  of  the  recent  gynecological  and  obstetrical 
literature  or  reports  the  points  of  interest  at  some  operative  clinic 
he  has  been  requested  to  visit.  A  report  of  cases  of  special  interest 
is  made  by  one  of  the  attending  surgeons  in  turn.  This  weekly 
conference  is  open  to  the  medical  public. 

The  plan  of  the  house  staff  has  been  reorganized  to  accord  with 
the  unified  service  and  central  control.  It  will  consist  of  a  paid  resi- 
dent gynecologist,  who  is  in  control  of  the  entire  interne  staff,  and 
responsible  for  their  discipline  and  work,  a  paid  resident  obstetrician, 
and  two  house  surgeons,  each  with  a  senior  and  junior  assistant.  The 
service  of  the  paid  residents  is  indeterminate  and  continues  as  long 
as  their  work  is  satisfactory.  They  will  be  given  larger  responsi- 
bilities than  the  ordinary  internes  and  will  be  encouraged  to  utilize 
their  opportunities  for  research  work  and  to  publish  their  results  in 
the  Surgical  Year  Book. 

The  regular  interne  service  is  for  one  year.  Four  months  as 
junior  assistant,  two  months  of  which  is  spent  in  the  obstetrical 
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department,  as  we  believe  a  man  will  do  better  gynecological  work 
if  he  has  obstetrical  training,  four  months  as  senior  assistant,  and 
four  months  as  house  surgeon,  after  which  he  becomes  eligible  for 
a  paid  resident's  position  if  he  so  desires. 

The    teaching    of    undergraduate    students    from    the    Cornell 
University  Medical  College  as  carried  out  at  present  is  as  follows: 

The  senior  class  in  the  fourth  year,  during  the  last  three  months  of 
their  course,  spend  their  time  entirely  in  elective  studies.  The 
elective  course  in  Gynecology  which  we  give  at  the  Woman's 
Hospital  provides  for  a  group  of  four  students  working  as  clinical 
clerks  from  9  a.  m.  to  5  p.  m.  daily  for  one  month.  The  work  is 
divided  into  two  schedules.  Each  section  of  two  students  completes 
a  schedule  in  two  weeks  when  the  sections  exchange  schedules.  A 
new  group  starts  each  month. 

It  will  be  seen  that  in  a  month's  course  of  intensive  all-day  train- 
ing in  every  department  of  such  a  special  hospital  during  which  the 
student  works  in  the  wards,  observes  and  assists  in  the  operating 
rooms,  laboratory,  out-patient  and  special  departments,  entirely 
under  supervision,  that  he  has  exceptional  opportunities  to  obtain 
practical  training  and  knowledge.  The  use  of  clay  modeling  and 
the  stereomotograph  to  illustrate  anatomy  and  technic  are  employed 
in  the  operating  room  to  elucidate  the  work  and  to  keep  up  the 
students'  interest.  They  are  given  problems  to  work  up  in  the 
study  hours,  being  taught  how  to  utilize  the  record  room  for  the 
abstraction  of  observed  facts  from  the  hospital  histories  in  various 
types  of  cases. 
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What  of  the  future  of  the  hospital  and  the  proper  fulfilment  of  its 
functions? 

With  a  magnificent  and  costly  plant,  fully  equipped  by  a  generous 
and  enlightened  board  of  governors,  who  are  endeavoring  to  place 
the  organization  of  the  staff  and  the  service  on  a  basis  in  accord 
with  the  most  modern  theories  of  hospital  standardization  and 
efficiency,  the  opportunity  for  the  future  development  of  ideals  is 
assured,  and  it  is  clearly  the  obligation  of  the  surgical  staff  to  produce 
results  that  will  be  worthy  of  the  great  heritage  which  they  have 
received.  This  means  that,  as  time  goes  on,  the  surgical  staff  must 
be  constantly  recruited  with  new  blood,  with  men  of  ability  and 
knowledge,  sufficient  to  worthily  uphold  and  maintain  the  reputa- 
tion of  the  past. 

Such  men  can  rarely  be  found  ready  made.  We  must  appreciate 
that  our  duty  and  opportunity  lies  in  systematically  training  and 
making  such  men  out  of  the  young  graduates  just  entering  the 
profession,  instead  of  hunting  for  a  man  some  one  else  has  trained. 

The  responsibilities  and  labor  that  such  a  plan  of  organization 
entails  upon  the  Chief  Surgeon  or  Director,  are  very  great. 

In  these  days  of  large  and  complex  organizations  it  is  not  possible 
for  one  man  to  stand  alone  by  individual  achievement  and  to  bear 
the  burden  without  the  help  of  those  around  him.  He  must  have 
that  type  of  loyalty  and  of  harmonious  cooperation  in  which  each 
member  of  the  staff  performs  the  function  for  which  he  is  best 
suited,  without  the  loss  of  his  individuality  and  initiative,  although 
his  efforts  are  controlled  and  coordinated  for  the  best  interests  of 
the  institution. 

71  West  Fiftieth  Street. 
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PAPILLOMATOUS  CYSTS  OF  THE  OVARY   (WITH  A 
REPORT  OF  ELEVEN  CASES).* 

BY 

LEO  S.  SCHWARTZ,  M.  D.,  F.  A.  C.  S., 

Brooklyn,   N.  Y. 

Although  Hodgkin,  Spiegelberg  and  Rokitansky  recognized 
papillomatous  cysts  of  the  ovary,  it  was  Olshausen  who  first  de- 
scribed these  growths  as  distinctly  different  and  apart  from  other 
glandular  cysts  of  this  organ.  Attention  has  repeatedly  been  directed 
by  various  writers  to  the  difficulty  of  classifying  these  tumors. 
Williams  divides  them  into  superficial  papilloma  and  papillomatous 
cystadenoma.  MacCarty  groups  them  into  extra-  and  intra- 
cystic  papilloma,  the  difference  being  that  in  the  former  the  papillae 
develop  from  the  interior  of  the  cyst  outwardly  and  in  the  latter  the 
papillae  grow  within  the  cyst.  On  the  other  hand,  Pfannenstiel 
classifies  them  into:  i.  Papillary  adenoma.  A.  Pseudomucinous. 
B.  Simple.  2.  Papillary  adenoacarcinoma.  3.  Mixed  tumors. 
A.  Papillary  adenosarcoma.     B.  Papillary  carcinosarcoma. 

Semb  and  Oulesko-Strogonoff  group  them  into  malignant  and 
nonmalignant  cysts,  the  latter  believing  that  these  tumors  are 
transitional  forms  between  benign  and  malignant  growths  under- 
going carcinomatous  degeneration. 

Based  on  observations  in  our  series  of  cases,  it  would  seem  that  a 
definite  histological  or  clinical  division  is  rather  difficult,  for  in  cases 
that  clinically  presented  evidences  of  malignancy,  the  histological 
report  on  the  specimens  was  that  of  nonmalignancy.  We,  therefore, 
believe  that  it  is  better  to  accept  Pozzi's  view  that  there  is  but  one 
clinical  and  anatomopathological  group  of  these  tumors. 

Frequency. — Coblentz  states  that  papillomatous  cysts  occur  in 
from  10  to  15  per  cent,  of  all  ovarian  cysts.  McNaughton- Jones, 
in  a  discussion  at  a  meeting  of  the  Royal  Society  of  Medicine  of 
London,  stated  that  in  2893  cases  of  ovarian  cyst  that  he  collected 
from  the  literature,  309  were  of  the  malignant  type.  Of  this  number 
thirty-two  were  adenocarcinoma  and  twenty-eight  proliferating 
papillary  cysts.     MacCarty,  in  a  study  of  1000  specimens  of  ovarian 

*  Read  at  a  meeting  of  the  Brooklyn  Gynecological  Society,  May  4,  191 7. 
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cysts,  found  that  163  were  of  the  papillomatous  type.  Oulesk- 
Strogonoff  in  202  cases  of  ovarian  cysts,  found  that  twenty  were 
carcinoma,  fifty-three  proliferating  and  twenty  papillary  cysts  of 
the  ovary.  The  discrepancy  in  these  figures  may  be  explained  by 
the  difference  in  classification  used  by  the  various  authors. 

Etiology. — These  cysts  are  found  more  frequently  in  multipara 
between  the  ages  of  forty  and  fifty-five,  making  up  about  49  per  cent, 
of  the  total.  Less  frequently  they  occur  in  the  nulliparous  and  rarely 
in  young  children.  In  an  unreported  case  in  the  service  of  Dr. 
William  Linder,  at  the  Jewish  Hospital,  Brooklyn,  N.  Y.,  a  papillo- 
matous cyst  of  the  ovary  was  removed  from  a  child  nine  years  of 
age,  this  probably  being  the  youngest  case  on  record. 

Although  many  theories  have  been  advanced  as  to  the  origin  of 
these  most  interesting  growths,  we  can  still  aptly  quote  Williams 
that  "we  are  as  ignorant  concerning  the  etiology  of  papillomatous 
cysts  as  were  our  predecessors." 

The  most  important  opinions  and  theories  which  have  been 
advanced  as  to  their  etiology,  can  be  summed  up  as  follows: 

1.  These  tumors  may  arise  from  the  Wolffian  rests  or  bodies  in  the 
hilum  of  the  ovary. 

2.  From  the  Graafian  follicles. 

3.  From  Pfliiger's  tubules. 

4.  From  the  germinal  epithelium. 

5.  From  the  epithelium  of  the  fimbria  of  the  tube. 

6.  From  the  connective  tissue  and  blood-vessels. 

7.  From  inflammatory  processes  in  the  tube. 

Williams,  in  a  careful  study  of  twenty-six  cases,  failed  to  sub- 
stantiate the  last  theory  which  was  advanced  by  Gusserow  and 
Olshausen.  However,  in  one  case  in  our  series  there  was  a  definite 
history  of  a  tubal  infection  following  childbirth. 

Pathology.  Gross. — The  individual  growths  vary  in  size  from 
that  of  a  grain  of  sand  to  that  of  an  adult  head.  They  may  grow  as 
simple  projections  or  attain  the  appearance  of  a  cauliflower.  The 
color  varies  from  that  of  a  pale  white  to  a  dark  red,  or  even  black. 
The  growth  may  or  may  not  have  a  distinct  pedicle.  The  consist- 
ency may  be  soft  or  even  solid,  and  frequently  there  is  a  gritty, 
sand-like  feel  (psammoma  bodies)  produced  by  the  deposit  of  lime 
salts.  Occasionally,  the  entire  cyst  may  become  calcified,  as  is 
illustrated  in  Case  VII  of  our  series. 

The  Papilla. — The  distinctive  characteristics  of  these  cysts,  may 
grow  within  or  on  the  surface  of  the  cyst.  They  are  soft  and  friable, 
bleed  easily  on  handling  and  show  a  marked  tendency  to  perforate 
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the  cyst  wall  and  escape  into  the  peritoneal  cavity.  Rupture  of  the 
cyst  wall  is  thought  to  be  due  to  direct  pressure  exerted  by  the 
excrescences,  or  to  fatty  degeneration,  or  to  atrophy  of  the  cyst  wall. 

Microscopical. — The  cyst  wall  is  lined  with  one  or  more  layers  of 
columnar  or  cuboidal  epithelium  with  or  without  cilia.  The  papillae 
are  made  up  of  a  connective-tissue  substratum  rich  in  blood-vessels 
and  covered  with  an  epithelial  layer,  which,  according  to  Pfannen- 
stiel,  may  be  of  the  ciliated  type.  These  cysts  frequently  undergo 
malignant  changes  which  may  occur  early  or  late  in  the  course  of 
the  growth.  When  such  changes  takes  place  early  it  may  involve 
only  a  small  area  in  the  interior  of  the  growth  and  can  only  be  diag- 
nosed by  microscopical  examination.  The  more  common  change  is 
the  carcinomatous,  although  there  may  be  sarcomatous  or  carcino- 
sarcomatous  changes.  In  our  series  there  were  two  cases  where  a 
carcinomatous  change  was  found. 

Emrys  believes  that  the  ascitis  fluid  when  present  is  a  secretion 
of  the  epithelium  covering  the  papillary  projections.  In  reviewing 
the  literature  it  is  surprising  to  note  how  little  attention  has  been 
paid  to  microscopic  examination  of  the  ascitic  fluid.  In  two  of  our 
cases  a  careful  study  of  the  ascitic  fluid,  obtained  in  one  case  by 
abdominal  paracentesis  and  in  the  other  during  abdominal  explora- 
tion, revealed  the  following  interesting  findings. 

In  the  first  case  the  fluid  was  straw-colored,  slightly  tinged  with 
blood  and  deposited  a  fibrinous  coagulum  on  standing.  Microscop- 
ical examination  of  the  serum  showed  1 1  per  cent,  of  polymorphonu- 
clear cells,  87  per  cent,  of  lymphocytes,  2  per  cent,  of  eosinophils 
and  a  few  large  undeveloped  cells  which  could  not  be  identified. 
The  clot  showed  10  per  cent,  of  polymorphonuclear  cells  and  90 
per  cent,  of  lymphocytes  and  an  enormous  number  of  large  cells 
with  their  protoplasm  in  all  degrees  of  degeneration  and  containing 
one  or  more  nuclei  and  numerous  nucleoli,  the  entire  picture  denoting 
malignancy. 

In  the  second  case  the  gross  appearance  of  the  fluid  was  the  same 
as  that  of  the  first  case.  The  microscopic  study,  however,  was 
quite  different.  There  were  numerous  lymphocytes  and  endothelial 
cells,  a  few  polymorphonuclear  and  red  cells  and  an  occasional 
normoblast  and  eosinophil,  but  no  malignant  cells.  These  interest- 
ing findings  show  the  importance  of  the  examination  of  the  ascitic 
fluid.  In  the  first  case  mentioned,  where  the  diagnosis  was  obscure 
and  the  differential  possibilities  many,  it  was  possible  for  us  to  make  a 
positive  diagnosis  and  perform  an  early  surgical  procedure  (see  Case 
IX). 
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Hfctastases. — True  metastases  of  papillomatous  cysts  of  the  ovary 
are  doubtful.  It  is  only  in  those  cysts  that  have  undergone  malig- 
nant changes  that  true  metastases  occur.  What  we  generally  term 
metastases  of  these  cysts  is  a  dissemination  of  the  papillae  which 
have  ruptured  through  the  cyst  wall.  These  vegetations  may  be 
implanted  upon  the  peritoneum,  omentum  or  any  abdominal  viscus. 
They  may  even  perforate  a  viscus  and  continue  to  grow  therein. 
In  Case  V  there  was  involvement  of  the  left  lung  by  a  process  of 
what  we  believe  was  a  true  metastasis,  although  we  have  nothing 
but  the  clinical  signs  to  substantiate  it. 

Symptomatology. — The  symptoms  of  this  disease  are  rather  vague 
and  seldom  are  referable  to  the  pelvic  organs.  It  is,  therefore, 
not  strange  that  when  these  patients  consult  the  surgeon  the  con- 
dition is  quite  advanced.  It  is  interesting  to  note  the  absence  of 
pain  which  accompanies  these  tumors.  A  few  of  the  more  constant 
complaints  are  indefinite  gastric  pains,  a  sense  of  weight  in  the  lower 
part  of  the  abdomen,  loss  of  body  weight,  and  an  enlargement  of 
the  abdominal  girth,  the  last  frequently  being  the  only  reason  that 
the  patient  consults  a  physician.  More  rarely  there  is  frequency 
of  urination,  edema  of  the  legs,  and  hydrothorax,  the  latter  almost 
always  affecting  the  right  side.  Physical  examination  reveals  the 
usual  signs  of  fluid  in  the  abdomen.  Rarely  can  a  mass  be  palpated 
through  the  abdomen.  On  vaginal  examination,  however,  a  definite 
mass,  irregular  in  outline,  can  be  distinctly  felt. 

Prognosis. — It  is  remarkable  that  when  one  considers  the  rapidity 
of  the  growth  of  these  tumors  and  the  involvement  of  important 
neighboring  structures,  with  the  lateness  of  operation,  that  more 
than  50  per  cent,  of  these  patients  remain  cured  after  five  years. 
Landau,  in  fifty-seven  cases,  twenty-three  of  which  reported  to  him, 
ten  were  well  nine  years  after  operation.  Hohne  reports  thirty- 
four  cases,  eighteen  of  which  showed  no  recurrence  after  five  years. 
Taufier  reports  forty-five  cases,  31  or  81  per  cent,  of  which  were 
alive  five  years  after  operation. 

In  our  series  of  eleven  cases  one  is  alive  and  well  seven  years 
after  operation  and  three  four  years  after  operation,  and  of  the 
seven  remaining  three  died  in  the  hospital  and  four  died  within  six 
months  of  their  discharge  from  the  hospital. 

Although  it  is  true  that  more  than  half  of  these  cases  live  for  a 
period  of  five  years  after  operation,  it  is  not  safe  to  count  on  a  perma- 
nent cure,  for  Landau  cites  two  cases  in  which  there  was  a  recurrence, 
one  eight  years  and  the  other  ten  years  after  operation.  In  the 
first  case  there  was  a  carcinomatous  degeneration  of  the  tumor, 
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and  in  the  second  case  the  tumor  was  of  the  same  character  as  at 
the  time  of  the  first  operation. 

Treatment. — In  cases  where  an  early  diagnosis  of  papillomatous 
cyst  of  the  ovary  has  been  made  and  the  papillae  have  not  perforated 
the  cyst  wall  and  have  become  deposited  over  the  abdominal  viscera, 
the  surgical  procedure  is  obvious,  removal  of  the  affected  part.  It 
is  in  a  larger  group  of  these  cases  in  which  the  involvement  of  the 
abdominal  viscera  is  extensive  where  the  dissemination  of  the 
papillomatous  vegetations  is  general  and  the  ascitic  fluid  is  present 
in  very  large  quantity,  that  Pozzi  has  so  clearly  described  the  opera- 
tive procedure.  Our  procedure  in  such  cases  closely  follows  that 
advocated  by  Pozzi  and  can  be  briefly  described  as  follows :  A  long 
median  incision  of  the  abdomen  is  made.  This  is  important  for  the 
reason  that  it  affords  the  surgeon  the  opportunity  of  thoroughly 
inspecting  the  abdominal  and  pelvic  organs.  A  total  hysterectomy 
with  removal  of  the  growth  and  adnexa  is  performed.  As  much  of 
the  excrescences  on  the  peritoneum  or  viscera  as  possible  is  removed 
and  the  abdomen  is  closed  with  drainage.  The  latter  will  be  more 
fully  described  later.  Irrigation  of  the  abdomen  with  saline  or 
sterile  water  has  been  employed  and  advised  by  many  surgeons, 
but  in  our  experience  we  have  found  no  occasion  for  employing 
such  measures. 

In  cases  where  the  condition  of  the  patient  or  the  size  of  the  growth 
is  such  that  it  does  not  permit  of  this  radical  operation  simply 
opening  the  abdomen  and  evacuating  the  fluid,  with  or  without 
removal  of  part  of  the  growth  and  the  establishment  of  drainage, 
has  given  startling  results  and  in  some  cases  complete  recovery 
followed.  In  recurring  growths,  either  benign  or  malignant,  re- 
peated operations  with  drainage  have,  according  to  Pozzi,  resulted 
in  improvement  and  long  duration  of  life.  It  was  the  latter  class  of 
cases  that  were  formerly  promptly  closed  up  by  the  surgeon  as 
inoperable  and  the  patient  was  apparently  doomed  to  an  early 
death.  It  was  noted,  however,  that  some  of  these  cases  lived  many 
years  and  others  recovered  completely  after  simply  opening  the 
abdomen.  Pozzi,  observing  these  phenomena,  was  able  to  formu- 
late his  well-known  method  of  treatment.  Where  only  one  ovary 
is  involved,  even  in  the  presence  of  generalized  papillomata,  Nagel, 
Hofmeier  and  others  advise  the  removal  of  the  affected  part  only, 
thus  giving  the  patient  a  chance  for  future  pregnancy.  Nagel  cites 
two  cases  in  his  experience  where  pregnancy  followed  conservative 
treatment.  Hofmeier  had  two  pregnancies  following  the  removal  of 
a  carcinomatous  ovary.     Taufier  had  two  cases  following  the  re- 
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moval  of  a  papillomatous  cyst  and  one  case  following  the  removal  of 
a  carcinoma.  Fromme  reports  three  cases  in  which  pregnancy 
followed  the  removal  of  such  cysts.  Pozzi,  agreeing  with  the  others, 
states  that  in  young  women,  even  though  a  second  operation  may 
be  necessary,  conservatism  is  advisable. 

Drainage  in  these  cases  is  strongly  advocated  by  Pozzi,  although 
no  scientific  explanation  is  given  therefore.  In  our  experience,  the 
best  method  of  drainage  is  what  is  known  as  the  Mikulicz  drain. 
This  consists  of  a  large  piece  of  rubber  dam,  with  perforations, 
which  is  inserted  into  the  pelvis,  umbrella  fashion,  and  packed  with 
several  strips  of  iodoform  gauze,  the  free  ends  of  the  entire  drain 
being  left  protruding  from  the  abdominal  incision.  The  gauze  is 
removed  in  several  pieces,  the  entire  drain  not  being  left  in  for  more 
than  four  or  five  days.  This  is  important,  for  very  frequently 
strong  adhesions  take  place  and  there  is  great  difficulty  in  removing 
the  drain.  When  the  Mikulicz  drain  is  removed,  a  rubber  tube  may 
be  substituted.  Other  surgeons  have  employed  drainage,  such 
drainage  not  having  been  inserted  at  the  operation,  but  only  after 
complications  have  arisen  during  the  postoperative  course.  Pozzi, 
however,  emphasizes  the  importance  of  immediate  drainage. 

Since  1910,  eleven  cases  of  papillomatous  cysts  have  been  operated 
upon  in  the  service  of  Dr.  Polak  at  the  Jewish  Hospital,  which  I 
desire  to  report. 

Case  I. — Dora  S.  (No.  9619),  aged  forty-four,  admitted  No- 
vember 15,  1910,  discharged  December  18,  1910.  Married  nineteen 
years.     No  children.     No  miscarriages. 

Diagnosis. — Papillomatous  cyst  of  the  ovary. 

Present  Illness. — For  three  months  the  patient  has  been  com- 
plaining of  pain  in  the  right  side  of  the  lower  abdomen.  The  pains 
are  dull  in  character  and  are  continuously  present.  At  times  they 
radiate  to  the  left  side.  The  pains  are  worse  during  the  night. 
At  times  she  complains  of  difficulty  in  urination.  The  bowels 
are  constipated. 

Operation. — Median  incision.  Large  amount  of  serosanguineous 
fluid  obtained.  Large  papillomatous  cysts  of  both  ovaries  found. 
Both  ovaries  and  tubes  were  removed. 

Pathological  Report. — Papillomatous  cyst  of  the  ovary.  Cyst 
also  contained  a  small  fibroid. 

Follow-up. — Patient  recovered.     No  recurrence  after  seven  years. 

Case  II. — Fannie  B.  (No.  13551),  aged  twenty-two,  admitted 
October  25,  191 1,  discharged  November  12,  191 1. 

Diagnosis. — Chronic  endometritis;  postoperative  adhesions;  papil- 
lomatous cyst  of  the  right  ovary. 

Past  History. — Appendectomy  seven  years  ago. 

Menstrual. — Began  at  twelve;  regular  every  four  weeks;  profuse 
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flow;  duration  ten  to  twelve  days;  severe  pain  the  first  four  days; 
last  period  October  gth;  previous  to  that  October  ist. 

Marital. — Married  three  years;  no  children,  no  miscarriages. 

Present  Illness. — For  the  past  month  the  patient  has  had  very 
irregular  menstrual  periods,  spotting  between  periods  and  some- 
times every  second  day.  For  the  last  four  weeks  the  patient  has 
complained  of  pain  in  the  left  side  (inguinal  region).  The  pain  is 
dull  in  character.  She  has  marked  frequency  of  urination  and 
burning. 

Vaginal. — Dextroverted  uterus;  endocervicitis;  indefinite  mass 
in  the  left  tubal  region. 

Operative  Findings. — Chronic  cervicitis;  endometritis;  dextro- 
verted uterus,  fixed  to  the  right  side  and  posteriorly;  right  tube 
angulated  and  fixed  to  the  round  ligament;  right  ovary  papilloma- 
tous; adhesions  of  the  omentum  to  the  appendicular  stump;  kinking 
of  the  ileum. 

Operation. — Dilatation  and  curettage,  trachelorrhaphy;  right 
salpingo-oophorectomy. 

Pathological  Examination. — Chronic  salpingitis,  with  slight  tend- 
ency toward  papillomatous  proliferation  of  ovarian  cyst.  Re- 
covered.    No  recurrence. 

Case  III. — Elizabeth  A.  (No.  24172),  aged  fifty,  admitted 
January  13,  1914,  discharged  February  8,  191 4. 

Diagnosis. — Papilloma  of  the  ovary. 

Menstrual.— Regular  every  four  weeks  until  a  year  ago.  For 
the  past  few  months  the  patient  has  had  periods  every  three  weeks. 
Flow  very  profuse. 

Marital. — Married  twenty-nine  years;  seven  children;  one  mis- 
carriage. 

Present  Illness. — Three  months  ago  the  patient  began  to  have 
profuse  bleeding  at  the  time  of  the  menstrual  period.  Soon  after- 
ward she  began  to  have  pains  in  the  abdomen.  A  physician 
was  consulted  and  told  her  that  she  had  a  tumor  in  her  abdomen. 
The  symptoms  have  increased  in  severity  since  the  onset.  Bowels 
constipated. 

Physical  Examination. — Abdomen  greatly  distended,  with  con- 
siderable bulging  in  the  flanks.  Percussion  note  flat  below  the 
umbilicus  and  in  the  flanks;  tympanitic  above  the  umbilicus.  In 
the  left  lower  quadrant  there  can  be  felt,  somewhat  indistinctly,  a 
mass  about  the  size  of  a  cocoanut,  the  consistency  of  which  it  is 
difficult  to  make  out  on  account  of  the  thick  abdominal  wall. 

Vaginal. — Uterus  carried  forward  by  cystic  tumor  filling  the 
upper  part  of  the  true  pelvis  and  the  false  pelvis. 

Operation. — Peritoneum  opened  and  a  large  amount  of  bloody 
fluid  evacuated.  Large  carcinomatous-appearing  tumor  of  the 
right  ovary  found.  Uterus  enlarged.  Panhysterosalpingo-oopho- 
rectomy  performed. 

Pathological  Report. — Papilloma  of  the  ovary;  no  evidence  of 
malignancy;  uterus  hypertrophy  of  musculature. 

Follow-up. — Patient  recovered.     No  recurrence. 
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Case  IV. — Leah  H.  (No.  145 17),  aged  fifty,  admitted  January 
18,  1913,  discharged  February  6,  1913. 

Diagnosis. — Chronic  peritonitis  with  ascites. 

Past  History. — Three  years  ago  the  patient  noticed  that  a  mass 
appeared  at  the  umbilicus,  which  mass  has  increased  in  size  since. 
Occasionally  it  caused  pain.  She  was  operated  upon  at  Mount 
Sinai  Hospital  for  umbilical  hernia,  five  months  ago. 

Menstrual. — Began  at  thirteen;  regular  until  ten  years  ago;  since 
irregular;  menopause  five  years  ago. 

Marital. — Married  thirty-two  years;  seven  children;  no  mis- 
;arriages. 

Present  Illness. — Two  months  ago  the  patient  began  to  complain 
of  pain  in  the  lower  central  and  right  abdomen.  This  was  sharp 
at  times  and  radiated  to  the  upper  abdomen.  At  the  same  time 
the  patient  noticed  progressive  enlargement  of  the  abdomen.  She 
complained  of  heaviness  in  the  abdomen  and  in  the  pelvis. 

Physical  Examination. — Abdomen  very  large;  marked  bulging 
in  the  flanks.  Palpation  reveals  a  large  ovoid  mass  occupying 
the  umbilical,  left  lumbar  and  left  iliac  regions.  This  mass  is 
movable  and  apparently  attached  to  some  other  organ  within  the 
pelvis.  The  mass  is  not  very  tender  and  feels  tense,  smooth  and 
elastic.  On  percussion  there  is  dulness  over  the  lower  portion  of 
the  abdomen. 

Vaginal. — Uterus  enlarged,  hard  and  fixed,  containing  a  growth; 
mass  probably  fibroid. 

Operation. — Abdomen  opened;  gush  of  serous  fluid  followed; 
about  1  gallon  of  fluid  was  evacuated.  The  peritoneum  of  the 
entire  abdominal  cavity  was  found  to  be  covered  by  soft  friable  new 
tissue  resembling  papillomatous  metastases.  Specimen  excised 
and  on  examination  was  found  to  be  a  piece  of  omental  fat. 

Follow-up. — Patient  died. 

Case  V. — Dora  S.  (No.  29439),  aged  forty-five,  admitted  No- 
vember 14,  1914,  discharged  December  14,  1914. 

Diagnosis. — Malignant  papillomatous  cyst  of  the  ovary  and 
peritoneum. 

Past  History. — For  the  past  four  years  the  patient  has  had  attacks 
of  intermittent  cramp-like  pains  over  the  entire  abdomen,  usually 
beginning  in  the  lower  part  of  the  abdomen  and  radiating  upward 
to  the  epigastric  region  and  the  right  and  left  hypochondriac  regions. 
These  came  on  every  nine  to  ten  months  and  lasted  one  hour. 
They  were  usually  relieved  by  hypodermic  injections  or  vomiting. 

Menstrual. — Began  at  fourteen;  regular  every  four  weeks.  Be- 
ginning in  July,  1914,  and  till  two  weeks  before  admission,  the 
patient  noticed  occasional  spotting,  intermittent  in  character  and 
having  a  slight  odor. 

Marital. — Married  twenty-eight  years;  eleven  children;  no 
miscarriages. 

Present  Illness. — Three  months  ago  the  patient  began  to  feel  a 
heavy  mass  in  the  pelvis  and  felt  as  though  her  womb  were  distended. 
At  the  same  time  she  began  to  spot  occasionally.     She  also  noticed 
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that  her  abdomen  was  becoming  larger  and  harder.  She  became 
very  much  constipated  and  had  a  sense  of  distention  in  both  flanks. 
The  patient  became  very  emaciated  and  weak.  She  has  lost  about 
20  pounds  in  the  past  few  weeks. 

Physical  Examination. — Abdomen  distended  and  enlarged  -to 
about  an  eight  months'  pregnancy.  Tympany  on  percussion.  No 
masses  felt  on  account  of  the  great  distention. 

Vaginal. — Uterus  pushed  upward  and  forward  by  a  sensitive 
cystic  fixed  tumor  behind.  The  pelvic  floor  shows  a  bilateral 
laceration,  left  side,  extending  to  the  anus. 

Operative  Findings. — Large  quantity  of  serous  fluid  in  the  peri- 
toneal cavity.  Parietal  peritoneum  studded  with  nodular  tumors. 
Uterus,  sigmoid,  rectum  and  left  adnexa  massed  together  by  papil- 
lomatous adhesions.  Thin-walled  cyst  of  the  right  ovary.  Omen- 
tum thickened,  contracted  and  shortened  by  the  same  process. 

Operation. — Long  incision;  evacuation  of  fluid  and  closure  of 
abdomen.  Four  hours  after  operation  lower  angles  of  the  wound 
opened  and  a  Mikulicz  drain  inserted. 

Postoperative. — The  patient  was  readmitted  December  26,  1914. 
Since  her  discharge  two  weeks  ago,  the  patient  noticed  that  her 
abdomen  was  increasing  in  size.  The  abdomen  was  again  opened 
and  drained.     The  patient  was  discharged  February  14,  1915. 

Follow-up. — After  the  patient  left  the  hospital,  she  developed 
metastasis  in  the  left  lung  and  died  two  months  after  leaving  the 
hospital. 

Case  VI. — Rose  M.  (No.  29458),  aged  forty-seven,  admitted 
December  27,  1914,  discharged  January  25,  1915. 

Diagnosis. — Papillomatous  cyst  of  the  left  ovary  with  metastases 
of  the  peritoneum  and  liver. 

Past  History:  Menstrual. — Menses  began  at  fifteen;  regular  every 
four  weeks.  For  the  past  three  years  the  patient  has  had  pains 
for  eight  days  preceding  her  period  and  accompanying  it.  These 
pains  are  located  quite  over  the  entire  abdomen  and  in  both  iliac 
fossae. 

Marital. — Married  twenty-five  years;  fifteen  children,  youngest 
six  years;  normal  labors;  three  miscarriages. 

Present  Illness. — For  the  past  six  months  the  patient  has  noticed 
that  her  abdomen  had  enlarged  gradually.  The  pains  at  her  men- 
strual periods  were  becoming  more  severe  each  month.  During 
her  last  period  she  had  a  sensation  as  if  the  "abdominal  wall  were 
being  torn  open."  She  had  pain  on  defecation  and  pain  in  the 
bladder  region,  which  pain  was  relieved  after  voiding.  No  vomiting; 
no  fever;  no  chills;  no  jaundice;  no  loss  of  weight. 

Physical  Examination. — Abdomen  markedly  enlarged,  but  sym- 
metrical. Tympanitic  about  the  umbilicus,  but  flat  in  both  flanks. 
The  flatness  shifts  with  change  in  posture,  showing  fluid  present  in 
the  peritoneal  cavity.  Scattered  indefinite  masses  are  palpable. 
These  masses  seeminlgy  have  no  definite  relation  to  any  special 
organ.    Viscera  not  palpable. 
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Operation  {December  31,  1914). — Median  longitudinal  incision  in 
the  lower  abdomen.  Peritoneum  opened  and  the  whole  peritoneal 
cavity  found  full  of  sanguinous  fluid.  About  2  quarts  of  fluid 
removed.  On  examination,  the  uterus  was  found  to  be  normal. 
The  left  ovary  was  the  size  of  a  cocoanut,  with  multiple  small  papil- 
lomatous cysts.  The  peritoneum  was  covered  with  numerous  small 
metastases.  The  whole  mesentery  was  thickened  and  entirely 
involved.  The  glands  in  the  pelvis  and  mesentery  were  all  enlarged. 
Extensive  metastases  prevented  any  surgical  interference.  The 
abdomen  was  closed. 

Pathological  Report. — Histologically,  the  tissue  shows  infiltration 
with  cells  resembling  carcinoma. 

Result. — The  patient  died  in  the  hospital. 

Case  VII. — Mary  K.  (No.  34127),  aged  forty-five,  admitted 
October  15,  1915,  discharged  November  n,  1915. 

Diagnosis. — Polypoid  endometritis;  papillomatous  ovary. 

Past  History. — SLx  years  ago,  following  childbirth,  the  patient 
had  swollen  joints;  four-year  duration  with  remissions  and  exacerba- 
tions. 

Menstrual. — Began  at  seventeen;  regular;  one  week  duration; 
always  excessive. 

Marital. — Married  twenty-three  years;  five  children;  no  mis- 
carriages. 

Surgical. — Eight  years  ago  had  a  curettage. 

Present  Illness. — Since  last  childbirth,  six  years  ago,  the  patient 
has  complained  of  chronic  constipation,  frequency  and  cramp- 
like pains  at  various  intervals  in  the  abdomen.  For  the  past  year 
her  menstrual  periods  have  become  irregular.  She  has  been 
spotting.  Periods  are  every  three  to  eight  weeks;  intramenstrual 
bleeding;  menorrhagia  and  metrorrhagia,  marked  for  the  past  six 
weeks. 

Physical  Examination. — Negative. 

Operation. — Supravaginal  hysterosalpingo-oophorectomy. 

Operative  Findings. — The  uterus  is  enlarged  to  the  size  of  a  two- 
months'  pregnancy.  Right  adnexa,  parametrium  and  broad  liga- 
ment the  seat  of  varicosities.  Tube  normal.  Right  ovary  cystic 
with  papillomatous  degeneration  on  a  calcareous  formation.  Left 
ovary  and  tube  normal  for  age  of  patient.  Cavity  of  uterus  the 
seat  of  polypoid  endometritis.     Right  polyp  at  right  side. 

Pathological  Examination. — Specimen  preserved  and  mounted. 

Follow-up. — Patient  recovered  and  is  living  and  well. 

Case  VIII. — Fannie  B.  (No.  34437),  aged  fifty-four,  admitted 
November  3,  191 5,  discharged  November  28,  191 5. 

Diagnosis. — Papilloadenocystoma  of  left  ovary. 

Menstrual. — Regular  every  thirty  days  until  two  years  ago  when 
her  periods  became  irregular. 

Marital. — Married  thirty- two  years;  two  children;  no  mis- 
carriages. 

Present  Illness. — For  past  five  months  the  patient  has  noticed 
that  the  abdomen  was  becoming  gradually  larger.     She  felt  a  sense 
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of  weight  and  had  an  uncomfortable  feeling  in  the  pelvis.  She 
then  began  to  have  incontinence  of  urine. 

Operation. — Subtotal  hysterectomy;  bilateral  salpingo-oopho- 
rectomy. 

Operative  Findings. — Free  fluid,  of  a  thick  colloid  character,  in 
the  abdomen.  The  peritoneum  is  generally  injected  and  thickened. 
Papillomatous  cyst  of  the  left  ovary  with  papillary  outgrowths  at 
the  upper  left-hand  corner.  The  tumor  extends  up  to  the  ensiform. 
Right  ovary  incarcerated  in  the  pelvis,  pushing  the  uterus  upward. 
It  is  also  papillomatous  with  possible  malignant  degeneration,  all 
densely  adherent.  The  uterus  is  small  with  a  nodule  on  its  right 
anterior  face.     The  omentum  shows  signs  of  lymphatic  thickening. 

Pathological  Examination. — Histologically,  not  malignant.  Papil- 
loadenocystoma. 

Patient  recovered. 

Follow-up. — No  follow-up  record. 

Case  IX. — Libbie  S.  (No.  34874),  aged  fifty-two,  admitted 
November  28,  1915,  discharged  January  1,  1916. 

Diagnosis. — Papilloadenomatous  cysts  of  both  ovaries.  Pro- 
cidentia (complete). 

Menstrual. — Menopause  one  year  ago. 

Marital. — Married  thirty-three  years;  seven  children;  no  mis- 
carriages. 

Present  Illness. — For  six  months  the  patient  has  had  pain  in  the 
epigastrium  and  marked  prolapse.  Then  she  began  to  spot.  For 
the  past  few  days  there  has  been  difficulty  in  urinating. 

Physical. — Abdomen  shows  distention  of  the  lower  portion  and 
bulging  in  the  flanks.  There  is  free  fluid  in  the  abdomen.  Detec- 
tion of  nodules  in  the  midline  near  the  umbilicus.  Central  cystic 
tumor  coming  from  the  pelvis.  Complete  procidentia  with  com- 
plete inversion  of  the  vaginal  walls.  Cervix  hypertrophied  and 
cystic  with  a  pedunculated  growth  from  the  posterior  lip. 

Operation. — Medium  abdominal  incision  under  local  anesthesia 
and  insertion  of  drain. 

Operative  Findings. — Bilateral  papillomatous  adenocystoma  in- 
volving the  peritoneum  and  omentum.     Omentum  destroyed. 

Pathological  Examination. — Cytology  of  fluid;  numerous  lym- 
phocytes; occasional  polymorphonuclear  and  many  endothelial 
cells;  occasional  red  cell,  normoblast  and  eosinophile.  No  malignant 
cells  apparent. 

Follow-up  Record. — Patient  died  within  six  months. 

Case  X. — Anna  N.  (No.  39426),  aged  forty -five,  admitted 
October  1,  1916,  discharged  October  29,  1916. 

Diagnosis. — Papillomatous  ovarian  cyst. 

Past  History. — -Patient  operated  upon  three  years  ago  for  strangu- 
lated umbilical  hernia. 

Menstrual. — Began  at  twelve;  regular  until  the  twenty-fourth 
year;  then  menstruated  once  in  a  year  or  so  until  four  years  ago, 
when  the  interval  became  shorter  so  that  she  began  menstruating 
every  four  months  and  later  every  twenty-eight  days,  with  severe 
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pain  in  the  right  side,  thigh  and  back.  For  the  past  year  she  has 
been  flowing  profusely. 

Marital. — Married  at  fourteen;  one  year  to  first  husband;  one 
miscarriage.  Married  twenty-one  years  to  second  husband;  never 
pregnant. 

Present  Illness. — Four  years  ago  the  patient  noticed  progressive 
enlargement  of  the  abdomen.  (She  has  always  been  a  great  beer 
drinker.)  About  six  months  later  she  was  tapped.  Since  then 
she  has  been  tapped  at  infrequent  intervals.  A  year  ago  she  be- 
came aware  of  the  presence  of  a  mass  in  the  left  side  of  the  abdomen. 
Recently  the  patient  has  noticed  edema  of  the  lower  extremities, 
especially  after  long  stand. 

Physical. — Abdomen  markedly  distended;  no  tenderness;  no 
rigidity;  definite  fluid  wave.  A  mass,  the  size  of  a  football,  round, 
not  tender,  movable,  fluctuates,  is  felt  in  the  left  lower  quadrant, 
extending  over  toward  the  right  side.    Extremities  slightly  edematous. 

Vaginal. — Not  recorded. 

Operation. — Removal  of  cyst  and  appendectomy. 

Operative  Findings. — Papillomatous  cysts  of  both  ovaries. 

Pathological  Examination. — Not  recorded. 

Follow-up  Record. — Patient  still  alive.     No  fluid. 

Case  XL — C.  L.,  aged  forty-two,  admitted  February  22,  1916, 
discharged  April  2,  1916,  unimproved. 

Diagnosis. — Papillomatous  cyst  of  the  left  ovary  with  general 
dissemination. 

Previous  History. — Patient  was  operated  upon  about  eight  months 
ago  at  the  Jewish  Hospital,  Brooklyn,  N.  Y.,  where  an  extraperi- 
toneal abscess  on  the  left  side  was  evacuated  and  drained. 

Menstrual  History. — Began  at  fourteen;  28-day  type;  5-day 
duration;  premenstrual  pain.  A  few  years  after  married  her  periods 
became  irregular,  every  two  to  three  weeks;  last  period  February 
12,  1916. 

Marital  History. — Married  nine  years;  five  children;  last  child 
eleven  months  ago. 

Present  Illness. — Since  the  operation  eight  months  ago  the  patient 
has  complained  of  occasional  attacks  of  abdominal  cramps,  with 
nausea  and  constipation.  Three  days  before  admission  to  the 
hospital  she  was  taken  ill  with  pain  in  the  lower  left  quadrant, 
nausea  and  vomiting;  no  fever. 

Physical  Examination. — Heart  irregular;  chest  emphysematous, 
with  a  suspicious  tubercular  process  at  the  left  apex;  abdomen 
distended;  spleen  palpable;  tenderness  over  the  lower  third  of  the 
left  rectus;  uterus  dextroverted,  with  a  mass  on  the  right  side 
which  is  made  up  of  cecum  adherent  to  the  right  broad  ligament  and 
right  adnexa  posteriorly;  left  broad  ligament  is  shortened  and 
thickened;  presence  of  fluid;  shifting  dulness  in  both  flanks.  Gas- 
tric contents,  negative;  #-ray  examination,  negative;  blood  count. 
12,400  white  cells;  77  per  cent,  of  polymorphonuclears,  21  per  cent, 
of  lymphocytes  and  2  per  cent,  of  large  transitionals ;  red  cells, 
3,500,000;  hemoglobin  70  per  cent. 
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Operation. — March  7,  1916.  Median  abdominal  incision.  Papil- 
lary cystadenoma  involving  the  omentum,  uterus,  adnexa  and 
peritoneum.  Nodules  on  the  free  border  of  the  liver.  About  one 
liter  of  straw-colored  fluid  in  the  abdomen  and  a  few  gelatinous 
masses  in  the  pelvis.  Operation  was  an  exploratory  laparotomy 
and  drainage.  The  patient  made  a  good  postoperative  recovery 
and  left  the  hospital  in  fair  condition.  She  died  three  months  after 
leaving  the  hospital. 

Case  XII. — G.  B.,  aged  fifty-two,  admitted  November  28, 
discharged  December  5,  1916. 

Diagnosis. — Papillary  cystadenocarcinoma  of  the  ovaries  and 
omentum. 

Family  History. — Negative. 

Menstrual  History. — Menopause  two  years  ago;  menstruation 
usually  every  four  weeks,  of  five  days'  duration;  no  dysmenorrhea. 
Married  twenty-eight  years;  four  children,  all  alive  and  well;  young- 
est twelve  years  old;  no  miscarriages  or  abortions;  easy  births. 

Past  History. — About  twenty-four  years  ago  the  patient  had 
an  attack  of  abdominal  cramps  which  started  in  the  right  lower 
quadrant  and  radiated  to  the  back.  These  attacks  were  severe 
and  accompanied  by  vomiting;  no  fever  or  chills.  At  the  same  time 
the  patient  noticed  a  movable  mass  in  the  right  lower  quadrant  of 
her  abdomen.  She  was  advised  to  have  this  tumor  removed. 
The  attacks  lasted  about  six  months  and  when  they  stopped,  the 
mass  disappeared.  Up  to  the  present  illness  she  has  had  no  re- 
currence of  these  attacks. 

Present  Illness. — The  patient  was  in  fairly  good  health  until  about 
three  months  ago  when  she  began  to  have  pains  in  the  epigastrium 
and  weakness  with  a  feeling  of  pressure  in  the  right  lower  quadrant. 
She  felt  a  hard  mass  in  the  lower  part  of  the  abdomen,  which  was 
slightly  tender.  She  had  no  nausea,  chills,  fever  or  vomiting  and 
her  appetite  was  good.  She  complained  of  excessive  dryness  of 
the  tongue  and  lost  weight.  She  had  frequency  of  urination  and 
also  noticed  an  increase  in  the  size  of  her  abdomen. 

Preoperative  Findings. — Heart  negative;  abdomen  diffusely  dis- 
tended with  bulging  in  both  flanks,  and  moderate  tension;  nodular 
palpable  mass  found  on  the  right  side;  all  of  the  subcutaneous 
lymphatic  chains  are  palpable;  laceration  of  the  pelvic  floor  with 
rectocele  and  ureterocele;  left  laceration  of  the  cervix.  The  uterus 
was  pushed  forward  by  a  cystic  mass  posteriorly. 

Operative  Findings  {Dec.  2,  191 6). — The  abdomen  was  opened 
through  a  median  incision.  A  large  quantity  of  straw-colored 
fluid  was  present  in  the  peritoneal  cavity.  The  uterus  was  small, 
5  X  6  X  4  cm.  The  left  ovary  was  the  seat  of  a  polycystic  growth 
about  the  size  of  a  grape  fruit;  individual  cysts  varied  in  size  from 
a  walnut  to  an  orange  and  were  filled  with  straw-colored  fluid.  The 
left  tube  was  adherent  to  the  cystic  mass,  which  was  covered  by 
small  papillomatous  growths.  The  right  ovary  was  cystic  and 
adherent  to  omental  tumor.  The  right  tube  was  the  seat  of  chronic 
salpingitis.     The  uterus  was  studded  at  the  anterior  surface,  below 
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the  fundus,  with  papillomatous  growths  extending  on  to  the  bladder. 
The  pelvic  peritoneum  was  also  studded  with  similar  growths. 
The  omentum,  containing  several  cysts  of  varying  size,  is  very 
much  thickened  and  is  covered  with  papillomatous  growths.  The 
cecum,  part  of  the  ascending  colon  and  the  ileum  are  adherent  to 
the  omental  mass.  There  was  no  apparent  involvement  of  any 
other  abdominal  viscus. 

Operation. — Total  hysterosalpingo-oophorectomy  with  resection 
of  the  omentum  and  Mikulicz  drain. 

Examination  of  the  ascitic  fluid  showed  that  there  was  fibrinous 
coagulation  containing  red  blood  cells. 

Cystology  of  the  fluid  showed  polymorphonuclear  n  per  cent., 
lymphocytes  87  per  cent.,  eosinophiles  2  per  cent.,  and  a  few  large 
developed  cells  which  could  not  be  identified. 

Examination  of  the  clot  showed  polymorphonuclear  10  per  cent., 
lymphocytes  90  per  cent.  It  also  presented  an  enormous  number 
of  very  large  cells  with  their  protoplasm  in  all  degrees  of  degenera- 
tion, with  large  nuclei  containing  many  nucleoli  and  occasional 
multi  nuclei  suggestive  of  malignancy. 

Pathological  report  on  the  tumor  mass  was  that  of  a  papillary 
cystadenocarcinoma 

The  patient's  temperature  on  admission  was  100.40  F.  She  was 
kept  in  the  hospital  four  days  before  operation.  After  the  operation 
the  temperature  was  1010  F.  The  third  day  after  operation  the 
patient  suddenly  developed  acute  cardiac  dilatation  with  a  tempera- 
ture of  1 04°  F.,  pulse  164,  and  very  quickly  expired. 

DEDUCTIONS. 

The  value  of  the  examination  of  the  ascitic  fluid  as  bearing  on 
prognosis  and  treatment,  is  important. 

Total  extirpation  of  the  uterus  and  adnexa  is  the  ideal  procedure. 

Prognosis  is  more  favorable  than  is  usually  believed. 

The  growth  may  undergo  various  changes,  progressive,  malignant 
or  local  recurrence. 

Even  incomplete  removal  of  the  growth  with  proper  drainage 
may  be  followed  by  complete  recovery. 

Repeated  operations  for  recurring  growths  are  valuable. 

500  Hopkinson  Avenue. 
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AN  INVENTORY  OF  GYNECOLOGICAL  CLINICS.* 

BY 
FREDERICK  C.  HOLDEN,  M.  D.,  F.  A.  C.  S., 

Clinical  Professor  of  Obstetrics  and  Gynecology,  L.  J.  College  Hospital;  Obstetrician  and 
Gynecologist-in-  Chief,  Greenpoint  Hospital,    Brooklyn,  N.  Y. 

There  seems  to  be  no  better  way  to  express  the  spirit  of  this 
paper  than  to  quote  Pasteur  who,  in  a  letter  to  his  friend  Nisard  said: 
"  To-day  at  the  Institute  and  tomorrow  at  the  Academie  de  Medicin 
I  shall  give  a  new  lecture.  Do  repeat  to  me  every  criticism  you 
hear,  I  shall  prefer  them  to  praise." 

It  must  be  obvious  that  an  inventory  is  of  necessity  one  of  com- 
parisons and  I  shall  show  first  by  describing  the  ideal  what  the 
comparisons  should  be. 

The  ideal  gynecological  service  will  first  of  all  be  a  continuous  one 
in  a  general  hospital  where  there  is  ready  access  to  consultation.  A 
teaching  institution  is  furthermore  of  advantage  because  it  undoubt- 
edly raises  the  standard  of  work  and  still  another  advantage  is  to 
have  a  service  in  an  institution  in  which  there  are  both  private  and 
charity  patients,  thus  making  it  possible  for  the  chief  of  service  to 
be  a  one-hospital  man.  The  Director  will  have  had  a  number  of 
years  training  in  obstetrics  and  gynecology,  preferably  in  a  teaching 
institution.     He  has  full  power  to  appoint  and  dismiss  his  associates 

*  Read  at  a  meeting  of  the  New  York  Obstetrical  Society,  April  9,  1918. 
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and  assistants  and  is  never  handicapped  by  legacies.  In  other  words, 
if  the  service  is  worth  while  he  is  given  every  facility  and  encourage- 
ment, and  failing,  his  place  will  be  filled  by  someone  else.  It  is 
only  by  such  an  arrangement  of  the  professional  staff  that  a  proper 
relationship  can  exist  between  the  Director  and  his  associates;  a 
relationship  that  permits  and  encourages  frank  speech  both  up  and 
down  the  line.  We  too  often  find  associates  who  are  not  expected 
to  suggest  and  criticize.  There  should  be  a  loyal  cooperation  which 
eliminates  the  handicap  of  any  personal  feeling  of  rank  or  position. 
Then  the  benefit  to  the  service  is  the  only  aim  of  each  one's  energy. 

Although  I  approve  of  the  combined  departments  of  obstetrics 
and  gynecology,  both  in  college  and  hospital,  I  have  seen  some  very 
excellent  obstetricians  do  poor  gynecology.  They  excel  in  obstetrics 
because  they  have  been  trained  in  it  primarily,  and  have  subse- 
quently entered  the  field  of  gynecology  without  a  sufficient  surgical 
training. 

The  term  of  service  for  the  chief  should  not  extend  beyond  the  age 
of  sixty  for  two  reasons,  first,  very  few  men  can  maintain  a  sufficient 
degree  of  energy  and  enthusiasm  which  is  really  necessary  for  the 
head  of  the  service  and  secondly,  a  longer  term  prevents  younger 
men  from  coming  forward  when  they  ought  to  have  that  oppor- 
tunity. Promotion  is  the  best  stimulus  to  the  enthusiastic  young 
man. 

No  service  is  complete  without  a  well-trained  resident  who  means 
very  much  to  the  service  from  the  standpoint  of  the  patients,  the 
hospital,  the  intern  staff,  the  records  and  the  attending  staff. 

The  bed  capacity  must  be  great  enough  to  accommodate  a  suffi- 
cient number  of  cases,  both  nonoperative  and  operative;  say,  a 
minimum  of  twenty-five. 

Continuity  of  service  is  desirable.  It  means  a  higher  average 
standard  of  treatment  for  the  patient,  and  this  is  the  primary  factor 
to  consider  in  regard  to  hospital  efficiency.  It  makes  possible  the 
carrying  out  of  plans  and  the  accumulation  of  statistics  of  a  large 
number  of  cases  which  a  short  service  does  not  give  the  operator  a 
chance  to  develop. 

This  hospital  organization  embraces  a  dispensary,  operating 
rooms,  anesthetic  rooms,  quiet  rooms,  recovery  wards,  modern 
laboratory  facilities,  and  a  well-organized  training  school  for  nurses. 

The  dispensary  in  the  gynecological  clinic  is  a  factor  of  great 
importance.  It  is  very  intimately  associated  with  the  hospital  serv- 
ice, with  the  men  in  charge  under  the  control  of  the  Chief  of  the 
service  taking  care  that  their  work  be  made  as  interesting  as  possible. 
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There  is  no  one  thing  which  tends  to  stimulate  interest  as  much  as 
having  the  dispensary  men  in  line  for  service  in  the  hospital.  The 
Chief  of  the  service  makes  it  a  point  to  attend  the  dispensary  at  not 
too  infrequent  intervals  and  thereby  keeps  in  close  touch  with  the 
character  of  the  work  that  is  being  done.  The  original  dispensary 
history  with  its  subsequent  findings,  including  the  diagnosis  accom- 
panies the  patient  into  the  hospital  and  becomes  a  part  of  the 
hospital  record,  and  when  the  patient  finally  returns  to  the  dispen- 
sary for  postoperative  care  and  treatment,  the  entire  history  goes 
back  with  her  to  the  dispensary.  In  this  way  the  dispensary  men 
know  how  near  their  diagnosis  was  confirmed  by  operation,  what 
the  treatment  in  the  hospital  was,  what  operations  were  performed, 
and  what  pathology  was  discovered  at  the  operations.  They  in 
turn  keep  the  Chief  informed  as  to  the  postoperative  results.  The 
dispensary  Chiefs  have  regular  times  for  assembling  cases  which  are 
of  special  interest,  especially  those  unfortunates  who  have  poor 
operative  results,  those  with  obscure  diagnoses,  and  a  consultation 
of  the  Chief  and  his  associates  upon  these  cases,  with  particular 
reference  to  the  failures  is  valuable. 

.  A  well-organized  Social  Service  Department  is  a  great  asset  to 
a  dispensary  service.  In  fact  satisfactory  work  is  not  possible 
without  some  such  aid. 

The  Chiefs  of  clinics  are  properly  assigned  from  time  to  time  to 
duties  in  the  hospital,  so  that  in  the  event  of  illness  or  vacation  of  the 
men  in  the  inside,  the  service  is  continued  by  some  one  familiar  with 
it.  The  Chief  who  has  vision  realises  it  is  the  dispensary  that  sees 
the  patients  first  and  last  and  that  work  done  there  is  of  inestimable 
value.  It  is  only  by  his  personal  contact  and  that  of  his  associates 
with  the  dispensary  that  a  high  degree  of  efficiency  is  maintained. 
In  private  hospitals  where  it  is  not  possible  on  account  of  the 
financial  conditions  to  have  many  patients  remain  over  a  consider- 
able time  for  preoperative  preparation  and  care  the  dispensary 
staff  is  instructed  to  get  these  patients  in  the  best  possible  physical 
condition  for  operation  before  entering  the  hospital  and  this  work  is 
greatly  facilitated  by  the  Social  Service  Department.  In  this  way 
much  can  be  done  to  diminish  the  necessary  length  of  time  in  the 
hospital  before  operation. 

What  are  some  of  the  defects  in  operating  room  technic?  First, 
I  would  speak  of  the  number  of  operating  rooms  one  sees  that  are 
entirely  too  small,  wherein  though  there  may  be  a  large  amphithea- 
tre, the  operating  pit  is  limited  in  size.  One  is  impressed  with  the 
frequency  of  the  breaks  in  technic  on  account  of  this  overcrowding 


96        holden:  ax  inventory  of  gynecological  clinics 

of  an  inadequate  floor  space.  The  floor  area  should  be  sufficiently 
large  to  allow  of  the  shifting  of  patients  without  having  unsterilized 
assistants  rub  against  sterile  tables.  The  portable  operating  table 
on  which  the  patient  receives  the  anesthesia,  in  a  room  set  aside  for 
that  purpose,  and  in  which  the  vaginal  preparation  and  catheri- 
zation  are  done  before  the  patient  is  wheeled  into  the  operating  room, 
has  its  advantages  as  it  means  much  less  confusion  and  disturbance 
of  proper  technic  than  the  stationary  table  to  which  the  patient 
has  to  be  lifted  on  and  off  before  and  after  operating. 

A  well-trained  permanent  nurse  to  handle  instruments,  sutures 
and  sterile  dressings  is  as  essential  in  a  well-conducted  operating 
room  as  a  trained  polo  pony  is  to  a  polo  game.  The  handling  of 
instruments  and  sutures  by  pupil  nurses  means  a  longer  anesthesia, 
undue  waste  of  material  and  more  frequent  infections.  Where 
pupil  nurses  are  used  in  this  capacity,  rather  than  submit  to  this 
incompetent  assistance,  some  operators  remove  their  instruments 
from  the  sterilizer,  set  up  the  table  and  thread  their  own  needles. 
Fortunately  most  hospitals  realize  the  necessity  of  a  well-trained 
instrument  nurse. 

We  very  often  find  too  many  assistants  at  the  operating  table. 
Not  long  since,  in  one  of  our  large  New  York  hospitals,  I  saw  a 
gynecologist  of  note  operating  in  a  room  not  larger  than  a  good-sized 
closet  with  no  fewer  than  seven  assistants.  Each  person  taking 
part  in  the  operation,  over  the  irreducible  minimum,  multiplies  the 
chances  for  infection.  Within  the  last  two  months  I  have  seen 
two  Chiefs  in  two  of  our  large  hospitals,  dry  their  hands  and 
arms  with  sterile  towels  before  donning  a  sterile  gown.  In  each 
instance  the  towel  was  repeatedly  brought  into  contact  with  the 
unsterile  rubber  apron.  It  seems  preferable  to  put  on  a  long  sleeved 
gown  before  drying  the  hands,  preparatory  to  putting  on  the  gloves. 
One  frequently  observes  an  operator  or  assistant  adjusting  the 
outside  of  one  glove  with  the  other  ungloved  hand.  It  is  not  unusual 
to  see  the  gown  of  an  instrument  nurse  which  does  not  meet  in  the 
back  and  as  she  turns  her  back  to  the  instrument  table  an  unsterile 
uniform  rubs  against  a  sterile  table.  One  repeatedly  notes  that  the 
assistant  who  applies  tincture  of  iodine,  or  in  some  other  way  pre- 
pares the  abdomen,  rubs  his  sterile  gown  against  an  undraped  table. 

The  matter  of  abdominal  wound  protection  is  one  which  receives 
very  inadequate  attention.  In  some  clinics  an  attempt  is  made  to 
protect  the  skin  edges,  but  the  deeper  layers  of  the  abdominal  wound 
remain  unprotected  and  are  constantly  traumatized  by  hands, 
instruments  and  retractors,  and  the  possibility  of  infection  thereby 
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increased.  In  a  period  of  two  years  in  an  active  gynecological 
service  of  twenty-five  beds,  we  have  had  pus  in  only  three  abdominal 
wounds. 

Operating  through  a  small  abdominal  wound  takes  more  time 
in  the  aggregate,  induces  more  trauma,  and  is  in  many  other  ways 
less  satisfactory  than  a  moderately  large  one.  The  self-retaining  re- 
tractor properly  placed  has  several  points  of  advantage,  including 
less  trauma  and  fewer  assistants.  Of  course  it  is  understood,  that 
prerequisite  to  good  exposure,  is  complete  anesthesia.  The  Tren- 
delenburg posture  is  preferable,  and  it  is  surprising  how  seldom  the 
laparotomy  sponge  is  necessary  for  the  purpose  of  holding  back 
intestines,  especially  if  there  has  been  proper  preparation  and  the 
patient  has  been  properly  anesthetised.  In  about  one  out  of  every 
ten  cases  it  is  necessary  to  use  some  means  of  holding  back  the 
intestines,  and  for  such  cases  the  Bissel  laparotomy  pad1  fulfils 
that  purpose  in  a  very  satisfactory  manner. 

There  is  a  great  difference  in  the  amount  of  noise,  bustle  and  con- 
fusion one  notices  at  different  clinics.  Ideally  an  operator  is  not 
tired  but  as  temperamently  fit  to  operate  as  a  golf  player  must  be  to 
play  golf  fairly  well.  And  yet  there  are  many  men  who  when  tired 
and  irritable  undertake  the  performance  of  grave  operations.  The 
impression  one  gets  from  watching  such  an  operator  at  work  is 
anything  but  favorable.  The  man  who  has  the  interest  of  his 
patient  at  heart  should  have  had  sufficient  acquaintance  with  the 
pathology  and  condition  of  the  patient  from  preoperative  associa- 
tion to  enable  him  to  operate  expeditiously  with  a  minimum  of 
trauma,  and  within  a  reasonable  time,  hurry  never  being  a  requisite 
to  good  surgery. 

How  many  of  us  realize  the  importance  of  the  operation  to  the 
patient  and  the  patient's  friends?  How  often  do  we  hear  a  man 
talk  about  irrelevant  trivial  matters  during  the  time  he  is  operating? 
To  be  personal,  which  I  think  is  always  necessary  to  bring  us  to  a 
true  understanding  of  such  matters,  how  would  any  of  us  care  to 
have  an  operator  discuss  with  a  spectator  the  points  of  interest  of  a 
ball  game  while  operating  on  some  one  who  is  near  and  dear  to  us? 
It  is  even  rumored  that  there  are  still  men  who  use  profane  language 
and  throw  instruments  while  operating.  Just  as  soon  as  such  an 
atmosphere  invades  the  operating  room  just  so  soon  does  the  whole 
system  suffer.  In  some  operating  rooms  one  is  impressed  with  the 
wonderul  team  work;  the  patient  is  brought  in,  operated  on,  leaves 

1  Journal  A.  M.  A.,  vol.  lxx,  No.  10,  page  677,  "A  Rubber  Envelope  Abdominal 
Pad." 
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the  room  with  no  noise  or  confusion.  Some  operators  have  drilled 
themselves  so  that  their  work  is  orderly  and  dextrously  done, 
tissues  gently  handled,  very  few  false  motions  made,  with  no  breaks 
in  aseptic  technic. 

We  believe  that  the  regular  steps  at  operations  such  as  abdominal 
preparation,  opening  and  closing  of  the  abdominal  wound,  abdominal 
wound  protection,  exposure,  and  the  use  of  other  procedures  such 
as  a  given  operation  for  suspension,  appendectomy  and  hysterec- 
tomy, should  be  done  in  a  standard  way;  thereby  insuring  more 
speed,  less  trauma,  and  in  every  way  more  satisfactory  work.  The 
more  often  a  given  procedure  is  done  the  same  way  the  better  the 
result.  In  the  matter  of  abdominal  wounds  in  gynecological  prac- 
tice, i  inch  below  is  always  worth  2  inches  above,  and  those  who 
make  a  longitudinal  incision  do  well  to  extend  it  all  the  way  to 
the  symphysis.  It  is  nerve  racking  to  see  the  number  of  small 
unattached  uncounted  sponges  which  sometimes  are  used  when  the 
abdomen  is  opened,  especially  when  one  realizes  the  disasters 
which  frequently  occur  even  when  the  sponges  are  counted.  Fre- 
quently one  observes  that  the  mediocre  gynecologist  impresses  his 
audience  very  favorably  by  the  attention  to  some  of  the  foregoing 
details,  as  compared  with  the  genius  who  does  not. 

Preoperative  Preparation  and  Study. — I  hope  that  the  time  is  not 
far  distant  when  it  will  be  considered  just  as  incredible  to  operate  on 
;a  gynecological  patient  before  adequate  preoperative  preparation 
;and  study  as  a  Fourth  of  July  ten  years  ago  with  its  fatalities  would 
seem  to-day.  There  are  some  clinics  where  women  who  have  had 
many  babies  and  much  pelvic  pathology  virtually  go  from  the  wash 
tub  to  the  operating  table.  It  is  not  unusual  to  hear  an  operator 
say  of  the  patient  under  the  anesthetic,  "This  is  the  first  time  I  have 
examined  the  patient."  Very  few  gynecological  conditions  require 
immediate  operation,  and  surely  it  makes  for  success  to  have  the 
patient  in  the  best  possible  physical  condition  and  the  tissues  to  be 
operated  upon,  as  healthy  as  possible.  Preoperative  study  very 
often  will  make  unnecessary  what  on  first  examination  seems  to  be  a 
necessary  operation,  and  in  the  event  of  operation  very  often  makes 
the  procedure  infinitely  less  difficult  for  the  operator  and  the  patient. 
This  applies  particularly  to  the  inflammatory  condition. 

In  a  gynecological  service  of  twenty-five  beds  we  did  not  have  a 
case  of  postoperative  gastric  dilatation  sufficiently  severe  to  require 
lavage  in  over  two  years  and  I  think  this  was  accounted  for  by  the 
fact  that  we  practised  the  foregoing  rules.  Tissue  tone  is  certainly 
bettered    by    proper  preoperative  preparation   and   the  patients 
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react  more  promptly  from  the  operations,  there  results  a  lowered 
morbidity,  scant  mortality,  regular  primary  union  and  a  larger 
proportion  of  cured  patients.  Barring  ectopic  pregnancy  and 
ovarian  cysts  with  twisted  pedicle,  most  gynecological  conditions 
are  suitable  for  operation  at  a  time  of  election.  It  is  interesting  to 
note  with  how  much  more  ease  one  can  palpate  intrapelvic  con- 
ditions after  the  patient  has  been  in  bed  in  the  hospital  for  a  few 
days.  Few  patients  need  to  go  to  the  operating  table  without 
having  had  a  thorough  physical  examination,  which  should  include 
an  accurate  knowledge  of  the  condition  of  the  mouth,  the  thyroid, 
heart,  lungs,  the  arterial  system,  systolic  and  diastolic  blood  pressure, 
complete  blood  examination  with  coagulation  time,  urinary  ex- 
amination, functional  kidney  test,  and  many  times  a  Wassermann 
reaction  and  an  x-ray  examination  of  the  abdominal  contents. 
Not  infrequently  do  we  postpone  operating  on  account  of  an  infected 
mouth  or  a  positive  Wassermann. 

Ideally  there  exists  a  balance  between  the  scientific  and  clinical 
conduct  of  the  hospital.  Many  of  our  wealthy  hospitals  are  fortu- 
nate in  having  thousands  of  dollars  invested  in  laboratory  equip- 
ment for  scientific  investigation  and  ample  means  to  conduct  the 
same,  and  yet  many  of  the  patients  are  operated  upon  long  before 
they  are  physically  fit  for  such  an  operation,  and  the  excuse  given 
is  that  the  hospital  cannot  afford  to  keep  them  longer. 

Many  of  the  patients  with  uterine  prolapse  accompanied  by 
marked  proctocele  and  cystocele,  and  cases  of  vesicovaginal  fistulae 
are  wonderfully  helped  by  tampons,  hot  douches,  recumbent  and 
elevated-foot  posture,  moderate  laxatives  and  heart  tonics  to  relieve 
pelvic  stasis  and  engorgement.  The  added  ease  and  rapidity  with 
which  cases  of  this  type  are  operated  on  after  a  week  or  so  of  such 
preparatory  treatment  is  equalled  in  the  advantage  to  the  patients 
by  diminished  blood  loss  and  more  rapid  and  satisfactory  healing 
of  tissues. 

Many  of  the  arguments  applicable  to  the  poor  dispensary  patient 
likewise  hold  good  with  the  women  in  other  walks  'of  life,  as  for 
instance  the  woman  of  moderate  means,  who  when  told  that  she 
must  go  to  the  hospital  for  an  operation  spends  the  interim  between 
such  a  verdict  and  her  time  of  entrance  in  shopping  and  in  setting 
her  house  in  order,  and  on  the  way  to  the  hospital  her  one  thought  is, 
"What  have  I  left  undone?"  She  enters  in  fear  and  trembling,  has 
a  very  uncomfortable  night  in  unusual  surroundings,  in  a  strange 
bed,  annoyed  by  unfamiliar  sounds.  In  many  instances,  to  all 
this  is  added  an  unnecessary  amount  of  preparation  and  catharsis. 
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It  is  no  wonder  that  in  such  a  patient  the  operation  is  often  pro- 
longed beyond  a  reasonable  time,  for  the  reason  that  the  operator 
was  not  familiar  with  the  intrapelvic  and  intraabdominal  con- 
ditions because  of  no  preoperative  study  and  preparation,  and 
therefore  it  is  not  surprising  that  these  patients  not  infrequently 
have  cardiac  and  gastric  dilatation  and  shock.  Again  we  have  the 
woman  who  comes  from  society  and  the  card  table  to  the  operating 
table.  With  our  present-day  facilities  there  is  no  greater  mal- 
practice committed  in  the  name  of  surgery  than  is  perpetrated 
by  men  who  operate  on  women,  not  emergencies,  without  a 
thorough  knowledge  of  their  patient's  condition.  Preoperative 
study  insures  a  better  understanding  of  the  pathological  conditions 
and  therefore  a  better  idea  of  what  will  be  the  necessary  procedures 
for  the  relief  of  the  conditions  present.  It  is  only  by  a  study  of  end 
results  that  we  can  ever  learn  to  operate. 

Patients  should  not  be  allowed  to  recover  from  an  anesthetic  in 
wards  where  they  may  disturb  other  patients  who  are  convalescing. 
Surely  none  should  ever  be  allowed  to  die  there. 

Of  all  cruelties  the  greatest  is  preparing  patients  for  operation 
only  to  disappoint  them  at  the  last  moment.  Some  men  in  consider- 
ing their  own  convenience  seem  to  forget  this  unhappy  effect  on 
their  patient. 

Travel. — Many  men  have  seen  most  of  the  good  operators  of 
America  and  Europe  operate,  and  there  are  others  who  are  reputed 
never  to  have  seen  any  operating  outside  of  their  own  hospitals. 
Most  of  us  fall  in  the  class  between.  The  question  is  not  how  many 
we  have  seen  but  what  benefit  we  have  derived  from  those  we  have 
seen.  Are  we  in  the  class  with  the  Englishman  who  upon  his 
return  from  the  Continental  clinics  said,  that  he  was  "jolly  well 
satisfied"  with  his  own  operating  and  really  found  nothing  to  alter 
in  his  own  methods.  There  is  something  good  in  every  clinic  and  if 
one  goes  in  a  receptive  mood  he  is  sure  to  acquire  something  of 
value.  I  have  yet  to  see  a  perfect  clinic  and  too  often  this  is  because 
the  operator  is  so  well  satisfied  with  his  own  work  that  he  will  not 
benefit  by  the  good  points  of  others.  When  a  gynecologist  has 
reached  the  point  that  he  can  learn  nothing  from  others  and  will 
not  invite  criticism  of  his  own  work  it  is  usually  time  for  him  to  turn 
the  clinic  over  to  some  one  who  knows  more  but  thinks  he  knows 
less. 

Another  handicap  is  the  desire  for  originality.  This  sentiment 
so  possesses  some  that  they  are  constantly  striving  to  devise  some 
unique  operation  to  which  they  can  attach  their  name,  a  habit  not 
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always  creditable,  for  the  reason  that  a  man,  who  has  made  what  he 
is  sure  is  a  wonderful  contribution  to  surgical  technic,  attempts  to 
fit  all  patients  with  a  particular  malady,  to  this  particular  operation. 
When  we  hear  the  statement  that  an  operator  cures  all  cases  of 
retroversion  uteri  by  his  own  operation  then  we  have  our  doubts. 
Does  he  know  what  a  cure  really  is?  Who  passes  on  his  operative 
results?  Better  by  far  to  cultivate  the  habit  of  preoperative  study 
of  the  individual  pathology  and  symptoms  and  choose  some  one,  or  a 
combination  of  the  well  known  and  tried  procedures,  with  the  details 
of  which  he  is  familiar. 

I  am  of  the  opinion  that  there  are  already  many  gynecological 
operations  of  established  merit  which  can  be  used  with  satisfaction 
in  most  gynecological  conditions,  provided  the  operator  is  sufficiently 
familiar  with  the  minute  detail  of  technic,  and  has  had  a  sufficiently 
mature  gynecological  experience  to  know  when  to  apply  them. 
Many  times  operations  of  merit  are  discredited  because  the  operator 
has  not  met  the  two  foregoing  requirements.  One  of  the  best  all 
round  gynecologists  I  know  boasts  of  the  fact  that  he  has  never 
devised  an  operation  or  invented  an  instrument  and  is  always  ready 
to  accept  suggestions  and  criticism. 

Inventory. — Bank  examiners  drop  in  on  a  bank  unexpectedly, 
examine  the  securities  and  make  a  report  to  the  proper  authorities. 
All  large  mercantile  firms  have,  from  time  to  time,  their  business 
assayed  by  expert  public  accountants.  How  are  we  to  determine 
what  are  the  assets  and  liabilities  of  a  clinic,  and  who  shall  prepare 
the  balance  sheet?  In  what  way  do  boards  of  trustees  of  hospitals 
know  what  are  the  assets  and  liabilities  of  their  professional  staffs? 
The  ideal  clinic  should  be  inventoried  from  two  standpoints:  (i) 
the  physical  equipment,  for  which  the  board  of  trustees  is  very 
largely  responsible,  and  (2)  professional  equipment,  for  which  the 
board  of  trustees  and  the  professional  staff  are  responsible.  The 
following  table  is  prepared  with  the  idea  of  suggesting  some  of  the 
lines  along  which  the  clinic  should  be  estimated,  and  the  per- 
centages, of  course,  are  subject  to  revision  and  are  offered  for  your 
consideration. 

The  question  may  be  asked,  does  the  hospital  make  the  man  or 
the  man  the  hospital?  In  answer  to  this  question,  one  has  but  to 
refer  to  such  instances  as  Crile  atLakeside,  and  the  Mayos  at  Roches- 
ter. Boards  of  trustees  may  build  and  equip  hospitals,  but  such 
buildings  and  equipments  have  never  been  the  means  of  making  the 
hospitals  celebrated.  There  are  several  hospitals  in  New  York  City 
which  were  formerly  made  famous  by  their  distinguished  attending 
8 


102 


holden:  an  inventory  of  gynecological  clinics 


Hospital 

Dispensary 

iofl 

> 

io% 

Arrangement  and 
Relation  of  Staff 

Operating  Room 
Technic 

Diagnosis  and 
Treatment 

5% 

\ 

io% 

\ 

/ 

Histories 

Teaching  at  Opera- 
tions and  at 
Rounds 

\ 

// 

io% 

10% 

\\ 

//^ 

Dispensary 

^v\ 

/ 

io% 

Follow-up  Social 

Service  End 

Results 

Professional 
Staff 

Laboratories 

S% 

//j 

io% 

/ 

Preoperative 
Study  and  Prepa- 
ration 

Research 

/ 

\\ 

/      I 

Inspection 

\        \ 

5% 

/ 

\\ 

5% 

Travel 

J 

\ 

X-ray  and 
Photography 

5% 

/ 

\ 

5% 

Publications 

Reports  on  work 
of  Departments 

Anesthesia 

Member 

of  St 

ait 

Chart  showing  the  relation  and  percentage  values  of  the  various  departments 

and  activities. 

staffs  but  which  are  now  living  on,  and  not  up  to,  their  past  repu- 
tations. One  large  institution  with  wonderful  physical  facilities 
has  failed  to  achieve  a  reputation  of  distinction  for  no  other  reason 
than  that  it  has  never  had  a  truly  great  medical  man  at  its  head. 

In  conclusion,  let  me  emphasize  the  main  points  I  wish  to  bring 
to  your  notice. 

The  ideal  gynecological  clinic  is  a  teaching  clinic  under  a  single 
head,  with  young  enthusiastic  associates  of  open  minds  and  good 
pathological  training  who  have  had  experience  in  general  medicine, 
obstetrics  and  surgery;  and  a  dependable  resident  interne. 

The  chief  has  full  power  of  appointing  and  dismissing  his  associates 
and  assistants,  who,  in  their  turn,  are  encouraged  to  criticize  and 
discuss  any  matter  of  interest  or  benefit. 
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Arrangements  are  made  that,  at  some  period  of  every  year,  the 
chief  or  his  assistants  are  the  guests  at  other  clinics.  Things  that  are 
new  are  presented  to  the  whole  staff,  discussed,  and#  adopted  or 
rejected. 

Education  and  enthusiasm  should  come  from  the  top  down;  there 
is  no  place  for  a  self-satisfied  clinician. 

Cooperation  with  the  dispensary  is  indispensable  for  the  welfare 
of  the  patient  and  the  benefit  of  the  service,  and  an  invaluable 
adjunct  is  a  well-organized  social  service  department. 

Each  case  must  have  a  complete  diagnosis  made  and  given  the 
necessary  preoperative  study  and  preparation. 

The  operating  room  is  large  enough  to  allow,  without  crowding, 
for  the  required  number  of  assistants,  among  whom  is  a  well-trained 
surgical  nurse.  It  is  furnished  with  portable  tables  and  other 
facilities   for   easy,   quick  handling   of  patients   and   instruments. 

The  operator  is  in  good  form  for  his  work  and  follows,  in  an  orderly 
way,  a  technic  which  allows  the  least  shock  to  and  obtains  the 
best  results  for  his  patient. 

To  all  of  this  is  added  a  body  of  disinterested  critics  with  the  ability 
and  authority  to  inventory,  suggest,  construct  or  reorganize  the 
clinics  under  its  supervision. 

Each  chief  must  necessarily  regulate  details  of  his  clinic  to  fit  its 
individual  needs,  but  there  should  be  standard  requirements  covering 
the  main  points  in  order  to  make  an  ideal  clinic. 

Is  there  any  standard  too  high  for  which  to  strive?  Or  any 
chief  who  would  not  say  with  Bobby  Burns, 

"O,  wad  some  power  the  giftie  gie  us 
To  see  oorsel's  as  ithers  see  us!" 


THE  MOST  EFFICIENT  MEANS  OF  PREVENTING  INFANT 

MORTALITY. 

BY 
MRS.  WILLIAM  LOWELL  PUTNAM, 

Boston,  Mass. 

I  find  that  my  subject  is  given  a  very  imposing  title.  It  seems 
to  assume  that  everything  I  am  talking  about  is  the  best  thing 
possible,  but  perhaps  some  of  you  won't  agree  with  me  when  I  get 
through.  It  is  of  great  importance  to  prevent  infant  mortality,  but 
what  I  care  more  about  is  the  infant  morbidity.  If  all  the  children 
who  are  taken  ill  would  only  die,  it  would  not  be  so  bad,  but  when 
they  grow  up  crippled,  the  matter  is  much  more  serious.  One 
always  means  the  other  more  or  less. 
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In  this  great  war,  we  all  feel  very  much  more  than  we  ever  felt 
before,  the  great  importance  of  the  next  generation.  The  flower  of 
our  country  is  going,  or  has  already  gone,  to  fight  for  its  existence. 
It  is  for  those  of  us  who  stay  behind  to  see  that  the  next  generation, 
which  will  profit  by  their  lives  and  sacrifices,  is  worthy  to  lead  the 
life  which  they  have  set  as  an  example.  We  must  preserve  the 
future  generation. 

Dr.  Meigs  of  the  Children's  Bureau,  in  a  very  illuminating  pam- 
phlet on  infant  mortality,  says,  that  in  the  year  1913  childbirth 
caused  more  deaths  among  women  between  the  ages  of  fifteen  and 
forty-four  than  any  disease  except  tuberculosis.  The  fact  that 
child-bearing  should  be  classed  with  diseases  is  in  itself  a  very  striking 
fact.  The  maternal  death  rate  from  child-bed  fever  had  not  fallen 
to  any  great  extent  between  1900  and  1913.  Women  in  childbirth 
to-day  suffer  because  of  the  antiquity  of  the  fact  of  child-bearing. 
If  women  could  only  begin  to  bear  children  for  the  first  time,  they 
would  be  decently  taken  care  of,  but  habit  has  made  death  in  child- 
birth seem  a  natural  thing,  and  men  and  women  must  be  taught 
its  needlessness. 

Children  die  in  babyhood  in  enormous  numbers,  who  might 
so  easily  be  saved.  Prenatal  and  obstetrical  care  is  the  most 
efficient  way  to  save  them,  because  it  begins  at  the  beginning. 
Mr.  Michael  Davis,  Director  of  the  Boston  Dispensary,  made  an 
investigation  of  the  results  of  prenatal  care  in  the  crowded  wards  of 
the  city,  and  proved  that  it  practically  cut  the  infant  death  rate 
in  two.  It  takes  the  baby  before  things  have  gone  wrong;  it  is 
a  great  deal  easier  to  keep  them  from  going  wrong  than  to  straighten 
them  out  afterward.  However,  accidents  before  birth  are  likely  to 
leave  a  lasting  impression. 

What  is  prenatal  care?  How  is  it  most  efficiently  rendered? 
I  think  I  am  right  in  saying  that  in  Boston  we  made  the  first  experi- 
ment in  prenatal  care  that  amounted  to  enough  to  create  a  standard. 
For  five  years,  we  carried  on  this  experiment,  during  two  of  which, 
we  took  care  of  the  house  patients  of  the  Boston  Lying-In  Hospital, 
before  they  established  their  own  prenatal  clinic.  In  these  five 
years,  with  one  nurse,  we  carried  to  the  onset  of  labor,  151 2  patients 
without  a  death,  with  very  few  miscarriages — two  in  the  first  year, 
one  during  the  first  half  of  the  second  year,  and  never  another. 
The  rate  of  stillbirths  was  about  half  that  of  the  city  at  large.  The 
premature  birth  rate  was  reduced  to  seven-tenths  of  1  per 
cent,  and  the  deaths  during  the  first  month  amounted  to  between 
one-third  and  one-half  of  the  city  death  rate.     The  cost  of  the 
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work  was  between  2Y2  and  S3  a  patient.  That  is  the  cheapest  form 
of  prevention  of  infant  mortality  that  could  be  given,  I  believe. 
It  was  given  always  under  medical  care,  but  not  always  under 
the  same  doctor.  The  nurse  visited  the  patient  from  the  time  of 
her  application  until  the  onset  of  labor.  She  never  allowed  more 
than  ten  days  to  pass  without  a  visit  to  every  case  under  her  care. 
The  patients  used  to  save  up  questions  to  ask  her,  particularly 
women  experiencing  maternity  for  the  first  time.  We  found 
that  with  the  first  babies  the  young  husbands  took  an  interest. 
I  think  that  in  all  baby-saving  work,  we  assume  quite  gratuitously 
that  no  one  really  cares  for  the  baby  except  his  mother — we  leave 
the  fathers  out  of  consideration.  This  is  a  blunder,  for,  especially 
among  the  immigrants,  the  man  is  very  much  the  head  of  the  house- 
hold, and  if  he  does  not  choose  to  cooperate,  the  work  is  not  done. 
Furthermore,  the  husbands  care  just  as  much  for  their  babies  as 
their  wives  do. 

If  at  her  visit  the  nurse  found  anything  wrong,  the  patient's 
own  doctor  was  consulted.  Eclampsia  is  the  gravest  disease  of 
pregnancy.  The  first  year  we  had  sixty  threatened  cases,  which  ran 
down  to  none  in  the  fourth  year,  and  up  to  two  in  the  fifth  year. 
Only  five  ever  developed;  of  which  one  died — a  postpartum  case. 
Prenatal  care  prevents  maternal  mortality  and  greatly  reduces  infant 
mortality,  and  brings  a  healthy  lot  of  children  into  the  world.  The 
average  birth  weight  of  our  babies  was  7  pounds  and  n  ounces, 
which  is  several  ounces  above  the  average  weight  at  birth. 

I  believe  that  obstetrical  care  by  the  most  thoroughly  trained 
doctors  should  be  given  to  every  woman — I  am  personally  averse 
to  the  employment  of  mid  wives.  A  great  deal  of  emphasis  should 
be  put  upon  the  training  in  obstetrics,  but  it  would  be  put  on  the 
better  training  of  the  medical  profession  and  not  on  the  training 
of  ignorant  women.  There  is  plenty  of  room  for  improvement  in 
the  training  in  the  medical  profession  of  obstetrics.  The  whole 
thing  lies  really  in  the  hands  of  the  lay  public.  If  they  insist  on 
proper  care  at  childbirth,  the  medical  schools  will  provide  it — it 
is  a  question  of  supply  and  demand.  Dr.  Williams  says  that  the 
poor  get  the  best  care  and  the  rich,  if  they  know  enough,  but  the 
people  of  moderate  means  practically  never  get  it  at  all.  Do  not 
let  us  put  a  premium  on  shiftlessness.  I  believe  that  those  people 
of  moderate  means  who  help  themselves  are  the  ones  needing  help 
the  most,  and  yet  for  them  there  is  at  present  no  adequate  provision 
in  case  of  sickness.  There  is  practically  no  provision  for  maternity 
for  the  people  of  moderate  means  that  assures  them  good  care. 
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In  the  Women's  Municipal  League  of  Boston,  we  have  started  a 
clinic  for  prenatal  and  obstetrical  service,  where  we  take  no  patient 
unless  she  can  pay  the  full  price.  We  have  a  doctor  and  an  admirably 
trained  nurse  at  these  clinics.  The  patients  must  visit  the  clinic 
at  least  twice  during  the  period  of  maternity  and  may  come  as 
often  as  they  like.  Pelvic  measurements  are  taken  at  the  first 
visit  and  again  toward  the  end  of  the  period.  Careful  measurements 
are  taken  and  the  growth  of  the  child  is  watched;  then  if  it  is  found 
necessary,  Cesarean  section  may  be  performed  before  the  onset  of 
labor.  This  reduces  the  death  rate  for  this  operation  enormously — 
at  least  from  8  per  cent,  to  a  half  of  i  per  cent.  The  patient  is 
visited  in  her  own  home  every  ten  days,  and  if  anything  is  in  the 
least  wrong,  and  does  not  yield  promptly  to  the  suggestions  of  the 
nurse,  the  patient  is  brought  to  the  clinic,  or  the  doctor  goes  to 
her.  At  the  confinement,  the  nurse  is  present  with  the  doctor; 
the  patient  is  delivered  in  her  own  home  if  possible.  At  the  clinic 
the  patients  are  treated  with  just  as  much  privacy  as  in  the  offices 
of  the  very  best  doctors,  so  that  no  one's  feelings  can  be  hurt.  After 
the  birth  of  the  child,  the  nurse  and  the  doctor  give  the  customary 
after-care,  the  nurse  visiting  the  patient  until  she  is  able  to  take  care 
of  her  own  child,  by  which  time  the  nurse  has  given  her  a  great  deal 
of  training.  She  is  not  let  go  before  she  has  had  a  thorough  physical 
examination  by  the  doctor.  The  complete  prenatal  and  obstetrical 
care  costs  us  $25  a  case.  The  doctors  are  so  interested  that  they  are 
willing  to  take  only  $10  as  a  fee,  and  the  Si 5  cover  the  nurse's  visits 
and  the  care  in  the  clinic.  We  sell  the  patient  the  material  for  her 
supplies  at  cost.  The  nurse  teaches  her  how  to  make  them  and  the 
hospital  sterilizes  them  for  us.  If  ether  is  required,  a  small  extra 
charge  is  made.  Eighty  patients  in  the  year  will  make  the  work 
entirely  self-supporting.  We  are  aiming  at  providing  care  for  the 
class  which  now  gets  the  least  consideration.  That  class  on  which  the 
country  must  depend,  for  it  constitutes  the  majority  of  the  self- 
respecting  people  of  the  community,  the  people  of  moderate  means. 
Prenatal  care  is  a  most  important  branch  of  preventive  medicine, 
and  should  be  so  considered.  I  am  sure  that  when  obstetrics  comes 
into  its  own,  we  shall  be  a  far  more  healthy  people. 

Note. — In  publishing  the  above  communication  the  editor 
desires  to  record  an  appreciation  of  the  valuable  work  done  by 
Mrs.  Putnam  in  extending  the  means  for  obtaining  satisfactory 
and  efficient  obstetric  care  to  persons  of  little  means.  This  has  been 
successfully  accomplished  in  her  home  city  of  Boston  and  the  influ- 
ence of  these  efforts  has  also  been  felt  in  a  wider  circle.     The  success 
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attained  must  be  regarded  as  a  compliment  of  the  sincerity  and 
good  faith  in  the  ideals  which  has  animated  Mrs.  Putnam  in  her 
work.  There  are  phases  of  medical  endeavor  which  can  be  most 
ably  developed  by  the  laity  and  the  work  of  the  Boston  Lying-in 
Charity  may  be  looked  upon  as  a  conspicuous  example. 
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Stated  Meeting,  Held  March  12,  1918. 
The  President,  Dr.  Hiram  N.  Vineberg,  in  the  Chair. 
Dr.  Dougal  Bissell  presented  a  specimen  of 

TERATOMA. 

The  clinical  history  of  the  case  was  as  follows:  Mrs.  G.,  aged 
thirty-eight.  Married  twenty-one  years.  Three  children,  young- 
est sixteen  years  old.  Last  menstruation  Feb.  9,  1918.  Menstrual 
history  usually  normal,  of  late  somewhat  painful.  Vaginal  dis- 
charge, slight.  Five  months  ago  noticed  abdominal  discomfort  on 
leaning  over  to  tie  her  shoe.  One  month  ago  she  was  unable  to 
micturate  for  sixteen  hours  and  ever  since  then  micturition  has 
been  painful  and  frequent,  only  a  small  quantity  of  urine  passing  at 
each  act. 

Examination  of  the  abdomen  showed  a  tumor  reaching  a  little 
above  and  to  the  left  of  the  umbilicus,  filling  the  lower  abdomen 
and  apparently  fixed  to  the  abdominal  wall.  Vaginal  examination 
revealed  a  pelvic  tumor  filling  the  cul-de-sac  and  continuous  with 
the  abdominal  mass.  The  uterus  could  be  detected  anteriorly  and 
was  movable.  Provisional  diagnosis:  Malignant  tumor  of  the 
omentum. 

Operation  Feb.  21,  1918.  On  opening  the  abdominal  cavity  there 
presented  a  large  multilocular  cystic  tumor,  irregular  in  outline  to 
which  was  attached  the  omentum,  small  and  large  intestines. 
The  tumor  bled  profusely  on  being  handled.  The  adhesions  were 
of  a  flimsy  character.  The  uterus  and  ovaries  and  left  tube  were 
not  attached  in  the  slightest  degree  to  the  tumor,  but  were  crowded 
forward  by  the  presence  of  the  mass.  The  fimbriated  extremity  of 
the  right  tube  seemed  to  merge  and  be  lost  in  the  tumor  mass  and 
that  part  of  the  infundibulopelvic  ligament  near  the  tube  was  inti- 
mately attached  to  the  tumor  and  formed  with  the  tube  a  bridge 
of  tissue  around  which  the  finger  could  be  passed.  Two  catgut 
sutures  were  made  to  encircle  this  bridge  of  tissue,  one  on  the  tumor 
side,  and  one  on  the  ligament  side  and  the  tissue  between  cut.  When 
the  entire  tumor  mass  was  raised  out  of  the  pelvic  cavity,  there  was 
discovered  a  broad  adhesion  to  the  mesentery  of  the  sigmoid  near  the 
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rectal  juncture.  This  adhesion  was  separated  and  the  peritoneal 
edges  united  with  plain  catgut.  The  bridge  of  tissue  formed  by  the 
infundibulopelvic  ligament  and  the  tube  constituted  the  only  vital 
connection  between  the  body  and  the  tumor.  Both  ovaries  were 
normal  and  absolutely  free.  On  the  right  ovary  there  was  noted  a 
ruptured  ova  sac.  The  left  tube  was  normal  and  free.  The  right 
tube  was  also  normal  except  for  the  condition  noted  above. 

For  the  pathological  description  see  original  article  by  Dr.  L. 
W.  Strong  on  page  5. 

DISCUSSION. 

Dr.  L.  W.  Strong. — "I  would  call  this  tumor  a  paragenital  tera- 
toma simply  because  of  the  fact  that  its  point  of  origin  is  indeter- 
minable. The  presumption  very  naturally  is  that  it  is  an  ovarian 
teratoma  on  account  of  its  situation.  It  involved  the  fimbricated 
extremity  of  the  tube  and  its  pedicle  consisted  of  the  suspensory 
ligament  with  a  branch  of  the  ovarian  artery  running  in  it.  Natu- 
rally, in  that  situation  one  would  regard  it  as  an  ovarian  teratoma, 
even  though  it  showed  no  physical  connection  with  the  ovary  and 
although  the  ovary  was  enlarged. 

"  Pf annenstiel  in  Veit's  'Handbuch,'  speaks  of  the  fact  that  tera- 
tomata,  which,  of  course,  are  rare,  and  of  which  he  reported  in  1907, 1 
think,  only  thirty-five  cases,  being  a  pedunculated  tumor,  as  it  gen- 
erally is,  may  lose  its  connection  with  the  ovary  and  may  be  free  in 
the  abdomen.  However,  in  this  instance  this  was  not  the  case.  It 
did  not  lie  free  in  the  abdomen.  It  had  its  pedicle  in  the  suspensory 
ligament.  There  are  several  possibilities  other  than  that  of  its  being 
snared  off  from  the  right  ovary.  Such  possibilities,  however,  are 
hypothetical.  It  is  not  possible  to  say  which  one  of  them  is  the 
correct  solution.  For  instance,  it  might  be  a  teratoma  of  an  acces- 
sory ovary.  Then  it  would  be  an  ovarial  teratoma,  but  nevertheless 
of  an  accessory  ovary.  It  might  be  a  teratoma  of  the  parovarium, 
considering  its  location,  but  we  have  no  means  of  determining  if  that 
is  the  case.  Finally,  it  might  be  a  teratoma  simply  from  a  bias  to- 
mere  enclosed  in  the  broad  ligament  at  this  point.  However,  a 
teratoma  of  the  broad  ligament  has  not  been  reported.  One  or  two 
cases  of  dermoid  cyst  in  the  broad  ligament  have  been  reported. 
There  also  have  been  one  or  two  cases  reported  of  dermoid  cyst 
which  have  become  pedunculated  from  the  ovary,  have  lost  their 
connection  with  it  and  have  lain  free  in  the  abdominal  cavity. 

"Of  all  those  possibilities  it  seems  to  me  the  most  likely  one  is 
that  it  is  a  teratoma  of  an  accessory  ovary,  inasmuch  as  no  ovarian 
tumor  is  demonstrable;  and  if  I  were  to  describe  it  I  would  call  it 
a  paragenital  teratoma  and  let  it  go  at  that. 

"There  is  no  real  practical  necessity  for  determining  just  what 
the  origin  of  the  tumor  was. 

"As  to  the  tissues:  it  was  quite  a  conspicuous  fact  that  no  hair, 
no  bone  and  no  teeth  were  found  in  the  tumor,  all  three  of  those, 
being  very  common  constituents  of  dermoid  cyst.  Hair  follicles 
were  found.     It  is  possible  that  in  this  large  tumor   (20  cm.  in 
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diameter)  there  might  be  some  area  which  might  show  bone  or  the 
precursor  of  bone.  On  section  it  was  found  that  the  tissue  was  made 
up  very  largely  of  small  cysts  and  yet  it  was  a  solid  tumor,  which 
makes  certain  the  diagnosis  of  teratoma,  and  also  the  fact  that  all 
the  tissues  were  embryonal  in  their  nature.  The  connective  tissue 
showed  a  very  embryonic  character  and  it  might  even  be  regarded  as 
sarcomatous." 

Dr.  Dougal  Bissell  also  described  a 


METHOD     OF    FASCIA     OVERLAPPING    FOB     RECTOCELE.* 
DISCUSSION. 

Dr.  H.  N.  Vineberg. — "I  feel  that  an  explanation  is  necessary 
from  me  to  Dr.  Bissell  as  to  the  question  that  was  asked  at  the  last 
meeting.  My  attention  was  drawn  to  something  else  while  he  was 
reading  the  paper  and  I  simply  saw  his  diagram,  and  that  seemed  to 
me  to  leave  the  cervix  behind  in  doing  a  supravaginal  hysterectomy, 
and  I  asked  him  to  explain  the  difference  between  the  operation 
which  I  had  done  (which  is  not  original  with  me  either)  and  his 
operation.  I  was  not  aware  that  Dr.  Bissell  in  his  operation  re- 
moved the  entire  uterus.  I  thought  he  left  the  cervix  behind  and 
used  that  as  a  support  for  the  bladder,  which  is,  to  my  mind,  a  very 
valuable  thing  in  most  cases." 

Dr.  Hermann  Grad. — "  I  have  had  no  experience  with  this  opera- 
tion but,  as  Dr.  Bissell  points  out,  in  some  cases  of  rectocele, 
in  spite  of  the  fact  that  we  bring  the  levator  muscles  together  properly 
and  do  a  very  complete  plastic  operation,  we  find  that  in  six  or 
eight  months  the  rectocele  recurs  and  rolls  over  this  levator  bridge, 
so  to  speak,  and  I  think  that  it  is  an  important  point  to  consider 
here.  If  Dr.  Bissell  can  prevent  that  by  this  overlapping  of  the 
fascia,  if  this  fascial  structure  is  the  one  that  will  give  us  a  permanent 
result  in  our  rectocele  operations,  then  I  think  it  is  a  most  important 
step  in  the  operation  for  rectocele." 

Dr.  John  Van  Doren  Young  reported  a  case  of 


cesarean  section  for  contracted  pelvis,  double  uterus  and 
multiple  fibroids. 

Mrs.  G.  referred  to  me  on  November  24,  191 7.  Aged  twenty- 
eight  years,  married  three  years.  No  miscarriage.  Menstrual 
history  negative.  Last  period  six  months  ago.  Primipara.  Mari- 
tal relations  normal.  Well  nourished  and  of  normal  build.  Weight 
140  lbs.  Has  been  in  good  health.  Gynecological  examination, 
disclosed  a  double  introitus,  otherwise  genitalia  normal.  Two 
separate  and  normal  vaginae,  the  left  vagina  admitted  two  fingers, 
the  right  normal  but  the  hymen  was  small  allowing  one  finger  snugly. 
Both  cervices  were  easily  felt,  the  left  small  and  firm,  the  right  soft 

*For  original  article  see  page  1. 
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as  of  pregnancy.  Abdominal  examination  showed  enlargement  as 
of  six  months'  pregnancy  with  marked  dystocia  to  the  right. 

Bimanual  examination  confirmed  the  enlargement  of  the  right 
side  and  disclosed  a  mass  posterior  to  the  left  cervix  and  apparently 
just  above  the  softened  right  os,  exactly  resembling  the  fetal  head 
of  six  months  at  the  brim.  Above  to  the  left  of  the  pregnant  uterus 
a  smaller  harder  mass  was  felt  that  was  taken  for  the  left  uterus. 

Pelvic  measurements  showed  a  marked  narrowing  of  the  outlet, 
tuber  ischii  6  cm.  with  a  long  narrow  arch  and  a  knuckled  symphysis, 
the  other  measurements  were  normal  or  above.     Fetal  heart  R.  L.  Q. 

Diagnosis  was  made  of  pregnancy  at  sixth  month,  head  presenting. 
An  elective  Cesarean  section  was  decided  upon. 

During  the  following  two  months  I  saw  the  patient  three  times 
and  at  each  examination  the  findings  above  described  were  confirmed 
— the  softening  of  the  right  os  increased,  the  mass  became  more 
distinctly  felt  exactly  resembling  the  growing  head.  Both  cervices 
became  more  difficult  of  palpation,  and  at  the  last  examination 
January  19  neither  could  be  felt. 

The  blood-pressure  curve  was  bigh,  the  urine  negative. 

January  26,  1918  the  patient  notified  her  physician  that  she  had 
been  in  labor  all  night,  the  pains  increasing  toward  9  a.  h.  I  advised 
immediate  removal  to  New  York  Polyclinic  Hospital.  I  saw  her 
at  n  a.  m.  She  was  in  severe  labor  (eighth  month),  a  foot  pro- 
truded from  the  vulva,  meconium  covered  the  genitals.  Fetal 
heart  not  heard.     Immediate  operation  was  decided  upon. 

A  median  incision  34  lTi-  above  the  umbilicus  was  made.  The 
right  uterine  dystocia  was  most  apparent  and  rendered  the  location 
of  the  uterine  incision  difficult,  the  uteri  were  blended,  small  fibroids 
were  felt  in  the  right  fundus.  Two  tubes  and  two  ovaries  found. 
The  uterine  incision  was  made  vertical  and  as  near  the  median  line 
of  the  right  uterus  as  possible.     A  female  child  was  delivered  living. 

Examination  showed  that  the  mass,  mistaken  for  the  head,  was 
a  fibroid  pedunculated  and  attached  to  the  lower  section  of  the 
posterior  wall  of  the  uteri  and  firmly  adherent. 

Supravaginal  hysterectomy  was  done,  the  left  ovary  retained. 
The  patient  rallied  from  the  operation  well,  but  on  the  fifth  day 
developed  an  infection  of  the  lower  third  of  the  wound  which  healed 
completely.  On  the  fourteenth  day  she  was  seized  with  a  very 
severe  pain  in  the  lower  lobe  of  the  right  lung,  preceded  by  a  sharp 
rise  in  temperature.  She  developed  a  lobar  pneumonia  from  which 
she  recovered  completely  after  a  severe  illness. 

On  leaving  the  hospital  at  the  end  of  the  fifth  week,  the  patient's 
general  condition  was  good,  incision  completely  healed,  septum  be- 
tween the  two  vaginae  disappeared  and  a  ridge  on  the  anterior  and 
posterior  wall  marks  where  it  was,  both  cervices  felt. 

The  large  tumor  examined  by  Dr.  Jeffries  was  found  to  be  degener- 
ated fibroid. 

The  baby  was  breast  fed  until  the  fourteenth  day  then  by  arti- 
ficial feeding.     Weight  at  birth  3  pounds,  12  ounces. 

The  case  demonstrates  the  value  of  elective  Cesarean  section  as 
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any  attempt  to  deliver  the  child  must  have  proved  fatal  to  it.  The 
lifting  of  the  cervices  above  the  possibility  of  palpation  pointed  to 
the  mass  being  a  fibroid  but  this  was  not  clear  until  the  breech 
presented. 

Dr.  Joseph  Brettauer. — "I  would  like  to  call  attention  to  the 
interesting  fact  that  the  vaginal  septum  had  spontaneously  dis- 
appeared after  the  Cesarean  section.  It  is  certainly  a  very  unusual 
occurrence.  The  septum  which  divides  the  two  halves  of  the  uterus 
in  a  bipartite  or  duplex  uterus  usually  disappears  after  one  or  two 
abortions.  Another  point  I  want  to  make,  not  in  a  spirit  of  criti- 
cism is  this;  it  seems  rather  incorrect  to  call  this  a  case  of  elective 
Cesarean  when  a  patient  is  in  severe  labor  and  the  meconium  is  at 
the  external  genitals." 

Dr.  John  Van  Doren  Young. — "I  think  that  Dr.  Brettauer's 
statement  in  relation  to  its  being  an  elective  Cesarean  section  is  not 
quite  correct.  My  intention  was  to  make  it  an  elective  Cesarean 
and  it  was  an  "  elective"  Cesarean  section  at  the  time  because  I  made 
no  attempt  at  delivery  in  any  other  manner.  The  slightest  traction 
on  that  very  delicate  child,  with  the  large  fibroid  filling  the  upper 
portion  of  the  pelvis,  would  certainly  have  destroyed  its  chances  of 
life.  The  term  elective  Cesarean  section  is  correct,  as  it  was  elected 
at  the  time  to  perform  a  Cesarean  section.  The  only  reason  I  did 
not  do  it  at  the  time  I  expected  to  do  it  (near  term)  was  because  the 
patient  went  into  premature  labor  without  my  anticipating  it. 

"I  have  no  knowledge  as  to  the  reason  for  the  disappearance  of  the 
vaginal  septum.  Probably  it  was  due  to  the  act  of  labor,  or  at- 
tempted labor,  during  the  few  hours  prior  to  my  having  seen  her. 
I  only  know  that  the  septum  was  complete  prior  to  labor  and  five 
weeks  after  it  had  disappeared,  except  for  the  ridge  on  the  anterior 
and  posterior  vaginal  wall." 

Dr.  H.  Boldt  reported  a  case  of 

VAGINAL   HYSTERECTOMY   FOR   UNCONTROLLABLE  BLEEDING  FOLLOW- 
ING    INTERPOSITION     OPERATION     FOR     PROLAPSUS. 

Mrs.  E.  G.  had  a  typical  interposition  operation  done  on  Septem- 
ber 25,  19 1 5.  While  the  patient,  so  far  as  the  procidentia  was  con- 
cerned, was  entirely  well,  soon  after  the  operation,  irregular  bleeding 
occurred,  although  the  losses  of  blood  were  usually  small  in  quantity. 
But  sometimes  they  were  quite  profuse.  On  February  4,  1918, 
she  reported  that  she  had  been  bleeding  quite  profusely  for  five 
months.  She  insisted  upon  having  an  operation  done,  because  local 
treatment  was  very  painful  in  her  case,  and  secondly,  it  had  not  per- 
manently cured  her  of  the  irregular  bleeding.  This  was  one  of  the 
rare  instances  in  which  chloride  of  zinc  applications  did  not  stop 
the  irregular  bleeding. 

The  operation  was,  technically,  very  difficult  because  of  adhesions. 
The  bladder  was  injured  during  operation,  and  closed  with  plain 
catgut.     Recovery  was  uneventful. 
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I  have  in  a  number  of  instances  found  irregular  bleeding  following 
the  interposition  operation,  and  would  be  pleased  to  know  what  the 
experience  of  others  is  respecting  this  particular  symptom.  The 
pathologist's  report  showed  only  chronic  inflammation  of  the  endome- 
trium or  what  was  left  of  the  latter. 

Dr.  \V.  P.  Healy. — "I  was  interested  in  Dr.  Boldt's  statement 
that  he  did  an  interposition  operation  on  a  woman  who  was  appar- 
ently still  menstruating;  that  is,  she  was  having  menorrhagia.  Now, 
my  experience  with  the  interposition  operation  has  been  limited 
entirely  to  prolapsus  uteri,  to  cases  in  which  the  patients  are  beyond 
the  menstrual  period  of  life.  I  have  done  a  great  many  on  those 
women  and  do  not  recall  that  any  case  has  come  back  to  me  reporting 
that  there  has  been  any  uterine  hemorrhage  or  bleeding.  Of  course,  it 
wouldn't  be  menorrhagia  at  that  time,  but  at  any  rate,  no  metrorrha- 
gia, and,  personally,  I  should  not  care  to  do  an  interposition  opera- 
tion on  a  patient  who  is  still  having  menstrual  periods  of  any  kind 
because  of  the  possible  risk,  of  course,  of  a  pregnancy  intervening. 
That  is  assuming  I  have  understood  Dr.  Boldt  correctly." 

Dr.  J.  O.  Polak. — "I  have  had  four  cases  in  which  I  have  had  to 
remove  the  uterus  for  metrorrhagia  following  an  interposition  opera- 
tion and,  queer  as  it  may  seem,  these  cases  were  not  cases  that  were 
menstruating  at  the  time  the  operation  was  done.  Neither  have 
they  been  cases  in  which  the  uterus  was  so  large  that  we  had  to  resect 
any  portion  of  it. 

"I  thoroughly  sympathize  with  Dr.  Boldt  in  the  difficulty  of  doing 
a  hysterectomy  after  interposing  the  uterus.  The  solution  that  we 
have  made  has  been  to  leave  part  of  the  uterus  as  the  floor  of  the 
bladder,  and  not  attempt  to  dissect.  After  my  first  experience,  in 
attempting  to  separate  the  dense  adhesions,  where  I  had  two  rents 
in  the  bladder.  In  my  last  three  cases  I  have  been  satisfied  to  leave 
the  posterior  peritoneal  covering  and  the  little  muscle-tissue  that 
was  attached  to  the  uterus,  as  the  floor  of  the  bladder,  and  the  opera- 
tion has  been  very  satisfactory  in  that  way.  I  have  had  these  speci- 
mens gone  over  very  carefully  and  they  show  nothing  but  the  ordi- 
nary metritis  that  is  supposed  to  be  existent  at  that  age,  with  marked 
increase  in  the  fibrous  and  elastic  structures,  with  diminution  in 
the  muscle  structures  and  prominence  of  the  vessels.  Now  whether 
in  the  interposition,  the  torsion  of  the  uterus  that  we  make  has  any 
influence  on  that,  in  increasing  the  amount  of  fibrous  tissue  is  a  ques- 
tion which  it  seems  to  me  might  well  be  worked  out." 

Dr.  H.  N.  Vineberg. — "I  would  like  to  ask  Dr.  Boldt  if  he  did  an 
amputation  of  the  cervix  in  those  cases.  It  seems  to  me  that  in 
cases  of  interposition  where  an  amputation  of  the  cervix  is  done  that 
the  hemorrhage  usually  comes  from  the  cervix  and  not  from  the  body 
of  the  uterus.  It  has  been  my  experience  that  the  vaginal  mucosa 
recedes  from  the  cervical  mucosa  and  the  hemorrhage  really  comes 
from  the  cervix.  Because  a  good  many  cases  in  which  it  is  necessary 
to  do  an  interposition  operation  are  attended  with  menorrhagia 
before  the  operation  induced  me  to  do  a  supravaginal  hysterectomy 
in  those  cases  where  there  is  a  large  voluminous  uterus.     It  may  be 
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that  Dr.  Healy  does  not  agree  with  the  operators  who  operate  on  a 
case  of  that  sort  and  tie  or  ligate  the  tube.  He  may  have  scruples 
against  that,  but  I  think  all  of  us  who  operate  during  the  menstrual 
life  of  the  patient,  ligate  the  tubes  where  the  patient  has  all  the  chil- 
dren she  wants  and  both  she  and  her  husband  give  their  consent  to 
the  procedure." 

Dr.  Hermann  J.  Boldt. — "I  not  only  did  an  amputation  of  the 
cervix,  but  a  high  amputation  of  the  cervix  was  done,  so  the  hemor- 
rhage certainly  did  not  come  from  the  cervix. 

"  So  far  as  the  question  of  Dr.  Healy's  is  concerned  I  would  say 
that  my  invariable  rule  is  if  I  do  an  operation  of  that  kind  in  the 
first  place,  the  woman  must  be  advanced  in  years,  and  who  has  either 
been  sterile  during  her  married  life,  or  who  has  had  a  number  of 
children  and  no  more  family  is  desired;  and  in  the  second  place, 
when  the  interposition  operation  is  done  during  the  menstrual 
life  of  the  patient  not  only  are  the  tubes  tied  off,  but  they  are 
properly  resected  from  the  cornu  of  the  uterus  so  there  is  no  possi- 
bility of  conception  taking  place.'' 

Dr.  Edward  J.  Ill,  of  Newark,  X.  J.  (by  invitation)  read  a  paper 
on 

NON-PUERPERAL   pelvic    infection.* 
DISCUSSION. 

Dr.  J.  Brett.auer. — "In  opening  the  discussion  of  this  very 
instructive  paper,  I  cannot  refrain  from  expressing  my  appreciation 
of  the  manner  in  which  Dr.  Ill  has  compiled  his  statistics  and  con- 
fessed his  early  excursion  into  the  field  of  radicalism.  It  is  pleasant 
to  know  that  his  transgression  was  short  and  that  he  found  it 
necessary  to  resume  his  conservative  attitude. 

"Personally  I  have  not  deviated  in  twenty-seven  years  from  strict 
adherence  to  conservative  principles  in  the  treatment  of  nonpuerperal 
pelvic  infections.  It  is  true  that  the  material  at  my  disposal  differs 
from  that  which  is  encountered  in  large  public  hospitals.  Oppor- 
tunity for  the  observation  of  pelvic  infections  of  gonorrheic  origin 
in  the  most  acute  stage  was  rare,  while  the  acute  stage  of  puerperal 
infection  was  frequently  met  with. 

"At  the  suggestion  of  our  President,  I  have  compiled  statistics 
covering  the  past  five  years,  December  191 2  to  December  191 7,  of  all 
cases  of  nonpuerperal  infection  admitted  to  my  service  at  Mt.  Sinai 
Hospital,  of  which  130  were  recorded.  Bacterial  examination 
showed: 

Gonococcus 14  times 

Bacillus  coli 5  times 

Staphylococcus 2  times 

Pneumococcus 1  time 

Unidentified  bacteria 29  times 

Sterile 63  times 

No  bacterial  examination 16  times 

*  For  original  article  see  page  11. 
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The  lesions  presented  were: 

Chronic  salpingo-oophoritis  (mostly  bilateral) 74 

Pelvic  exudate  (of  which  16  presented  abscess  formation).  36 

Acute  pelvic  peritonitis 13 

Chronic  cellulitis 7 

"Eighty  of  these  patients  were  operated  upon;  the  abdominal 
route  was  resorted  to  in  sixty-one  and  in  nineteen  a  posterior  vaginal 
section  was  made  to  evacuate  pus.  Nine  were  operated  upon  in  the 
acute  stage  of  the  disease;  in  all  of  these  the  diagnosis  was  not  firmly 
established  before  operation;  in  six,  tubal  pregnancy  was  suspected. 

"Of  these  eighty  operated  cases,  sixty-six  were  discharged  well, 
eleven  improved,  one  unchanged.  Two  deaths  were  recorded,  one 
due  to  cerebral  hemorrhage  and  one  to  general  tuberculosis. 

"Post-operative  complications  included  four  abdominal  wound 
infections  and  sixteen  stump  exudates. 

"It  is  necessary  to  add  that  the  majority  of  the  sixty-one  cases  of 
abdominal  section  had  been  under  treatment  at  Mt.  Sinai  Dispensary 
for  a  considerable  time  before  operation  was  resorted  to.  Continu- 
ous pain  and  inability  to  attend  to  their  duties  were  the  indications 
for  operation  in  practically  all  of  these  women. 

"Of  the  methods  employed  in  conservative  treatment,  hot-air 
applications  have  given  very  satisfactory  results,  particularly  in 
cases  which  presented  palpable  exudates. 

"My  experience  with  pelvic  inflammation  due  to  the  gonococcus 
coincides  with  that  of  the  reader.  Gonorrhea  does  not  necessarily 
mean  sterility.  Some  of  the  cases  of  gonococcus  infection,  in  which 
a  unilateral  ablation  was  done,  have  borne  one  or  more  children. 
It  is  my  intention  to  make  this  very  point  one  of  strict  inquiry  in  the 
future,  including  cases  observed  for  ten  or  fifteen  years. 

"Conservatism  was  employed  to  the  utmost  degree  before  opera- 
ting; when  operation  was  finally  decided  upon,  the  tendency  was 
toward  radical  procedure,  results  having  been  very  unsatisfactory 
in  former  years  with  resection  of  the  tubes  and  partial  conservation 
of  the  ovaries." 

Dr.  Howard  C.  Taylor. — "I  also  wish  to  thank  Dr.  Ill  for  his 
paper.  We  can  approach  this  subject  from  a  different  angle  if  we 
apply  our  conservatism  to  symptoms  or  functions  rather  than  to  the 
conservation  of  organs.  We  have  practically  three  functions  that 
we  have  to  watch  in  each  patient.  They  are  the  patient's  general 
health,  the  menstrual  function  and  the  child-bearing  function.  Our 
attention  should  be  directed  to  one  or  all  three  of  those  functions, 
depending  on  the  age,  the  social  position  and  the  number  of  children 
that  the  patient  already  has.  Take,  for  example,  a  woman  who  is 
at,  or  approaching,  or  past  the  menopause.  There  we  can  definitely 
exclude  twro  of  the  functions,  namely  the  menstrual  function  and  the 
child-bearing  function  and  direct  our  attention  exclusively  to  the 
general  health  of  the  patient.  It  has  been  said  (and  as  a  working 
basis  it  is  practically  true)  that  a  woman  is  better  off  without  the 
pelvic  organs  if  we  could  exclude  the  possible  nervous  symptoms. 
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The  vast  majority  of  women  would  be  in  better  health  if  they  had  no 
ovaries  or  tubes,  assuming  that  no  nervous  symptoms  developed. 
Therefore,  if  a  woman  is  at  the  menopause  and  if  she  has  any  disease 
of  the  ovaries  or  tubes,  it  is  my  judgment  that  a  radical  operation  is 
indicated.  There  is  no  need  to  consider  the  menstrual  and  child- 
bearing  functions  in  such  a  case  because  the  removal  of  the  tubes, 
ovaries  and  uterus  will  give  that  woman  better  health  and  the 
period  for  these  functions  has  ended.  If  we  have  a  woman  in  the 
early  twenties  we  may  have  to  sacrifice  the  general  health  for  the 
conservation  of  the  other  functions,  the  child-bearing  function  and  the 
menstrual  function.  How  shall  we  do  it?  I  think  we  all  agree 
that  the  first  and  important  thing  is  rest.  The  patient  should 
be  put  to  bed  until  the  acute  symptoms  subside.  Let  us  assume  that 
we  have  a  patient  who  has  been  in  bed  until  the  acute  symptoms  have 
subsided  and  has  had  a  normal  temperature  for  several  days  and 
that  there  still  exists  a  collection  of  pus  in  the  pelvis.  Shall  we 
operate  or  not?  I  think  we  should  operate,  and  preferably  by 
drainage  through  the  vagina.  There  is  no  doubt  that  some  of  these 
cases  where  we  drain  pus  through  the  vagina  subsequently  become 
pregnant.  It  is  my  opinion  that  these  cases  which  afterward  become 
pregnant  are  cases  of  abscess  of  the  ovary  and  not  abscess  of  the 
tube.  I  do  not  see  how  it  is  possible,  theoretically,  for  a  woman  who 
has  a  double  pyosalpinx  which  must  mean  the  occlusion  of  the  inner 
and  outer  ends  of  the  tubes  to  become  pregnant  without  an  opera- 
tion. I  may  be  wrong.  I  can  imagine  that  as  the  inflammation 
subsides  the  inner  end  of  the  tube  which  may  have  been  occluded 
by  the  swelling  of  the  mucous  membrane  may  open  and  become 
patent.  I  do  not  see  how  the  outer  end  which  also  has  become 
occluded  in  a  pyosalpinx  can  open  so  that  the  woman  can  again 
become  pregnant  excepting  by  an  operation.  So  in  the  treatment 
of  a  case  of  double  pyosalpinx  in  which  the  acute  symptoms  have 
subsided  I  do  not  see  how  we  can  gain  in  any  of  the  three  functions 
I  have  mentioned  by  not  operating.  There  is  no  doubt  in  my  mind 
but  that  we  do  gain  by  operating  as  the  patient  will  be  in  better 
general  health  with  the  pus  tubes  out.  Removing  the  tubes  does 
not  interfere  with  the  menstrual  function.  Leaving  the  inner  part 
of  the  tube  or  cutting  the  tube  close  to  the  uterus  without  burying 
the  stump  makes  it  more  probable  for  the  woman  to  become  preg- 
nant. In  other  words,  I  believe  in  operating  on  a  case  of  this  kind. 
I  believe  it  not  only  saves  the  patient's  health  but  the  possibility 
of  child-bearing  is  increased  and  that  she  is  better  off  if  the  tube  is 
removed  in  part  or  whole.  I  may  be  wrong  in  my  belief  that  if  the 
outer  end  of  the  tube  is  definitely  occluded  that  it  does  not  again 
become  patent  without  an  operation.  With  a  patient  at  an  age 
between  the  two  extremes  the  treatment  depends  on  the  relative 
value  of  the  three  functions.  A  working  woman  who  has  had  two 
or  three  children  does  not  need  the  child-bearing  function  so  much 
as  good  general  health  and  we  should  be  willing  to  do  a  more  radical 
operation  than  in  a  woman  who  is  anxious  to  have  more  children." 
Dr.  F.  R.  Oastler. — "It  was  my  fortune  to  be  admitted  to  the 
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realm  of  gynecology  at  about  the  time  when  the  pendulum  was 
swinging  from  extreme  radicalism  to  extreme  conservatism.  I  have 
watched  the  pendulum  swing  back  again  so  that  to-day  we  seem  to 
have  reached  almost  the  happy  medium  and  the  rule  of  procedure 
among  many  gynecologists  appears  to  be  radical  if  necessary, 
conservative  if  possible.  Allow  me  to  emphasize  a  remark  of  Dr. 
Brettauer  regarding  the  frequency  of  acute  gonorrhea  in  dispensary 
and  hospital  service.  In  my  work  at  the  Vanderbilt  Clinic  from 
1897  to  191 2,  acute  gonorrhea  was  uncommon.  In  hospital  work 
the  cases  are  few  in  comparison  with  other  work.  Of  course  gonor- 
rhea is  of  frequent  occurrence  among  women  so  that  I  am  coming 
to  the  belief  that  many  women  have  the  disease  and  do  not  know  it. 
In  other  words,  the  symptoms  are  so  mild  that  it  is  overlooked  and 
simply  considered  as  a  painful  menstruation,  slight  irregularity 
with  some  burning  on  urination,  a  symptom  common  to  women. 
They  go  on  without  treatment.  How  difficult  it  is  to  obtain  a 
history  of  gonorrhea  from  a  ward  patient.  They  have  a  mild 
gonorrhea,  slight  inflammation  of  the  tubes  which  become  occluded, 
they  remain  sterile  or  later  have  chronic  tubal  inflammation  or  the 
tubes  are  partially  occluded  and  they  become  pregnant  but  abort, 
or  ectopic  gestation  results.  The  difficulty  of  getting  at  the  etiology 
of  pelvic  infection  makes  it  hard  to  distinctly  separate  puerperal 
from  nonpuerperal  infection. 

"Your  President  has  asked  me  to  obtain  certain  data  from  hospital 
records  with  regard  to  certain  conditions  in  nonpuerperal  pelvic 
infection.  Acknowledging  the  fallacy  of  statistics  I  beg  to  append 
the  following:  Examination  by  smear  of  210  cases  where  inflam- 
matory conditions  were  suspected,  the  gonococcus  was  found  in  25. 
In  230  examinations  with  the  Wassermann  test,  18  cases  of  unsus- 
pected syphilis  was  discovered.  Examination  of  the  exudate  from 
106  tubes  revealed  the  following:  sterile  69,  bacillus  coli  10,  strepto- 
coccus 5,  gonococcus  4,  tubercle  3,  pneumococcus  2,  staphylococcus 
13.  This  record  shows  a  large  number  of  sterile  tubes  but  it  also 
shows  that  a  good  percentage  were  not  germ  free — a  warning  against 
too  much  optimism  in  closing  the  abdomen  without  drainage  in  pus 
infections.  Stage  of  inflammation  at  the  time  of  operation  225 
cases:  acute  suppurative  15,  subacute  suppurative  24,  chronic  sim- 
ple 45,  chronic  suppurative  123,  chronic  intestinal  15,  tubercular 
3.  Side  affected  240  cases:  double  in  160,  right  40,  left  40.  Site 
of  operation  206  cases:  abdominal  188,  abdominal  with  vaginal 
drainage  16,  vaginal  drainage  18.  Operative  results  206  cases: 
relieved  166,  improved  30,  died  10.  Deaths  were  due  to  acute 
dilatation  of  stomach,  emboli,  ether,  sepsis,  intestinal  obstruction 
(fourteenth  day),  and  postoperative  shock.  Wound  healing:  pri- 
mary union  154,  drained  42,  wound  infection  10.  Diagnosis:  28  in- 
correct. Errors:  appendicitis,  fibroid,  ovarian  cyst,  ovarian  abscess, 
retroversion,  cystic  ovary,  infected  ectopic  gestation.  Operations 
performed  206  cases:  hysterectomy  and  double  salpingo-oopho- 
rectomy     14,    double    salpingo-oophorectomy    96,    right    salpingo- 
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oophorectomy  28,  left  salpingo-oophorectomy  28,  vaginal  drainage  6, 
salpingo-oophorectomy  salpingectomy  8,  conservative  operations  26. 

"The  indication  for  operation  whether  radical  or  conservative 
depends,  I  believe,  on  these  factors:  (1)  the  pathological  condition 
found,  (2)  the  general  health  of  the  patient,  (3)  the  future  health  of 
the  patient,  (4)  the  social  condition  of  the  patient — the  working 
woman  wants  immediate  relief,  (5)  the  age,  (6)  the  wish  for  children, 
(7)  the  patient's  wish.  Many  woman  are  happier  with  the  knowl- 
edge that  a  piece  of  ovary  or  tube  has  been  left.  Be  conservative 
where  possible  but  be  radical  when  necessary.  My  experience  has 
been  that  whereas  conservative  surgery  often  yields  brilliant  results, 
generally  speaking  the  results  are  disappointing.  There  is  no 
general  rule  of  procedure,  each  case  is  a  problem  in  itself." 

Dr.  Hermann  J.  Boldt. — "I  have  also  passed  through  the 
different  stages  of  radicalism  and  conservatism  and  to  best  prove 
the  value  of  conservatism  is  perhaps  to  illustrate  it  by  a  few  examples. 

"Dr.  Taylor  made  the  remark  that  he  had  never  seen  conception 
following  large  pyosalpinges  if  the  fimbriated  extremities  were  closed. 
I  remember  one  such  instance.  I  opened  the  abdomen  in  a  case  of 
very  extensive  salpinges  and  drained  the  Fallopian  tubes.  There 
was  also  an  abscess  in  the  cul-de-sac  of  Douglas.  Because  of  the  age 
of  the  patient  (she  was  a  young  woman  only  recently  married),  I 
decided  not  to  do  a  radical  operation,  but  opened  the  abscess  in  the 
cul-de-sac  and  then  opened  each  side  into  the  Fallopian  tubes  and 
drained.  That  particular  patient  was  confined  three  times  by  one 
of  the  members  of  this  Society,  Dr.  Dorman,  and  I  may  add  that  it 
has  happened  in  a  number  of  instances  where  I  have  opened  the 
abdomen  for  the  purpose  of  doing  a  more  radical  operation,  and 
upon  looking  at  the  condition  in  the  abdomen,  in  the  pelvis,  I 
decided  rather  to  try  what  conservatism  would  do,  closed  the  abdo- 
men and  drained  through  the  vagina,  and  have  had  a  satisfactory 
outcome. 

"The  most  interesting  instance,  I  think,  of  what  conservatism  will 
do  and  how  frequently  gonorrheal  tubes  may  symptomatically 
cure  themselves  was  accorded  me  very  many  years  ago. 

"A  patient  was  sent  to  me  from  Denver.  I  advised  that  she  be 
operated  upon  and  a  salpingo-oophorectomy  done.  She  declined  to 
have  anything  done  in  the  way  of  removing  a  part  of  her  genital 
organs.  Sometime  afterward  she  was  taken  ill  with  an  attack 
of  acute  appendicitis  and  I  operated  on  her.  In  doing  that  operation 
I  made  a  median  incision  and  found  both  Fallopian  tubes  distended 
and  about  1^  inches  in  diameter.  I  recalled  what  the  patient  had 
said  to  me  at  the  time  she  first  consulted  me,  and  therefore  decided 
not  to  take  the  tubes  out,  which  I  otherwise  would  have  done.  I 
have  had  the  opportunity  of  watching  her  for  over  twenty  years 
and  she  is  in  perfect  health. 

"I  believe  conservatism  should  be  practised  far  more  than  it  is 
now." 

Dr.  J.  0.  Polak. — "The  important  point  is  the  question  of  the 
differentiation  between  the  gonorrheal  tube  and  the  tube  which  is 
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the  result  of  mixed  infection.  I  am  convinced,  as  Dr.  Boldt  has  said, 
that  the  gonorrheal  tube  recovers,  for  I  have  opened  the  abdomen 
on  several  occasions  and  found  the  tubes  distended  and  closed  the 
abdomen  without  doing  anything.  In  two  of  the  cases  that  T  have 
closed  the  women  are  now  pregnant. 

"  Mixed  infections  do  not  act  as  the  straight  gonorrheal  infections, 
I  have  become  extremely  radical  in  treating  these  cases  after  suffi- 
cient time  has  elapsed  for  their  quiescence.  That  time  may  be 
months  or  it  may  be  years,  but  if  that  patient  is  invalidized,  as  a 
large  part  of  them  are,  I  believe  the  radical  procedure  in  those  women 
who  have  to  make  their  own  living  is  the  best. 

"  In  young  women  we  have  adopted  the  procedure  of  the  removal 
of  the  tubes,  part  of  the  uterus  and  the  conservation  of  one  or  both 
ovaries,  as  we  believe  that  ovulation  without  menstruation  is  not  of 
much  value  to  the  patient.  The  reason  we  make  this  statement 
is  that  in  reoperating  on  seventy-two  cases  where  the  ovaries  have 
been  conserved  we  have  found  that  in  these  seventy- two  cases  that 
needed  reoperation  for  symptoms  these  ovaries  have  become  non- 
functionating  ovaries,  in  the  sense  that  they  have  become  cystic  and 
imbedded  in  adhesions,  the  patients  have  been  suffering  from  the 
nervous  symptoms  or  the  lack  of  ovarian  secretion.  These  patients 
have  been  bettered  by  the  removal  of  the  ovaries,  and  we  have  been 
able  to  have  a  well  patient  instead  of  a  semi-invalid. 

"The  life  history  of  the  conserved  ovary  without  menstrual 
function,  in  our  experience,  is  not  over  two  years.  After  that  time 
the  patient  will  begin  to  have  flashes  and  symptoms  of  the  meno- 
pause, and  I  am  getting  more  and  more  radical  on  the  question  of 
the  removal  of  ovaries  that  are  mixed  with  diseased  pelvic  organs. 
I  am  getting  more  and  more  conservative  if  I  can  leave  in  part  of 
the  uterus  to  conserve  the  menstrual  function  and  ovaries,  but, 
basically,  we  try,  by  long  periods  of  time,  expectant  treatment,  vagi- 
nal incision  and  drainage  occasionally,  to  avoid  radical  operation  in 
these  patients." 

Dr.  Edward  J.  III. — "I  agree  with  what  Dr.  Taylor  has  said 
about  the  difference  between  the  old  and  the  young  woman  in  regard 
to  artificial  menopause;  it  makes  all  the  difference  in  the  world.  At 
the  same  time  I  have  never  seen  a  case  where  the  ovaries  have  to  be 
removed  in  old  women  that  they  did  not  suffer  more  or  less  with 
nervous  symptoms.  One  old  lady,  now  seventy-five  years  old,  from 
whom  I  removed  the  ovaries  and  tubes  twenty  years  ago,  still  throws 
her  clothes  off  and  tries  to  get  a  little  cold  air  now  and  then  so  as  to 
be  more  comfortable.  Dr.  Polak  is  perfectly  right  when  he  says  that 
most  of  these  women  where  the  ovaries  are  conserved  have  the 
symptoms  of  menopause  in  the  course  of  two  years  or  so,  but  there  is 
something  more  than  that.  I  do  not  know  what  it  is,  but  it  produces 
a  better  feeling  in  the  woman.  The  young  woman  is  more  apt  to  lose 
her  sexual  passion  if  the  ovaries  are  removed,  than  the  older  woman. 
The  latter  are  more  set  in  their  ways  than  the  former.  The  older 
woman  is  more  apt  to  continue  the  sexual  passion. 

"Whether  the  tube  closes  after  gonorrheal  sealing  is  a  question  on 
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which  there  might  really  be  a  difference  of  opinion.  My  idea  is 
that  if  it  remains  open  it  is  a  gonorrheal  infection.  However,  I 
believe  that  when  there  is  more  than  one  kind  of  infection,  and  when 
the  gonococcus  is  the  first  and  the  others  are  supplanted,  it  does  not 
remain  open.  In  making  a  diagnosis  of  gonorrheal  pus  tube  I  have 
lost  faith  in  the  bacteriologist  and  myself  in  always  finding  the 
gonococcus.  If  you  pin  the  bacteriologist  right  down  to  it,  unless 
you  have  given  him  a  chance  to  make  a  serum  culture,  he  will  not  be 
very  sure  about  his  gonococci.  I  am  getting  less  sure  all  the  time. 
Dr.  Judd  tells  us  that  an  infection  of  the  vulvovaginal  glands  does 
not  always  mean  gonorrhea.  He  is  right,  but  in  an  infection  of 
Skene's  glands,  a  macular  condition  of  the  vagina  and  cervix  is 
residual.  When  you  remove  the  maculae,  make  cross-sections  and 
put  them  under  the  microscope,  you  find  a  distinct  excavation  of  the 
center,  a  condition  which  on  the  clinical  table  cannot  be  as  readily 
recognized,  but  if  you  inject  a  5  per  cent,  solution  of  chloride  of 
zinc  you  will  find  that  every  macula  has  a  white  spot  on  top  of  it. 
The  excavation  of  the  maculae  becomes  white  with  the  coagulation 
of  the  denuded  tissue,  while  the  rest  of  the  mucous  membrane  of  the 
vagina  remains  pink.  These  are  definite  residual  symptoms  of  gon- 
orrhea. I  want  particularly  to  direct  your  attention  to  the  maculae 
if  you  have  not  already  been  giving  it  close  attention.  I  think  it  is  a 
little  more  than  twenty-five  years  since  I  first  observed  this.  I 
think  the  fact  that  out  of  109  cases  I  have  lost  but  one  case,  and  that 
probably  appendicial,  against  ten  that  our  friend,  Dr.  Oastler,  lost, 
where  he  had  a  great  many  acute  cases,  speaks  for  the  value  of  wait- 
ing with  your  cases.  You  do  not  lose  anything  by  it.  I  have  never 
seen  a  case  that  died  for  want  of  an  operation.  I  have  seen  them  die 
often  enough  with  operation. 

"All  inflammations  produced  by  the  colon  bacillus  are  bad  so  far  as 
future  pregnancies  are  concerned.  I  have  not  seen  a  single  case 
become  pregnant  subsequently.  When  we  discharge  our  cases  from 
the  hospital  we  do  not  say  they  are  cured,  or  improved,  for  they  are 
not.  They  have  merely  recovered  and  are  not  cured  until  three  or 
four  years  after.  Every  patient  leaving  the  hospital  comes  back  in 
the  course  of  three  weeks,  then  in  six  months,  and  if  she  does  not 
come  back  in  six  months  we  hunt  her  up  and  in  this  way  we  know 
what  cases  we  cure  and  what  cases  we  do  not  cure,  but  you  cannot 
say  a  patient  is  cured  when  you  discharge  her  from  a  pus-tube  opera- 
tion.    You  have  to  wait  a  long  while  afterward." 
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Stated  Meeting  Held  March  7,  1918. 
The  President,  Dr.  Barton  Cooke  Hirst,  in  the  Chair. 

SYMPOSIUM  ON  DISEASES  OF  THE  BREAST. 

Dr.  Thompson  S.  Westcott  (by  invitation)  read  a  paper  entitled 

ANOMALIES  OF  MAMMARY  SECRETION.* 

Dr.  Richard  C.  Norris  read  a  paper  entitled 

PREVENTION    AND    TREATMENT   OF    MASTITIS,  f 

Dr.  William  R.  Nicholson  read  a  paper  entitled 

TREATMENT  OF  MASTITIS.  + 

Dr.  John  B.  Deaver  read  a  paper  entitled 

TREATMENT  OF  BENIGN  TUMORS  OF  THE  BREAST. || 

Dr.  Charles  F.  Nassau  (by  invitation)  read  a  paper  entitled 

MALIGNANT  TUMORS   OF   THE  BREAST.** 
DISCUSSION. 

The  papers  of  the  Symposium  were  discussed  jointly 
Dr.  J.  P.  Crozer-Griffith. — I  am  in  the  position  of  knowing 
very  little  about  most  of  the  subjects  discussed  and,  although  I 
am  supposed  to  be  more  or  less  familiar  with  the  topic  considered  by 
Dr.  Westcott,  his  review  of  it  has  been  so  complete  that  there  is 
little  left  for  me  but  to  emphasize  certain  points.     Moreover,  this 

*  For  original  article  see  page  55. 

t  For  original  article  see  page  46. 

X  For  original  article  see  page  52. 

||  For  original  article  see  page  37. 

**  For  original  article  see  August  number. 
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meeting  has  been  so  very  largely  surgical  in  character  that  I  feel 
that,  as  a  mere  pediatrist,  I  am  a  little  out  of  place  in  anything  I 
may  say.  Perhaps,  however,  you  will  allow  the  milk  to  flow  for 
just  a  little  while  before  you  discuss  the  method  to  be  chosen  in  the 
incising  or  the  removing  of  the  breasts.  There  is  no  place  a  pedi- 
atrist likes  so  well  to  speak  as  before  an  obstetrical  society,  because, 
after  all,  the  whole  future  life  of  the  infant,  or  whether,  indeed,  it 
will  live  at  all,  may  depend  upon  the  decision  which  the  obstetrician 
reaches  in  regard  to  the  question  of  the  weaning  of  the  child.  Now 
we  pediatrists  know  that  the  artificially  fed  child  has  about  five 
times  the  chance  of  dying  that  the  breast-fed  child  has  in  its  first 
year  of  life;  and  we  also  know  that  a  good  part  of  our  work  consists 
in  trying  to  remedy  the  evils  which  appear  to  have  arisen  from  what, 
as  far  as  we  can  see,  was  an  entirely  unjustifiable  weaning.  I  do 
not  mean  these  remarks  to  apply  to  the  skilled  all-round  obste- 
tricians such  as  constitute  the  membership  of  this  Society.  I  want 
to  enlist  the  help  of  the  members  in  what  pediatrists  are  trying  to  do, 
viz.:  the  spread  of  the  propaganda  for  breast-feeding.  With  your 
help  we  can  do  much.  The  snap  diagnosis  of  which  Dr.  Westcott 
spoke,  to  the  effect  that  the  mother's  milk  is  poor  and  not  suited  to 
her  infant,  and  that  weaning  should  take  place,  is,  unfortunately,  of 
very  frequent  occurrence.  The  first  thing  we  should  remember 
before  coming  to  any  such  decision  is  that  the  milk  has  not  attained 
its  proper  normal  condition  for  probably  two  weeks  after  the  birth 
of  the  infant,  and  that  it  may  readily  disagree  at  first  but  be  per- 
fectly digested  later.  Again  the  mother  may  have  an  insufficient 
milk-supply  when  in  bed,  but  may  have  an  abundant  and  normal 
secretion  when  she  is  out  of  bed  and  has  resumed  her  usual  activities. 
Therefore  we  want  always  to  caution  delay  in  advising  a  mother  to 
wean  her  infant.  So,  too,  both  in  the  early  weeks  of  life,  and  later 
throughout  the  nursing  period,  one  of  the  most  important  things  in 
maintaining  the  milk-supply  is  a  thorough  emptying  of  the  breast. 
That  has  been  emphasized  by  pediatrists  everywhere.  Now  it  can 
be  readily  seen  that  a  weakly  infant,  with  a  mother  having  abundant 
milk  during  the  first  weeks  of  life,  may  not  succeed  in  emptying 
her  breasts,  and  that  the  breasts  will  consequently  give  a  constantly 
decreasing  amount  of  milk,  so  that  as  a  result  later,  when  the  demands 
of  the  infant  are  growing  greater,  the  breasts  may  have  become 
unable  to  meet  them.  Therefore,  it  is  the  duty  of  the  obstetrician, 
as  long  as  he  is  attending  the  mother,  to  see  that  the  breast  is 
regularly  emptied  in  some  way,  whether  by  another  child,  by  pres- 
sure, by  the  breast-pump,  or  whatever  method  is  determined  to  be 
the  best.  Later  in  the  infant's  life  the  mother  often  raises  the  ques- 
tion whether  she  cannot  give  the  child  a  bottle  a  day.  Granted 
that  she  does  not  need  to  do  this  for  her  health,  it  should  be  denied. 
Of  course,  maternal  nursing  means  a  confining  life.  Supposing  we 
want  to  let  the  mother  have  some  diversion  outside  of  the  house,  as 
is  certainly  desirable,  the  breast  may  be  pumped  and  the  milk 
kept  to  be  given  to  the  infant  from  the  bottle  at  the  proper  time. 
But  just  as  soon  as  you  begin  giving  one  or  two  bottles  a  day,  the 
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demands  upon  the  breast  are  diminished,  emptying  is  unsatisfactory, 
and  the  secretion  begins  to  fail.  In  the  cases  where  the  breast-milk 
is  insufficient  and  the  child  needs  supplemental — not  substitute 
feeding — a  much  better  plan  is  to  let  the  infant  nurse  as  much  as 
it  can  get  at  the  regular  time,  and  then  give  a  small  amount  of 
food  from  a  bottle  after  each  nursing;  the  proper  amount  being 
determined  by  weighing  the  infant  before  and  after  each  nursing,  to 
discover  the  quantity  of  nourishment  which  it  has  received  from  the 
mother. 

As  to  the  modification  of  breast-milk,  continued  experience  has 
convinced  me  that  we  cannot  do  as  much  as  we  had  formerly  sup- 
posed. There  are,  of  course,  exceptions,  but  this  statement  applies 
to  the  majority  of  cases.  There  are  practically  only  two  classes  of 
women  whose  milk  can  be  modified;  one  is  the  overworked  and 
underfed  woman,  who  is  giving  a  poor  milk.  When  you  feed  her 
more  and  give  her  more  rest  you  will  get  more  and  better  milk. 
The  other  is  the  inactive  and  overfed  woman.  Often  her  milk  is 
too  rich.  You  can  diminish  her  protein  by  exercise  and  giving  less 
to  eat.  The  great  majority  of  women  with  insufficient  or  poor  milk 
are,  however,  of  the  neurotic  type,  often  through  inheritance.  In 
the  case  of  these  you  can  accomplish  very  little.  However,  a  little 
breast-milk  is  far  better  than  none,  and  the  child  should  take  the 
supplemental  diet  to  make  up  for  the  insufficient  breast-milk. 
There  is  something  about  the  breast-milk  which  we  do  not  under- 
stand, but  which  enables  the  infant  who  receives  a  little  of  it  to 
digest  better  the  supplemental  cow's  milk  mixture.  We  should 
consequently  maintain  the  secretion  of  breast-milk  as  long  as  we  can. 
There  is  one  other  element  in  producing  insufficient  breast-milk, 
to  which  I  wish  to  refer  briefly,  viz.:  worry.  I  have  seen  a  mother 
losing  her  milk  because  she  was  worrying  lest  she  should  lose  it. 
Encourage  her.  Let  her  know  that  the  child  will  not  suffer;  that 
she  shall  be  helped  out  by  the  giving  of  the  bottle  until  such  time 
as  her  own  milk  grows  better  and  more  abundant,  as  you  assure  her 
that  it  certainly  will  do.  Often  this  is  all  that  is  required  to  re- 
establish the  secretion  in  a  satisfactory  manner. 

Dr.  Edward  P.  Davis. — To  prevent  disorders  of  lactation  and 
complications  of  the  breast  they  should  receive  attention  during 
pregnancy.  By  causing  the  nipples  to  be  covered  with  sound  epithe- 
lia,  by  developing  the  breasts  by  gentle  massage,  and  by  preventing 
toxemia  by  suitable  diet  and  hygiene,  much  can  be  done  to  increase 
the  secretion  of  milk.  Lactation  should  be  maintained  by  every 
possible  means,  and  the  supplemental  meal  for  the  child  which 
enables  the  mother  at  least  to  partially  nourish  her  infant,  is  of 
great  value.  It  is  much  better  to  supplement  the  mother's  nursing 
by  a  bottle  than  to  stop  lactation. 

During  the  puerperal  period  when  there  is  no  child  to  nurse, 
lactation  is  best  terminated  by  the  strict  avoidance  of  massage.  The 
breasts  should  be  cleansed  thoroughly,  covered  with  sterile  gauze  and 
bandaged    smoothly,    and    the   patient   given    free   purgation.     If 
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tension  is  excessive  and  pain  is  considerable,  lead  water  and  laudanum 
may  be  applied  beneath  the  bandage. 

All  maternity  hospitals  will  have  cases  of  mammary  abscess  com- 
ing to  them  from  outside,  and  a  small  percentage  of  infection  will 
arise  within  maternities  in  spite  of  every  effort.  Foci  of  infection 
occurring  near  the  nipple  should  be  opened  as  soon  as  possible, 
drained,  and  disinfected.  If  this  be  done  promptly,  deeper  infection 
may  be  prevented.  If,  however,  the  infection  attacks  one  or  more 
acini,  absolute  rest  of  the  breast,  free  purgation,  the  application  of  a 
bandage,  and  over  it  an  ice-bag  or  a  hot-water  bag,  whichever  is  most 
comfortable  for  the  patient,  may  sometimes  bring  about  resolution 
without  suppuration.  If,  however,  the  breast  becomes  considerably 
infected,  the  patient  must  be  anesthetized  and  an  incision  made  at 
the  side  of  the  nipple  parallel  with  the  milk  ducts.  A  finger  of  the 
gloved  hand  should  then  be  inserted,  and  areas  of  softening  be 
sought.  If  the  breast  tissue  is  sound  it  will  resist  considerable 
pressure;  if  infected,  it  readily  yields.  The  finger  should  be  passed 
in  the  direction  of  yielding  infected  tissue  to  the  lower  skin  border  of 
the  breast.  There  an  opening  should  be  made  and  a  pair  of  forceps 
passed  into  the  original  opening  out  through  the  second  opening, 
and  a  rubber  drainage  tube  drawn  through  the  sinus  so  made.  If 
the  breast  is  extensively  infected,  tubes  should  be  put  diagonally 
completely  through,  crossing  each  other  at  the  original  opening  at 
the  nipple.  These  tubes  should  then  be  thoroughly  syringed  out 
and  a  copious  gauze  dressing  applied.  As  the  discharge  ceases  the 
tubes  should  be  shortened  and  finally  removed  and  the  breast 
allowed  to  heal.  If  thorough  drainage  be  employed  such  a  patient 
may  nurse  a  child  successfully  in  a  subsequent  pregnancy. 

To  have  carcinoma  occurring  during  pregnancy  may  resemble  an 
acute  infection.  It  should  always  be  taken  in  hand  at  the  earliest 
possible  moment  and  permission  obtained  for  operation.  The 
breasts  should  then  be  incised  and  if  a  malignant  condition  is  present 
the  breasts  should  be  removed  and  the  axillary  glands  as  well. 

There  is  a  condition  of  diffuse  hyperplasia  in  pregnant  women 
whose  precise  origin  is  difficult  to  ascertain.  This  sometimes  occurs 
in  young  ill-nourished  persons  without  infection  or  malignant  disease. 
The  breasts  become  very  large,  reddened  and  slightly  painful  with- 
out discharge  from  the  nipple.  Rest  in  bed  with  a  supporting 
bandage,  purgation,  and  simple  diet  often  result  in  the  cessation  of  the 
abnormal  condition.  Active  tubercle  infection  of  the  breasts  may 
complicate  pregnancy  and  the  puerperal  state.  The  diagnosis  is 
made  by  palpation,  finding  areas  of  hardness  alternating  with 
softening  in  the  breast  and  by  microscopic  study  of  the  secretion 
from  the  breast.  Tubercle  bacilli  can  there  be  found.  The  imme- 
diate removal  of  such  a  breast  is  indicated. 

Gynecologists  are  familiar  with  a  condition  of  the  mammary 
gland  occurring  at  about  forty  years  of  age  or  later  and  often  ac- 
companied by  the  presence  of  a  foci  of  infection  in  the  mouth,  the 
appendix,  the  joints,  gall-bladder,  or  some  other  portion  of  the  body. 
In  these  patients  cystic  degeneration  of  the  breast  is  often  present, 
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and  in  some  cases  goes  on  to  the  development  of  malignant  disease. 
It  seems  advisable  with  many  of  these  patients  to  remove  the  breast 
promptly  to  avoid  the  risk  of  cancer. 

Dr.  G.  E.  Pfahler. — I  have  been  asked  to  speak  this  evening 
on  the  use  of  *-ray  treatment  in  these  cases.  Dr.  Nassau  very 
properly  recommended  postoperative  .x-ray  treatment  in  all  cases 
of  carcinoma  of  the  breast.  I  would  like  to  endorse  this  most  heartily. 
In  fact,  I  believe  that  in  postoperative  treatment  we  have  the 
greatest  field  of  usefulness  of  the  x-ray.  This  postoperative  treat- 
ment should  be  given  thoroughly  by  a  competent  Rontgenologist, 
and  as  soon  after  the  operation  as  the  patient  can  be  moved  for 
treatment.  I  believe,  and  I  am  hoping  later,  to  be  able  to  prove  by 
statistics  that  the  end  results  of  operation  (at  least  on  advanced 
cases),  can  be  doubled  provided  thorough  postoperative  x-ray 
treatment  is  given.  If  that  is  true,  then  the  x-ray  treatment  is  just 
as  important  as  the  operation  itself.  I  have  seen,  and  I  am  sure 
most  of  you  have  seen  masses  of  recurrent  malignant  disease  dis- 
appear under  active  x-ray  treatment.  That  proves,  beyond  all 
doubt,  that  the  x-ray  has  a  pronounced  influence  on  malignant 
disease.  It  is  reasonable  to  assume  that,  if  the  disease  can  be  made 
to  disappear  after  it  has  reached  macroscopic  size,  and  after  nutrition 
is  being  supplied  by  the  development  of  blood-vessels,  the  same  malig- 
nant cells  should  respond  to  the  x-ray  treatment  much  more  read- 
ily when  it  is  microscopical  in  size,  and  before  it  has  fully  developed. 

In  all  this  discussion  it  is  to  be  assumed  that  we  will  be  permitted 
to  treat  the  disease  while  it  is  yet  localized  in  the  neighborhood  of 
the  breast  and  the  axillary  glands  leading  therefrom.  At  least, 
that  it  is  still  confined  to  the  chest  for,  of  course,  the  x-ray  cannot 
be  expected  to  influence  the  disease  to  which  it  has  not  been  applied. 
I  have  demonstrated  the  healing  of  disease  even  after  it  has  extended 
to  the  spinal  column,  but  when  the  disease  has  extended  so  far,  one 
must  assume  that  it  is  general  and  complete  recovery  can  hardly 
be  hoped  for.  Even  when  the  disease  extends  to  the  mediastinum 
it  can  be  influenced  favorably,  though  the  patient  may  not  get 
completely  well.  I  have  a  patient  under  my  care  now  who  was 
referred  to  me  five  years  ago  for  treatment  of  mediastinal  disease 
which  developed  after  the  removal  of  both  breasts  for  carcinoma  by 
the  late  Dr.  Rodman.  The  patient  is  not  yet  cured,  and  probably 
never  will  be,  but  she  is  free  from  symptoms,  and  is  attending  to 
her  normal  household  duties. 

I  have  had  a  number  of  cases  referred  to  me  by  surgeons  for  treat- 
ment of  these  benign  tumors.  They  were  believed  to  be  benign 
and,  so  far  as  I  know,  none  of  them  have  developed  into  malignant 
disease  since.  These  tumors  have  practically  all  disappeared  under 
treatment.  I  am  not  advising  against  operation,  but  this  is  one  of 
the  methods  of  treatment  to  be  considered  if  the  patient  cannot 
be  operated  upon. 

There  is  a  third  thought  I  would  like  to  leave  with  you  which  is  com- 
paratively new.  During  the  past  year  I  have  been  recommending, 
and  have  been  using  in  a  number  of  cases,  a  thorough  course  of  deep 
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.v-ray  treatment  which  requires  several  days  to  administer,  and  which 
is  given  especially  in  the  advanced  cases,  and  is  to  be  followed 
within  a  few  days  or  a  week  by  operation  for  the  complete  removal 
of  the  malignant  tissue.  Experimental  work  has  shown  that  the 
power  or  reproduction  of  malignant  cells  is  much  decreased  by  x-ray 
treatment,  and  it  is  upon  this  theory  that  I  am  assuming  that,  if  the 
patient  is  given  a  thorough  course  of  treatment,  such  as  would  be 
given  if  one  expected  to  cure  the  patient  by  the  x-ray,  that  the  malig- 
nant cells  will  be  so  influenced  that  there  will  be  less  tendency  to 
recurrence  or  metastasis.  The  operation  should  then  be  followed 
by  further  x-ray  treatment  given  four  weeks  after  the  first  course 
of  treatment  is  given. 

Dr.  John  B.  Deaver. — In  answer  to  Dr.  Nassau,  I  would  say  that 
1  see  quite  as  many  cases  of  benign  as  of  malignant  disease.  I  have 
now  operated  on  close  to  2000  breast  cases.  I  see  many  fibro-  and 
fibrocystic  adenomas.  The  statistics  are  handed  down  and  like 
many  of  the  books  they  have  to  be  rewritten  at  the  side  of  the  operat- 
ing table.  As  to  the  question  of  carcinomas  of  the  breast  in  the 
male,  its  frequency,  and  the  statement  by  Dr.  Nassau  that  there 
had  been  but  three  cases  at  Johns  Hopkins.  I  do  not  think  it  is  so 
infrequent,  certainly  not  in  my  experience,  for  there  have  been 
three  cases  of  malignant  disease  of  the  male  breast  in  the  last  year 
at  the  Lenkenau  Hospital.  As  to  frozen  section,  there  is  no  doubt 
of  it  if  you  have  the  right  man  behind  the  gun.  Ninety-five  per 
cent,  of  the  frozen  section  diagnoses  are  verified  by  stained  sections. 
Therefore  the  woman  who  has  an  operation  on  the  breast  and  does 
not  have  a  frozen  section  immediately  has  not  had  the  best  done  for 
her.  Those  who  have  seen  many  carcinomas  can  diagnose  nineteen 
out  of  twenty.  If  we  can  verify  that  one  by  frozen  section,  why  should 
it  not  be  given  the  advantage?  As  to  heredity,  it  doesn't  play  any 
role.  I  think  it  is  all  a  question  of  irritation.  We  have  been  study- 
ing cancer  and  all  we  know  is  that  it  arises  from  irritation.  I  scarcely 
ask  the  question  "Did  your  mother  or  grandmother  have  cancer?" 
I  do  not  care  whether  they  did  or  did  not  have  it.  As  for  my  friend, 
Dr.  Davis'  question,  1  think  he  did  the  proper  thing  in  taking  off 
those  breasts.  The  majority  of  benign  tumors  should  not  be  x- 
rayed.  My  friend  Dr.  Pfahler  has  done  wonders  for  me,  but  if  you 
want  to  make  a  malignant  tumor  out  of  a  benign,  .v-ray  it.  It  is 
fifty,  fifty.  There  is  no  doubt  in  my  mind  that  Pfahler  has  women 
living,  many  of  them  that  would  have  been  under  the  sod  years  ago, 
and  every  patient  I  operate  upon  for  carcinoma  I  have  x-rayed 
immediately,  and  I  would  like  to  have  them  x-rayed  the  day  after 
they  are  operated  upon.  But  for  benign  tumors,  they  better  stay 
away  from  Dr.  Pfahler. 

Dr.  Charles  F.  Nassau. — I  was  not  trying  to  argue  against  the 
frozen  section.  What  I  was  trying  to  bring  out  is  just  exactly  the 
point  Dr.  Deaver  has  urged  so  strenuously  in  his  own  argument, 
even  if  he  was  not  aware  of  it,  namely,  he  depends  upon  his  own  eye 
for  his  diagnosis.  The  frozen  section  helps  him  out  in  90  some  per 
cent,  of  the  cases.     Then  he  is  in  error  in  the  remainder  up  to   100 
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per  cent.  Anybody  can  make  these  mistakes.  You  ought  to  have  a 
frozen  section.  To  depend  entirely  upon  it,  to  neglect  your  macro- 
scopical  experience  and  say  because  we  have  not  found  cancer  would 
be  a  wrong  thing  and  that  is  what  I  meant  to  bring  out.  1  used  to 
have  to  do  a  good  deal  of  microscopical  work.  I  think  I  had  the 
privilege  of  seeing  one  of  the  first  cancer  cysts  operated  upon  by 
Dr.  Halsted,  he  believing  it  at  that  time  to  be  an  absolutely  benign 
growth.  Two  weeks  later  I  found  in  one  of  these  sections  in  the 
wall  of  the  cyst  cancer.  You  might  have  taken  out  half  a  dozen 
pieces  of  tissue  and  not  found  it.  I  called  Dr.  Bloodgood  over  and 
he  confirmed  the  findings.  She  had  a  recurrence  in  a  short  time  and 
died.  You  must  not  depend  upon  any  one  thing,  you  should  use 
everv  method  available. 
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SECTION   ON  OBSTETRICS  AND  GYNECOLOGY 

Stated  Meeting,  Held  March  26,  1918. 
Dr.  Wilbur  Ward,  in  the  Chair. 
Dr.  Id.  A.  Shlenker  reported 

THREE  CASES  OF  HYDATID  MOLE. 

I  have  been  prompted  to  report  these  cases  by  the  fact  that  there 
seems  to  be  quite  a  variance  of  opinion  as  regards  the  frequency  of 
their  occurrence.  For  instance,  in  older  text-books,  and  in  the 
majority  of  recent  ones  the  statistics  of  Madam  Boivin  are  quoted, 
stating  that  moles  occur  only  once  in  20,000  cases,  while  the  text- 
book by  Williams  quotes  Williamson's  statistics  stating  that  they 
occur  as  often  as  once  in  2400  cases. 

Judging  from  my  conversation  with  many  obstetricians  and  gen- 
eral practitioners,  I  have  been  impressed  by  the  fact  that  they  do 
not  regard  this  condition  as  an  unusual  state  of  affairs  and  think  it 
is  of  rather  frequent  occurrence.  I,  too,  am  of  the  opinion  that 
these  cases  do  occur  much  more  frequently  than  they  are  reported, 
though  not  of  such  frequency  as  one  might  be  led  to  believe.  The 
important  point  in  the  consideration  of  this  subject  is  the  fact  that 
these  cases  often  find  a  fertile  focus  for  the  implantation  and  prolifera- 
tion of  one  of  the  most  malignant  and  dreaded  conditions,  chorio- 
epithelioma.  This  condition  is  found  to  be  secondary  to  molar 
pregnancy  in  about  16  per  cent,  of  the  210  cases  collected  and  re- 
ported by  Palmer  Findlay.  He  regards  these  figures  as  rather  high, 
taking  into  consideration  the  fact  that  they  do  not  seem  to  be  re- 
ported as  frequently  as  they  occur. 
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The  cases  and  specimens  which  I  present  occurred  in  the  service 
at  the  Governeur  Hospital  within  a  comparatively  short  period  of 
time,  one  in  December,  1916,  a  second  in  December,  191 7,  and  a  third 
this  year  in  February. 

In  addition  to  the  above-mentioned  cases  I  have  investigated  the 
hospital  records  as  far  back  as  191 1,  and  I  find  that  four  cases  are 
recorded.  Two  cases  occurred  in  1911,  one  in  1912,  and  one  in  1915. 
Two  of  the  latter  cases  died,  one  after  a  curettage,  the  patient  being 
septic  on  admission  to  the  hospital,  and  the  second  case,  which 
presented  a  protruding  mass,  was  subjected  to  laparotomy  and  died 
shortly  afterward.  The  remaining  cases,  with  one  exception  (a 
patient  lost  sight  of)  have  kept  well  and  reported  this  last  week 
that  they  were  in  perfect  health.  During  this  period  the  hospital 
has  cared  for  3071  obstetrical  cases,  of  which  161 5  were  normal  full- 
term  pregnancies,  the  remaining  being  abortions,  incomplete  abor- 
tions, threatened  miscarriages,  and  premature  births. 

Case  I.- — This  patient,  forty-two  years  of  age,  was  admitted 
to  the  hospital  on  December  15,  1916.  Her  previous  family  and 
menstrual  history  were  negative.  She  had  had  four  full-term  preg- 
nancies and  two  miscarriages,  and  when  admitted  to  the  hospital 
was  apparently  gravid  six  months.  At  the  time  of  admission  she 
stated  that  she  began  to  flow  the  day  before  for  the  first  time.  The 
bleeding  became  very  pronounced  during  the  night.  The  uterus 
was  enlarged  to  the  height  of  the  umbilicus  and  the  cervix  was 
dilated  sufficiently  to  admit  one  finger. 

The  abdomen  was  not  distended.  A  palpable  mass  extended  up 
to  the  umbilicus,  corresponding  to  a  pregnancy  with  a  six  months' 
amenorrhea.  On  December  24th,  the  patient  expelled  a  multi- 
cystic  mass.  She  was  operated  on  by  Dr.  John  F.  Erdman  who 
performed  a  vaginal  hysterectomy.  The  report  from  the  district 
nurse  informs  me  that  she  is  now  well  and  happy. 

Case  II. — This  paitent,  nineteen  years  of  age,  was  admitted  to 
the  hospital  on  February  20,  1918.  Her  family  and  personal  his- 
tory were  negative.  For  the  past  two  years  she  has  suffered  con- 
siderably during  her  entire  period.  Her  last  menstruation  was  on 
December  8,  1917.  Her  health  was  apparently  excellent  until  Feb- 
ruary 14,  191 8,  when  she  observed  that  she  was  spotting.  This 
condition  continued  for  four  days,  when  the  bleeding  became  pro- 
fuse, and  the  patient  becoming  alarmed  sought  the  hospital.  At 
the  time  of  admission,  by  abdominal  palpation  the  uterus  could  be 
felt  three  fingers  breadth  above  the  symphysis.  The  cervix  was  soft 
and  admitted  one  finger  into  the  os.  The  fundus  was  enlarged  to 
the  size  of  a  three  months'  pregnancy  and  reached  about  3  inches 
above  the  symphysis.  On  February  20th,  the  patient  expelled  a 
bloody  grape-like  mass.  After  this  there  was  a  disagreeable  dis- 
charge. The  uterus  was  curetted  and  explored  digitally.  The 
scrapings  were  submitted  to  the  pathologist  who  made  a  diagnosis  of 
hydatid  mole,  without  any  evidence  of  malignancy.  The  Wasser- 
mann  reaction  was  negative  in  this  case. 

On  March  5th,  a  vaginal  examination  showed  the  uterus  slightly 
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enlarged,  and  in  normal  position.  The  ovaries  were  enlarged  and 
felt  as  though  they  were  cystic. 

The  patient  was  discharged  cured  with  instructions  to  report  at 
the  out-patient  department  within  a  month. 

Case  III. — This  patient,  forty-five  years  of  age,  was  admitted  to 
hospital  on  December  10,  1917.  Her  family  and  personal  history 
were  negative.  She  was  married  at  the  age  of  twenty-two  years  and 
has  had  eight  full-term  pregnancies  and  four  miscarriages. 

About  two  weeks  ago  she  observed  that  she  was  spotting,  and 
four  days  later  this  bleeding  became  constant  and  more  pronounced. 
She  also  complained  of  great  abdominal  pain  and  frequent  desire  to 
urinate.  At  the  time  of  her  admission  she  appeared  septic.  Her 
abdomen  was  distended  greatly,  and  the  fundus  of  the  uterus  reached 
to  the  umbilicus.  The  cervix  was  soft;  the  external  os  admitted  one 
finger  and  the  internal  os  was  closed.  The  uterus  was  enlarged 
corresponding  to  a  six  months'  pregnancy.  No  fetal  heart  sounds 
could  be  heard  nor  could  any  fetal  parts  be  felt.  Owing  to  the 
patient's  weakened  condition  it  was  decided  not  to  resort  to  an 
operation,  but  to  keep  her  under  observation  and  treat  her  con- 
servatively. On  January  8,  1918,  she  expelled  a  large  multicystic 
mass,  which  the  pathologist  reported  to  be  a  hydatid  mole  wTith  no 
signs  of  malignancy. 

The  patient  left  the  hospital  against  our  advice  having  been 
advised  of  the  importance  of  being  kept  under  future  observation. 

On  March  21,  1918,  we  had  the  patient  return  to  the  hospital. 
After  being  home  some  four  weeks  she  began  to  spot,  she  imme- 
diately went  to  Bellevue  Hospital,  where  she  was  admitted.  Her 
vagina  was  packed  and  she  was  given  internal  medication.  At  the 
end  of  three  days  she  returned  to  her  home.  Shortly  after  her 
return  home  a  flow  began  which  lasted  eight  days.  This  was 
interpreted  as  her  normal  menstrual  period. 

She  has  now  markedly  improved  in  color  and  feels  much  better. 
On  vaginal  examination,  I  find  the  uterus  slightly  enlarged  in  its 
transverse  diameter,  corresponding  to  a  six  weeks'  pregnancy.  It 
is  in  good  condition  and  freely  movable.  There  is  no  vaginal  dis- 
charge. She  has  been  asked  to  return  within  the  next  month  for  a 
curettage. 

discussion. 

Dr.  Hermann  J.  Boldt.- — Among  the  cases  of  hydatid  mole 
there  is  a  certain  percentage  that  are  likely  to  become  malignant. 
The  question  is  in  what  percentage  of  these  cases  chorioepithelioma 
is  likely  to  develop.  I  believe  it  is  most  generally  considered  that 
the  original  condition  was  a  hydatid  mole  in  most  cases  of  chorio- 
epithelioma. 

Dr.  Shlenker,  in  closing.- — In  about  50  per  cent,  of  all  cases 
of  chorioepithelioma,  the  hydatid  mole  was  the  important  etiologic 
consideration.  In  the  treatment  of  these  cases  there  seems  to  be  a 
tendency  to  resort  to  operations  such  as  a  panhysterectomy,  which 
procedure  in  my  estimation  is  rather  radical.     Recurrences  of  a 
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malignant  nature  occur  only  in  10  per  cent,  to  15  per  cent,  of  these 
cases.  These  cases  should  be  treated  by  a  simple,  but  complete 
evacuation  of  the  uterine  cavity,  with  a  digital  exploration  of  same. 
Dr.  Ries  of  Chicago  recently  reported  the  presence  of  chorionic 
villi  in  the  uterus  presumably  of  eighteen  years'  duration.  The  point 
I  wish  to  make  is  that  these  moles  occur  much  more  frequently 
than  thev  are  reported,  and  to  caution  against  too  radical  procedure 
for  its  relief. 

Dr.  George  L.  Brodhead  presented  a  specimen  of 


HYDATIDIFORM    MOLE. 

I  have  brought  this  specimen  as  a  part  of  the  discussion  on  Dr. 
Shlenker's  paper.  In  our  last  4000  cases  at  the  Harlem  Hospital 
we  have  had  three  moles. 

The  patient  from  whom  this  specimen  of  these  vesiculae  was  taken 
was  a  primipara,  twenty-six  years  of  age,  who  menstruated  in  August, 
September  and  October,  191 7,  each  time  one  day.  In  December 
she  bled  for  several  days.  On  January  5  she  had  a  hemorrhage. 
From  February  1  to  March  10,  she  bled  some  each  day  and  on 
March  10,  she  was  admitted  to  the  Harlem  Hospital.  The  uterus 
at  this  time  was  the  size  of  a  six  months'  pregnancy.  No  fetal  heart 
sounds  were  heard  at  this  time.  At  the  time  of  her  admission  her 
pulse  was  80  and  temperature  98.6.  She  was  in  labor  three  and 
three-fourth  hours  and  discharged  a  hydatid  mole,  which  weighed 
about  2  pounds  with  no  trace  of  the  fetus.  The  patient's  tempera- 
ture on  the  day  of  labor  went  up  to  103. 6°  F.  and  for  the  last  three 
days  has  been  between  99  and  ioo°  F.  She  had  some  pain  in  her 
back  for  several  days,  but  to-day  is  getting  along  very  nicely.  If 
there  is  any  further  bleeding  we  will  have  the  patient  curetted  and 
the  specimen  examined. 

Dr.  H.  J.  Boldt  presented 

FOUR   CARCINOMATOUS   UTERI   REMOVED   DURING    THE   PAST   YEAR. 

E.  C,  aged  thirty-five  years,  with  typical  cancer  of  the  vaginal 
part  of  the  cervix.  The  upper  part  of  the  vagina  was  slightly 
involved,  consequently  a  considerable  part  of  the  vagina  was  also 
extirpated.     Smooth  recovery. 

M.  B.,  aged  fifty-eight  years,  had  been  losing  a  little  blood  at 
irregular  intervals  during  the  past  few  months.  The  condition  was 
very  obvious,  a  carcinoma  of  the  cervix,  and  because  of  the  obesity 
of  the  patient  and  her  somewhat  advanced  age,  a  vaginal  extirpation 
was  decided  upon.     Recovery  uninterrupted. 

J.  B.,  adenocarcinoma  of  the  body,  patient  sixty- three  years 
old.  who  had  atypical  bleeding  about  four  months.  Abdominal 
operation  was  done  because  of  the  size  of  the  uterus,  and  the  con- 
sequent risk  of  soiling  the  field  of  operation  had  it  been  done  per 
vaginam.     From  an  experience  covering  many  years,  the  vaginal 
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extirpation  is  preferable  only  in  patients  in  whom  the  uterus  is 
freely  movable,  not  so  large  that  it  cannot  be  readily  brought 
down  nearly  to  the  vulval  opening,  and  then  the  technic  should 
be  modern,  that  is  the  isolation  of  the  ureters  as  advocated  by 
Schauta. 

G.  R.,  aged  forty-nine  years,  had  been  having  irregular  bleeding, 
four  months,  for  which  she  had  received  local  treatment.  The  pa- 
thologist's report  showed  adenocarcinoma.  The  operation  was 
done  per  abdomen.     Recovery  uneventful. 

Dr.  Boldt  also  presented 

A   MYOMA    OF    THE    UTERUS    WITH    COMPLETE    OBLITERATION    OF    THE 
UTERINE   CAVITY. 

The  patient,  forty-five  years  old,  complained  only  of  intense  pelvic 
pain;  no  bleeding.  The  adhesions  of  the  tumor  to  the  surrounding 
structures  were  diffuse  and  firm.  The  pelvis  was  tightly  filled  by 
the  tumor,  and  yet  the  patient  did  not  complain  of  constipation. 
Technically  the  operation  was  difficult.  I  recall  but  one  instance 
in  which  there  was  an  obliteration  of  the  uterine  cavity  in  the  case  of 
a  fibro myoma,  and  an  absence  of  bleeding  as  the  result.  The 
symptom's  in  that  case,  too,  were  those  caused  by  pressure  from  the 
tumor.     Uneventful  recovery. 

Two  myofibromatous  uteri  removed  by  morcellement.  The 
vaginal  operation  is  especially  to  be  selected  when  the  tumors  are 
not  above  the  brim  of  the  pelvis,  and  when  the  patients  are  very 
obese.  In  both  instances  profuse  bleeding  was  the  indication  for 
operation.  Of  course,  it  is  true  that  when  one  is  not  accustomed  to 
do  such  work  per  vaginam,  it  is  found  to  be  rather  unsatisfactory; 
but  each  method  has  its  indications. 

Uterus  with  submucous  myoma  which  had  been  treated  both  with 
Radium  and  Rontgen  rays,  but  no  lessening  of  uterine  bleeding  was 
accomplished.  This  is  evidence  that  no  one  method  of  treatment  is 
adequate. 

Intraligamentous  myoma  causing  principally  pressure  symptoms; 
the  bleeding  at  the  menstrual  period  while  quite  profuse  was  not  so 
copious  as  one  would  expect  from  the  appearance  of  the  growth. 

Dr.  Boldt,  after  presenting  his  specimens  and  reports  said: 
In  operations  for  carcinoma  of  the  corpus  uteri,  when  the  uterus  is 
small,  I  prefer  the  vaginal  route  for  I  feel  that  in  operating  by  the 
vaginal  route  there  is  less  danger  of  trauma  and  of  spreading  the 
carcinoma.  I  also  prefer  the  vaginal  operation  for  patients  who  are 
somewhat  advanced  in  years.  In  all  obese  women  I  take  the  vaginal 
rather  than  the  abdominal  route.  I  would  like  to  have  an  expression 
of  opinion  in  reference  to  the  election  of  the  vaginal  and  abdominal 
routes  in  carcinoma  as  well  as  in  myoma. 

DISCUSSION. 

Dr.  Hermann  Grad  said:  "  1  think  in  many  of  these  obese  patients 
the  vaginal  route  is  preferable  and  particularly  in  those  women  that 
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are  somewhat  advanced  in  age  and  where  it  is  impossible  to  do  a 
radical  operation  in  carcinoma.  The  result  is  practically  as  good  by 
the  vaginal  as  by  the  abdominal  route  and  the  mortality  is  less  in 
the  vaginal  operation.  This  subject  has  been  discussed  in  former 
years,  before  Wertheim  brought  out  his  operation,  and  some  men 
felt  that  the  vaginal  route  was  not  so  satisfactory  as  the  abdominal. 
I  believe  we  should  take  into  consideration  the  technical  needs, 
and  if  this  is  done  we  will  find  that  in  stout  women  of  advanced  age 
the  results  are  as  good  and  the  mortality  less  with  the  vaginal  than 
with  the  abdominal  route." 

Dr.  Ward  said:  "  I  would  like  to  ask  if  any  one  has  a  specimen  of 
hydatid  mole  in  which  he  has  been  able  to  find  any  trace  of  fetus." 

Dr.  Shlenker  said:  "I  have  had  no  specimen  in  which  I  have 
been  able  to  find  any  trace  of  fetus,  but  instances  have  been  reported 
in  the  literature,  of  the  occurrence  of  hydatidiformcysts  associated 
with  twin  pregnancy.     One  child  surviving." 

Dr.  H.  Dawson  Furniss  presented 

AN  IMPROVED  MURPHY  DRIP. 

In  using  the  ordinary  Murphy  drip  the  great  difficulty  has  been 
to  have  it  so  set  up  that  there  would  not  be  excessive  pressure. 
I  have  seen  this  used  in  many  hospitals  and  the  overflow  tube  has 
been  generally  so  placed  that  when  the  tube  to  the  rectum  became 
filled  or  the  patient  strained  to  pass  gas  there  was  a  pressure  of  3 
to  3^  feet.  To  overcome  these  difficulties  I  have  constructed  a 
simple  apparatus.  The  first  one  made  was  all  glass  and  much 
neater  than  this,  but  it  was  difficult  to  clean. 

My  apparatus  consists  of  a  strong  glass  tube  1^  inches  in  diameter 
and  closed  at  each  end  with  rubber  stoppers.  The  lower  rubber  has 
two  perforations,  one  in  the  center  and  the  other  eccentric.  Through 
the  central  one  is  passed  the  tube  of  a  funnel,  the  top  of  the  funnel 
being  2  inches  above  the  stopper.  Through  the  eccentric  opening 
is  passed  a  tube,  the  top  of  which  is  flush  with  the  stopper. 

The  upper  stopper  is  bored  the  same  as  the  lower.  Through  the 
center  opening  passes  a  tube,  the  lower  end  of  which  is  drawn  so  that 
it  is  %2  °f  an  mcn  m  diameter;  this  is  the  feed  tube.  The  eccentric 
opening  is  for  a  small  tube,  which  serves  the  purpose  of  preventing 
siphonage  when  the  overflow  is  working. 

In  order  to  use  the  apparatus  it  is  clamped  to  a  suitable  standard 
or  to  a  portion  of  the  bed  so  that  the  top  of  the  funnel  is  only  8 
or  10  inches  above  the  rectum.  A  rubber  tube  leads  from  the 
funnel  to  the  rectum.  From  the  eccentric  tube,  a  rubber  tube  passes 
to  a  basin  or  pail  on  the  floor. 

To  the  tube  in  the  center  of  the  upper  stopper  is  connected  the 
supply  of  fluid,  and  the  rapidity  of  the  feed  is  controlled  by  a  suitable 
pressure  clamp.  The  fluid  drops  into  the  funnel  and  goes  to  the 
rectum.  Should  the  flow  be  too  fast  or  the  patient  strain,  the  fluid 
rises  in  the  funnel  overflow,  and  passes  out  by  the  tube  to  the  pail  on 
the  floor.  To  prevent  siphonage  action  after  filling  of  this  overflow 
the  small  air  vent  was  put  in  the  upper  stopper. 
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I  have  used  this  apparatus  with  great  satisfaction.  In  one  case  the 
drip  was  given  for  seventy-two  hours  and  was  discontinued  only 
because  there  was  no  further  necessity  for  its  use. 

DISCUSSION. 

Dr.  Hermann  Grad  said:  "Can  you  keep  the  fluid  warm  with 
this  apparatus?  " 

Dr.  Furniss  replied:  "I  have  made  no  provision  thus  far  for 
heating  the  water." 

Dr.  Grad. — I  have  practically  given  up  using  the  Murphy  drip 
in  cases  where  the  rectum  is  intact  because  I  find  that  if  one  puts 
2  ounces  of  fluid  in  the  rectum  every  two  hours  it  is  much  easier 
for  the  nurse  than  using  the  Murphy  drip  and  it  accomplishes  the 
same  object;  the  patient  gets  essentially  the  same  amount  of  fluid 
as  with  the  Murphy  drip.  If  I  find  that  the  patient  needs  more  fluid 
than  can  be  given  in  this  way,  I  then  give  the  fluid  by  hypodermocly- 
sis.  This  method  of  introducing  fluids  into  the  system  is  more 
satisfactory  in  a  busy  hospital  service  than  trying  to  take  care  of  a 
Murphy  drip. 

Dr.  Solomon  Wiener  read  a  paper  entitled 

HEMATOGENOUS   INFECTION   OF   THE    OVARY. 

Hematogenous  infection  of  the  ovary  may  occur  just  as  any  organ 
or  tissue  of  the  body  can  become  the  nidus  of  growth  for  patho- 
genic bacteria  carried  in  the  circulating  blood.  The  frequency  and 
importance  of  such  infection  of  the  ovaries  have  not  received  due 
attention  or  emphasis.  The  work  of  Rosenow  and  Davis  "The 
Bacteriology  and  Experimental  Production  of  Ovaritis,"  Journal 
of  the  A.  M.  A.  /.,  April  15,  1916,  should  serve  to  kindle  interest 
in  this  subject  anew.  In  summarizing  these  writers  lay  stress  upon 
the  finding  of  the  streptococcus  in  the  fibrocystic  ovaries  of  a 
young  woman  with  a  complete  atresia  of  the  vagina.  This  is  the 
only  clinical  case  in  their  paper  in  which  the  hematogenous  source 
of  the  infection  would  seem  to  be  definitely  proven.  In  order  to 
rigidly  exclude  infection  by  extension  from  the  genital  tract  the 
following  conditions  must  prevail:  (1)  Intact  hymen;  (2)  no  coitus; 
(3)  no  history  or  evidence  of  gonorrhea  or  vulvovaginitis  in  infancy 
or  childhood;  (4)  no  vaginal  discharge  whatsoever;  (5)  no  local  or 
intrauterine  medication  or  instrumentation;  (6)  no  focus  of  suppura- 
tive inflammation  within  the  peritoneal  cavity.  When  all  these 
conditions  had  been  excluded  there  still  remained  cases  of  undoubted 
hematogenous  infection  of  the  ovary.  These  usually  occurred  in 
preexisting  cystic  conditions,  especially  in  the  remains  of  the  corpus 
luteum.  Thus  far  the  best  known  and  most  frequently  reported 
form  of  such  infection  was  with  the  Bacillus  typhosus.  Such  a  case 
the  writer  has  previously  reported.  (A  Study  of  the  Complications 
of  Ovarian  Tumors,  American  Journal  of  Obstetrics,  vol. 
lxxii,  No.  2.) 
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I  wish  now  to  report  a  case  of  hematogenous  infection  of  the 
ovary  with  the  streptococcus  hemolyticus,  which  occurred  in  a 
high  school  girl,  eighteen  years  of  age.  The  patient  gave  a  history  of 
right-sided  abdominal  pain  two  months  before  admission  to  the 
hospital  and  since  that  time  she  has  been  troubled  with  constipa- 
tion and  cramps;  these  had  become  much  worse  during  the  past 
three  weeks.  Examination  showed  the  abdomen  lax  and  tympanitic. 
In  the  right  lower  quadrant  there  was  a  large  firm  mass  dipping  into 
the  pelvis.  The  hymen  was  intact;  there  was  no  redness  of  the 
urethra,  the  Bartholin  ducts  or  vulva,  and  no  vaginal  discharge 
whatsoever.  Examination  with  a  small  endoscope  postoperatively 
showed  no  discharge  from  the  cervix.  To  the  right  side  of  the 
uterus  was  a  firm,  slightly  elastic  mass,  fixed,  not  tender,  the  size  of 
a  grapefruit.  There  was  no  reaction  to  old  tuberculin.  With 
these  findings  and  a  normal  temperature,  our  preoperative  diag- 
nosis was  either  a  solid  ovarian  growth  in  all  probability  malignant 
or  an  unusually  firm  ovarian  cyst.  At  operation  the  omentum  was 
found  adherent  to  the  uterus  and  right  adnexa.  The  omentum  was 
free  and  a  large  ovarian  mass  found  on  the  right  side  fairly  adherent 
to  the  broad  ligament,  the  posterior  surface  of  the  uterus  and  the 
rectum.  The  abscess  was  clamped  off  and  removed.  It  was  about 
the  size  of  a  grapefruit,  filled  with  thick,  greenish-yellow  pus.  The 
pathological  report  stated  that  it  was  an  ovarian  abscess,  probably  an 
infected  corpus  luteum  cyst.  Cultures  of  the  pus  from  the  abscess 
showed  hemolytic  streptococci.  Convalescence  was  febrile  for  four 
days  and  then  normal.  The  reexamination  eighteen  months  later 
showed  the  patient  in  excellent  health,  the  scar  firm  and  the  pelvic 
contents  normal.  The  absence  of  inflammation  of  the  Fallopian 
tube  was  further  corroborative  evidence  that  the  infection  did  not 
spread  to  the  ovary  by  extension  from  below.  We  were  unable  to 
discover  the  original  source  of  the  infection.  It  was  highly  desirable 
that  similar  cases  should  be  studied  and  reported  so  that  this  condi- 
tion might  be  definitely  established  as  a  pathological  entity.  Such 
reports  would  serve  to  clear  up  the  question  as  to  the  frequency  of 
rarity  of  this  condition.  In  addition  to  the  clinical  interest  and 
importance,  the  possibility  of  such  infection  of  the  ovary  is  not 
without  sociological  significance  in  the  life  of  the  patient. 

Dr.  Hermann  Grad  said:  "This  question  of  hematogenous  infec- 
tion of  the  ovary  is  one  of  great  interest.  The  reader  of  the  paper  has 
reviewed  the  various  conditions  that  must  be  fulfilled  before  we  can 
say  that  we  have  a  hematogenous  infection  of  the  ovary  and  the 
case  he  reports  shows  these  conditions,  but  I  do  not  think  that  is  a 
final  proof  that  the  case  was  one  of  a  hematogenous  infection  of  the 
ovary.  Clinically  there  seemed  no  other  possibility  of  another 
source  of  infection  and  yet  we  must  not  jump  at  conclusions,  because 
a  broken  down  neoplasm  contains  hemolytic  streptococci.  The 
presence  of  these  organisms  might  have  been  accidental  and  might 
not  be  responsible  for  the  pathological  changes  found  in  the  neo- 
plasm, the  patient  not  having  suffered  with  a  systemic  reaction. 
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This  is  an  interesting  problem  and  needs  to  be  worked  out  on  ac- 
count of  its  scientific  value. 

"I  am  reminded  of  the  case  of  a  young  woman  who  was  married 
about  six  weeks  and  found  she  had  atresia  of  the  vagina.  At  opera- 
tion several  glass  beads  were  found  in  the  vaginal  scar.  There  was 
no  history  of  infection  and  yet  there  must  have  been  infection  in  the 
genital  tract  after  the  glass  beads  were  introduced  into  the  genital 
tract.  There  were  many  factors  to  be  taken  into  consideration  in 
attempting  to  exclude  inflammatory  reactions  of  the  genital  tract, 
the  possibility  of  infection  being  so  great." 

Dr.  Strong  said:  "I  wish  to  call  attention  to  the  fact  that  when 
bacteria  are  carried  in  the  blood  stream  the  corpus  luteum  tissue  has 
been  shown  to  be  very  susceptible  to  infection." 

Dr.  Wiener,  in  closing  said:  "I  did  not  mean  to  give  the  impression 
that  I  agree  with  what  Rosenow  claims  as  a  result  of  his  experiments. 
He  speaks  of  hematogenous  infection  as  the  cause  of  microcystic 
degeneration  of  the  ovary.  I  cannot  believe  that  microcystic 
degeneration,  as  commonly  found,  is  due  to  hematogenous  infection. 

"Dr.  Strong  has  helped  me  out  in  confirming  that  corpus  luteum 
tissue  is  particularly  susceptible  to  infection.  1  think  the  cases  of 
typhoid  infection  of  ovarian  cysts  are  typical  instances  of  hemato- 
genous infection.  These  cysts  within  a  few  weeks  or  months  as  a 
rule  give  rise  to  temperature,  pain,  etc.,  and  at  operation  pus  is 
found  which  shows  the  presence  of  typhoid  bacilli  in  pure  culture. 
Unquestionably,  therefore,  a  hematogenous  infection  of  the  ovary 
can  occur. 

"As  regards  such  a  case  as  I  have  reported  this  evening,  I  admit 
that  the  route  of  infection  is  still  open  to  question.  The  subject 
has  not  been  thoroughly  worked  out  as  yet.  However,  here  we  have 
an  intelligent  girl,  a  virgin,  who  was  very  carefully  examined  and  in 
whom  there  was  nothing  to  indicate  the  probability  of  an  infection 
extending  from  the  external  genitals,  no  redness  of  the  urethra  or  of 
the  Bartholin  ducts;  no  signs  of  irritation  of  the  vaginal  or  cervical 
mucosa;  no  history  or  evidence  of  the  introduction  of  a  foreign  body. 

"As  regards  Dr.  Grad's  contention  that  the  finding  of  the  strepto- 
coccus might  have  been  a  fortuitous  occurrence  in  a  broken  down 
cyst — two  months  previously  this  patient  had  been  treated  for 
acute  appendicitis.  When  she  came  to  us  her  temperature  was 
normal,  the  abscess  being  well  walled  off.  But  there  were  active 
hemolytic  streptococci  in  the  abscess;  that  was  by  no  means  a 
chance  finding.  The  abscess  burst  while  we  were  removing  it  and 
some  of  the  pus  escaped.  The  wound  was  drained,  but  the  patient's 
temperature  was  1030  to  1040  for  several  days  after  operation.  The 
infection  was  therefore  an  active  one. 

"It  is  impossible  to  prove  with  absolute  scientific  accuracy  that 
this  was  a  hematogenous  infection.  We  can  only  say  that  in  all 
human  probability  it  was.  We  cannot  prove  the  hematogenous 
source  of  an  ovarian  infection  in  any  woman  who  has  a  patent 
vagina  with  the  accuracy  of  a  scientific  experiment. 
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SECTION     ON     PEDIATRICS. 

Special  Meeting,  May  17,   191 8. 

Dr.  Herbert  B.  Wilcox,  in  the  Chair. 

(3  Dr.  Herbert  B.  Wilcox,  in  introducing  the  speakers,  said:  Last 
week  we  heard  that  two  men  had  arrived  in  this  country  from  the 
other  side  whom  we  felt  that  it  would  be  a  privilege  to  hear  in  regard 
to  the  relief  work  they  have  been  doing  in  France.  One  of  these 
men  has  been  doing  a  great  deal  of  public  health  work,  not  only 
among  children,  but  also  in  combating  tuberculosis.  When  the 
scene  of  the  war  was  shifted  to  the  borders  of  the  Mediterranean 
he  was  made  head  of  the  Public  Health  Service  in  Macedonia  and  at 
Salamanca  had  the  responsibility  of  handling  the  malaria  epidemic. 
Later  he  was  given  charge  of  the  public  health  work  among  the 
refugees  returning  to  France.  He  established  at  Evian  a  public 
health  station  at  which  every  child  returning  to  France  from  the  war 
zone  is  examined  and  where  a  thorough  system  of  disinfection  is 
put  into  practice  among  both  adults  and  children.  It  was  there 
that  he  first  became  acquainted  with  our  own  Dr.  Lucas,  who  needs 
no  introduction  to  you,  and  who  has  brought  him  to  this  country 
to  tell  us  of  the  needs  of  child  welfare  work  in  France  and  to  study 
our  methods  of  handling  child  welfare  problems  in  this  country. 
This  man  is  Commandant,  Pierre  F.  Armand  Delille,  Major  in  the 
Medical  Corps  of  the  French  Army. 
Dr.  P.  Armand  Delille  read  a  paper  entitled 

WHAT  HAS  BEEN  DONE  AND  WHAT  REMAINS  TO  BE  DONE  IN  THE  FIGHT 
AGAINST   INFANT   MORTALITY. 

Formerly,  in  France,  as  in  all  countries,  infant  mortality  was  very 
large  but  shortly  after  the  end  of  the  nineteenth  century  it  notably 
diminished,  thanks  to  the  progress  of  hygiene  and  it  continued  to 
diminish  until  the  beginning  of  the  war.  Since  the  beginning  of  the 
war,  as  a  result  of  economic  changes,  we  have  again  noted  an  increase. 
During  the  sixteenth  and  seventeenth  centuries,  in  order  to  diminish 
the  chances  of  mortality,  the  children  were  sent  to  the  country 
as  soon  as  possible  after  birth,  but  even  then  they  often  fell  into  the 
hands  of  ignorant  nurses  and  frequently  died.  This  custom  of 
sending  children  to  the  country  was  very  general  among  the  French 
noblesse  and  bourgeoise  of  the  eighteenth  century.  It  is  to  Jean 
Jacques  Rousseau  that  we  owe  the  first  campaign  in  France  in 
favor  of  maternal  nursing.  That  every  French  mother  practice  it  is 
the  primary  object  of  the  "League  against  Infant  Mortality." 
Having  trusted  for  too  long  a  time  to  maternal  instinct  and  good 
sense,  which  were  useful  but  not  sufficient,  the  scientific  progress  of 
the  nineteenth  century  has  demonstrated  that  in  all  divisions  of 
activity  scientific  methods  are  superior  to  empiricism,  and  so  for 
children  there  has  been  constructed  a  true  science  of  puericulture 
following  the  work  of  Dr.  Pierre  Budin,  founder  of  the  first  children's 
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clinics.  It  is  from  France  that  this  modern  movement  for  the  pro- 
tection of  the  new-born  originates. 

The  works  of  charity  organized  for  abandoned  children  date  from 
several  centuries  ago,  and  the  name  of  St.  Vincent  de  Paul  is  inti- 
mately associated  with  the  creation  of  Orphanages.  These  were 
especially  developed  in  the  eighteenth  and  nineteenth  centuries. 
The  "Hospital  des  Infants  Assistes"  at  Paris  and  the  Service  of  the 
Interior  have  made  an  official  organization  of  these.  Because  the 
mortality  was  great  in  these  large  agglomerations  of  children  in 
the  orphanages  in  the  cities,  the  "Assistance  Publique"  (the  great 
governmental  charity  of  France)  organized  the  placing  of  children 
individually  in  the  country  in  peasant  families,  guaranteeing  the 
success  of  this  procedure  by  requiring  administrative  and  medical 
supervision.  With  the  beginning  of  mechanical  industries,  Marbeau, 
in  1844,  founded  the  so-called  creches  (day  nurseries).  These  have 
multiplied  and  are  now  very  numerous  in  the  great  cities  and 
industrial  districts. 

In  1846,  a  great  philanthropist  of  Mulhowe,  in  Alsace,  founded 
the  "Association  for  Pregnant  Women,"  which  gives  an  indemnity 
during  the  period  of  confinement  and  nursing  to  the  working  women 
of  the  manufactories.  Each  woman  gives  a  small  amount  of  money 
annually  which  is  increased  by  charitable  gifts  and  this  forms  a 
fund  which  permits  for  all  the  participants,  at  the  time  of  the 
accouchement,  the  services  of  a  physician  and  of  a  midwife,  and  also 
the  receipt  of  an  allocation  permitting  the  woman  to  remain  at  rest 
for  some  weeks  after  the  confinement.  These  are  the  results  ob- 
tained by  the  "Mutualite  Maternelle"  and  they  have  caused  a 
decrease  in  infant  mortality  of  at  least  7  per  cent.  What  was  of 
further  importance  was  the  passage  of  the  Paul  Strauss  Law.  France 
possesses  two  laws  destined  for  the  protection  of  early  childhood. 
The  first,  the  Loi  Roussel,  aims  to  protect  children  placed  by  their 
parents  in  nursing  homes.  Every  child  confided  to  a  wet  nurse, 
to  an  ordinary  nurse,  or  to  another  woman  for  its  care,  comes  auto- 
matically under  government  supervision.  This  surveillance  is 
accomplished  by  the  Prefects  in  each  department,  who  correspond 
to  the  governors  of  states  in  the  United  States,  and  who  are  assisted 
by  local  committees.  Every  woman  wishing  to  care  for  children  has 
to  furnish  certificates  testifying  to  her  qualifications.  The  second 
law,  that  of  Senator  Paul  Strauss,  was  adopted  shortly  before  the 
war,  in  June,  1913,  with  the  addition  of  certain  amendments  in  June, 
1914.  It  has  to  do  with  the  protection  of  the  mother  during  her 
pregnancy  and  of  the  mother  and  child  during  the  first  four  weeks 
after  birth.  It  permits  the  mother  to  have  complete  rest  and  to 
begin  the  nursing  of  her  child  under  the  best  possible  conditions. 
Any  woman — worker,  employee  or  domestic,  or  even  one  insufficiently 
supplied  with  funds — is  authorized  to  leave  her  work  without  being 
obliged  to  give  any  indemnity,  and  the  Government  provides  a 
certain  allocation  during  the  four  weeks  preceding  and  following 
confinement.  There  also  exists  a  law  for  the  aid  of  large  families. 
The  success  of  the  second  law  will  depend  on  whether  or  not  assist- 
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ance  is  given  and  supervision  maintained  during  all  the  first  year 
at  least.  This  surveillance  exists  in  the  districts  where  the  women 
have  the  advantages  of  the  nursing  clinics. 

There  was  founded,  in  1902,  by  Dr.  Budin  and  Paul  Strauss  the 
"Ligue  contre  la  Mortalite  Infantile,''  which  aims  at  the  encourage- 
ment of  the  formation  throughout  the  country  of  these  so-called 
"Consultations  de  Nourisson,"  or  in  English  "Nursing"  or  "Baby 
Clinics."  It  further  aims  to  aid  all  the  societies,  private  and  public 
which  have  to  do  with  the  protection  of  mothers  and  young  children. 
These  clinics  founded  by  Budin  gave  excellent  results  and  were  soon 
followed  by  analogous  institutions  in  the  provinces,  called  "  Goutte 
de  Lait."  This  institution  aims  to  diminish  infant  mortality 
by  giving  to  the  mother  counsel  and  encouragement,  inducing  her 
to  nurse  her  own  child;  by  supplying  her  with  sterilized  milk  in  case 
her  own  milk  is  insufficient,  and  in  case  she  is  unable  to  nurse  her 
child  at  all  to  supply  her  with  clean  sterilized  milk  and  to  give 
her  rules  for  this  artificial  feeding.  Since  the  establishment  of 
the  first  Gout  de  Lait,  many  others  have  been  started  in  the  dif- 
ferent departments  of  France  and  they  have  succeeded  in  reducing 
the  infant  mortality  in  the  localities  in  which  they  are  operated 
about  50  per  cent.,  as  for  instance  in  the  city  of  Sens,  where,  in  1898, 
there  were  116  infant  deaths  per  1000  births  while  in  1905  there 
were  47  per  1000  births.  While  there  are  several  thousand  of  these 
local  societies  this  is  not  a  sufficient  number,  nor  are  they  suf- 
ficiently patronized  or  supported.  Only  three  things  are  neces- 
sary for  the  creation  of  a  "  Consultation  de  Nourisson,"  as  has  been 
said  by  M.  Jonnard,  one  of  our  former  Foreign  Ministers,  a  balance, 
a  milk-sterilizing  apparatus,  and  the  service  of  a  physician.  There 
is  really  one  other  essential  factor  and  that  is  the  Visiting  Nurse, 
which  important  addition  to  social  service  activities  is  due  to 
American  initiative. 

Since  the  beginning  of  the  war  "Chambres  d'Allaitement,"  or 
"Rooms  for  Nursing"  have  been  made  obligatory  in  the  munitions 
manufactories  and  other  institutions  producing  war  materials,  where 
women  are  employed.  In  each  factory  there  are  set  aside  one  or 
more  rooms  well  aired  and  kept  perfectly  clean,  where  the  work- 
women bring  their  children  in  the  morning  and  return  at  regular 
intervals  of  three  hours  during  the  day  to  nurse  them.  There  is 
also  added  a  room  for  the  sterilization  of  milk  in  case  supplementary 
feeding  is  necessary.  There  may  also  be  added  a  restaurant  where 
the  mothers  may  receive  well-chosen  and  well-cooked  meals  at  a  low 
price.  For  the  older  children  there  are  installed  "Garderies" 
with  rest  rooms  and  play  rooms,  and  a  dining  room  where  a  diet 
is  furnished  suited  to  the  child's  age,  and  within  easy  reach  of  the 
mother's  purse.  Rooms  are  also  reserved  for  the  isolation  of  children 
in  case  they  are  ill.  In  Paris  and  certain  of  the  large  cities  there 
exist  great  numbers  of  charitable  organizations  directed  toward  the 
improvement  of  infantile  conditions.  There  is  one  very  interesting 
institution,  the  "  Pouponniere,"  at  Versailles.  It  will  receive  even 
those  mothers  who  because  of  physiological  or  professional  reasons 
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cannot  nurse  their  children,  and  cannot  afford  to  hire  a  wet  nurse. 
This  institution  is  located  in  the  country  under  the  best  hygienic 
conditions,  where  the  child  is  nursed  by  a  woman  who  at  the  same 
time  nurses  her  own  child,  and  also  cares  for  another  child  of  one 
or  two  years  of  age.  Children  entering  this  institution  are  isolated 
for  a  time  to  prevent  the  entrance  of  infectious  diseases.  The  role 
of  the  visiting  nurse  will  be  to  coordinate  the  interrelated  activities 
of  the  various  organizations  interested  in  infant  welfare  work. 
Since  the  beginning  of  the  war  the  problem  of  protection  of  infancy 
has  been  made  much  more  difficult  owing  to  the  fact  that  physicians 
from  the  age  of  twenty-five  to  fifty-five  years  of  age  have  been 
mobilized,  that  money  formerly  given  to  societies  working  for  the 
reduction  of  infant  mortality  has  been  devoted  to  the  war  require- 
ments, and  that  the  birth  rate  has  markedly  fallen  since  the  begin- 
ning of  the  war  owing  to  the  great  number  of  young  married  men 
who  have  been  killed  and  the  decrease  in  the  number  of  marriages. 
Since  1916,  a  large  number  of  societies  have  been  formed  to  handle 
the  problem  of  infant  mortality.  There  have  been  opened  in  Paris, 
Lyon  and  other  large  cities,  asylums  for  pregnant  women,  "  Consul- 
tations de  Nourissons,"  day  nurseries,  etc.  In  order  to  furnish  an 
efficient  personnel  for  these  organizations,  there  has  been  founded 
in  Paris,  under  the  auspices  of  the  "Ligue  contra  la  Mortalite 
Infantile,"  a  Central  School  of  Puericulture  and  lectures  have  been 
given  on  this  subject  for  several  years  in  connection  with  other 
organizations.  I,  myself,  since  1906,  have  given  a  course  in  pueri- 
culture in  our  Nurses'  Training  School  of  the  City  of  Paris  and 
many  others  are  given  in  the  universities  of  the  provinces. 

In  1917,  when  we  found  ourselves  in  particular  difficulties  in  our 
reorganization  of  the  fight  against  infant  mortality,  the  American 
Red  Cross  arrived  in  France,  with  its  special  department,  the 
Children's  Bureau,  to  offer  aid.  This  offer  was  accepted  with  the 
deepest  appreciation.  After  having  responded  to  the  appeal  for 
on  aid  at  Toul,  Nesle,  and  Evian,  the  American  Red  Cross  organized 
Infant  Welfare  Exhibition  at  Lyon.  This  has  had  a  most  astonish- 
ing success  and  has  been  able  to  group  under  its  standard  the  best 
elements  of  the  city,  including  religious,  civil  and  political  parties. 
Afore  than  100,000  persons  of  the  working  class  visited  this  exhibit 
during  the  first  fortnight.  At  the  same  time  there  was  organized  a 
course  for  visiting  nurses.  Soon  this  exhibit  will  be  transported  to 
other  large  cities  of  France.  The  Director  of  Public  Hygiene,  in 
the  Ministry  of  the  Interior  is  entirely  disposed  to  second  these 
efforts.  His  administration  will  institute  an  investigation  in  order 
to  establish  not  only  the  list  of  existent  organizations,  but  also  the 
districts  where  the  need  is  most  urgent,  and  has  assured  me  that 
the  French  Government  will  cooperate  with  the  American  Red  Cross 
in  the  perfection  of  its  organization  in  the  various  departments, 
cities  and  communities. 

Dr.  William  Palmer  Lucas  gave  an  informal  talk  and  showed 
lantern-slides  illustrating 
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THE    WORK    OF    THE   RED   CROSS   IN  FRANCE. 

It  is  a  great  opportunity  as  well  as  a  privilege  to  be  able  to  tell 
you  what  America,  through  the  Red  Cross,  is  doing  for  France.  I 
first  wish  to  speak  a  few  words  as  to  the  real  feeling  that  is  prevalent 
throughout  France  for  the  American  people.  We  want  to  come  to 
France  as  the  American  people  to  the  French  people;  we  wish  to  come 
as  a  nation,  to  have  the  French  people  feel  that  they  have  a  nation 
of  one  hundred  million  people  back  of  them,  every  one  of  whom  is 
their  friend.  That  is  the  spirit  in  which  the  French  people  have 
accepted  the  Americans  and  that  is  the  spirit  in  which  we  must  go 
to  them. 

I  will  go  over  hastily  a  few  of  the  things  we  are  doing.  The 
work  of  the  American  Red  Cross  is  divided  into  a  number  of  groups, 
some  working  for  the  French  Army  and  some  working  for  our  own 
Army,  as  well  as  a  number  of  groups  working  for  the  civil  population. 
The  canteen  work  done  for  the  armies  is  a  revelation.  I  can  cite 
many  instances  that  show  what  this  work  means  to  the  soldiers  who 
are  far  from  home.  But  outside  of  the  military  work  and  the  trans- 
portation, shipping,  etc.,  the  Red  Cross  is  doing  a  great  deal  of  work 
for  the  civil  population.  This  work  is  also  divided  into  several 
groups,  such  as  the  work  for  the  refugees  who  are  continually  com- 
ing into  France,  and  the  tuberculosis  work  that  is  being  carried  on 
in  cooperation  with  the  Rockefeller  Foundation,  both  among  the 
people  in  their  homes  and  the  sanatoria. 

I  am  particularly  interested  in  the  work  of  the  Children's  Bureau. 
One  cannot  touch  the  children  without  touching  the  mothers 
and  the  home,  and  so  we  have  come  into  close  contact  with  the  coun- 
try as  a  whole.  I  did  have  charge  of  a  hospital  at  Toul,  but  that  has 
now  been  occupied  by  the  soldiers.  When  I  was  there  we  had  a 
hospital  that  accommodated  200  children.  About  two  months 
ago  the  maternity  hospital  at  Nancy  was  bombed  and  then  taken 
over  for  military  purposes  and  it  became  necessary  to  transfer 
the  patients  immediately.  Fifty  of  these  patients  were  brought  to 
our  hospital  which  in  this  way  immediately  became  a  maternity 
hospital  as  well  as  a  children's  hospital.  This  hospital  has  in  con- 
nection with  its  work  a  number  of  traveling  dispensaries  that  go 
out  on  certain  routes  among  the  villages  and  towns,  making  visits 
on  stated  days.  In  America  there  is  about  one  physician  to  every 
500  to  700  population  and  if  there  is  only  one  physician  to  1000 
population  we  think  physicians  very  scarce.  In  France  there  is 
only  one  physician  to  every  5000  population  and  in  some  regions 
only  one  physician  to  20,000  population.  Every  physician  under 
fifty-five  years  of  age  has  been  mobilized  and  even  those  past  fifty- 
five  have  part  time  military  service.  With  this  condition  of  affairs 
the  traveling  dispensary  fulfils  a  very  important  function.  Most 
of  the  women  and  children  have  gone  from  the  war  zone  so  that  the 
civil  population  is  very  much  scattered.  The  work  at  Evian  is 
very  much  more  spectacular.  There  the  refugees  from  Belgium 
and  occupied  France  are  returned  to  their  country  by  a  round  about 


140      TRANSACTIONS    OF   THE   NEW    YORK   ACADEMY   OF    MEDICINE 

journey  through  Switzerland.  These  repatriates  are  mostly  old 
people  and  children,  since  the  Germans  have  taken  all  able-bodied 
people  who  can  do  any  useful  work.  I  can  give  you  a  better  idea 
of  the  work  being  done  at  Evian  by  the  lantern  slides  than  by  de- 
scribing it.  The  hospital  at  Evian  accommodates  200  patients 
and  there  is  also  a  dispensary.  Since  we  have  been  at  work  there 
we  have  examined  38,000  children.  It  is  the  Ellis  Island  of  France. 
Here  we  weed  out  all  the  tuberculosis  cases  we  can  find  and  any 
cases  of  contagious  disease.  We  have  here  a  remarkable  system  for 
cleaning  up  and  disinfecting  the  people  who  pass  through  this 
station.  There  are  similar  groups  of  Red  Cross  workers  at  Lyons, 
Bordeaux,  and  Marseilles.  Dr.  Knox  of  Baltimore  and  Dr.  Grulee 
of  Chicago  have  charge  of  groups  and  all  those  in  charge  of  groups  are 
men  of  that  type.  With  headquarters  in  these  larger  cities  they 
try  to  take  care  of  as  much  of  the  surrounding  country  as  possible. 

The  method  which  the  Red  Cross  has  adopted  is  that  of  cooperat- 
ing with  the  French  relief  organizations,  and  giving  assistance  to 
these  French  organizations.  The  American  Red  Cross  has  given 
direct  supervision  to  over  50,000  children  and  indirect  supervision 
to  100,000  more,  so  that  the  Children's  Bureau  is  actually  in  touch 
with  over  150,000  children. 

The  work  which  we  have  lately  been  carrying  on  is  work  for  the 
reduction  of  infant  mortality.  This  is  not  because  the  infant  mor- 
tality has  increased  to  any  great  extent,  for  the  infant  mortality 
rate  of  Paris,  for  191 7,  was  only  a  little  higher  than  the  average  rate 
for  this  country,  but  it  is  because  of  the  decreased  birth  rate  of  France. 
The  decreased  birth  rate  of  France,  as  well  as  that  of  other  countries, 
has  accentuated  the  importance  of  saving  every  child  that  possibly 
can  be  saved.  In  Paris  we  have  cut  the  infant  mortality  rate  50  per 
cent,  by  carrying  out  a  campaign  along  three  lines.  We  first  start 
all  the  nursing  clinics  that  we  possibly  can  and  secondly  we  have 
traveling  and  local  child  welfare  exhibits.  In  the  third  place,  we 
are  training  visiting  nurses.  We  give  a  ten  weeks'  course  which 
may  be  taken  two  months  at  a  time,  and  the  student  nurses  are 
allowed  to  work  in  the  interim.  We  find  that  this  plan  is  working 
very  well  indeed. 

The  groups  of  refugee  children  which  the  slides  show  are  fairly 
well  nourished,  which  speaks  well  for  the  work  of  the  Belgian  Relief 
Commission  in  providing  food  for  the  people.  The  slides  show 
something  of  the  work  now  being  done  at  Evian.  Of  especial 
interest  are  the  words  in  the  contagious  hospital.  They  show  the 
cubicles  formed  by  hanging  sheets  between  the  beds.  This  has 
proved  to  be  a  very  effective  way  of  preventing  cross-infection. 
We  have  had  only  2^  per  cent,  of  cross-infections  and  if  it  had  not 
been  for  one  case  of  measles  in  which  a  mistake  was  made  we  would 
have  less  than  1  per  cent,  cross-infections. 

^  The  women  physicians  who  are  working  with  us  are  about  50 
per  cent,  of  the  entire  number  of  physicians  and  they  have  done 
most  excellent  service.  A  number  of  the  slides  show  the  building 
that  houses  the  American  Red  Cross  Child  Welfare  Exhibit.     The 
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pictures  show  the  work  that  is  being  done  for  the  children  during 
what  is  usually  termed  the  neglected  period  of  childhood.  We 
have  utilized  the  Punch  and  Judy  show  to  carry  home  the  lesson  of 
the  importance  of  breast  feeding.  This  exhibit  has  been  a  most 
remarkable  success.  All  classes  of  people  have  taken  an  interest 
in  it.  In  this  country  one  usually  finds  the  literature  distributed  at 
similar  exhibits  thrown  about  the  entrance  of  the  building,  but  we 
have  never  picked  up  any  of  the  literature;  it  is  all  taken  away. 

There  is  one  thing  which  has  greatly  impressed  me  and  that  is  the 
interest  the  soldiers  take  in  the  children.  You  will  frequently  find 
the  American  soldiers  playing  with  the  French  children.  They 
seem  to  take  great  delight  in  this  for  the  French  children  do  not 
ridicule  them  when  they  speak  poor  French.  Sometimes  a  Company 
will  take  a  French  child  and  see  that  it  is  cared  for,  not  only  that  it 
is  provided  with  food  and  clothing,  but  they  will  take  an  interest  in 
it  in  every  way. 

The  Red  Cross  Bureau  of  Child  Welfare,  which  started  a  year 
ago  with  only  eleven  members,  has  to-day  400.  We  started  to  work 
in  one  room  of  ordinary  size  and  to-day  we  have  for  the  Paris  workers 
an  entire  floor  of  a  large  business  building.  To-day  we  have  in  the 
service  of  the  Bureau  fifty  or  sixty  doctors,  150  nurses,  and  a 
number  of  other  helpers.  The  work  of  the  Children's  Bureau  and 
also  that  of  the  Tuberculosis  bureau  is  the  most  inspiring  that  has 
ever  come  into  my  life,  and  we  have  come  to  tell  you  about  it  so 
that  we  may  have  an  unlimited  number  of  people  interested  in  it 
and  helping  it. 
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OBSTETRICS. 


Fetal  Death  During  Labor. — C.  B.  Reed  (Surg.,  Gyn.  &  ObsL, 
1918,  xxvi,  545)  says  that  large  babies,  rigid  inelastic  soft  parts, 
premature  rupture  of  the  membranes,  artificial  extraction  by  feet 
or  forceps,  version,  moderate  pelvic  contraction,  prolongation  of 
the  labor  or  any  other  condition  which  can  bring  about  cerebral 
compression  may  be  regarded  as  a  determining  factor  in  asphyxia- 
tion of  the  babe.  Maternal  coma,  lung  edema,  spasm  of  the  res- 
piratory muscles,  premature  separation  of  the  normally  implanted 
placenta  (only  one  in  fifteen  lives),  and  placenta  previa  (50  per  cent, 
die),  all  result  in  fetal  suffocation.  Even  the  hemorrhages  from 
a  lacerated  cord  or  traumatized  arteries  are  really  forms  of  asphyxia- 
tion. The  most  definite  and  reliable  information  as  to  the  condition 
of  the  child  is  obtained  from  the  fetal  heart-tones.  Throughout 
the  second  stage  the  heart  tones  must  be  counted  at  frequent  in- 
tervals and  care  should  be  taken  to  observe  them  before,  during, 
and  after  a  pain  to  be  sure  that  the  normal  rhythm  is  resumed. 
The    danger    signs    are:   slowing   of    the   heart-beat,  its  increased 
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rapidity,  and  its  irregularity.  Slowing  is  the  most  common  phe- 
nomenon and  in  the  absence  of  pituitrin  is  almost  pathognomonic 
of  carbon  dioxide  intoxication  (or  acidosis),  with  irritation  of  the 
vagus.  It  is  pathologic,  however,  only  when  it  persists  during  the 
pain-free  interval.  If  it  sinks  below  a  hundred  in  this  interval, 
danger  impends  and  the  labor  must  be  terminated.  The  next 
stage  of  intoxication  is  shown  by  a  further  involvement  of  the  vagus 
which  speeds  up  the  heart  to  160  or  more  beats  per  minute.  The 
child  is  now  seriously  imperiled  and  delivery  is  imperative.  The 
third  degree  of  intoxication  is  signalized  by  the  irregularity  of  the 
heart-beat  which  means  paralysis  of  the  vagus.  If  pituitrin  is 
given  the  dose  must  be  small,  not  to  exceed  10  minims,  and  the  effect 
should  be  followed  with  the  stethoscope.  If  an  anesthetic  is  required 
and  ether  or  chloroform  is  chosen,  let  it  be  given  a  la  reine  and  as 
little  as  possible.  No  anesthetic  should  be  given  for  more  than  three 
consecutive  hours  without  stringent  indications.  If  gas  is  used 
rebreathing  should  not  be  permitted  for  it  is  dangerous  to  the  child. 
If  the  woman  is  toxic  or  has  a  high  blood  pressure  neither  gas  nor 
chloroform  is  admissible.  If  morphin-scopolamin  is  employed, 
the  woman  must  be  at  least  three  hours  away  from  the  end  of  her 
labor.  When  the  condition  of  the  heart-tones  indicates  danger, 
the  fate  of  the  child  will  depend  upon  the  possibility  of  an  immediate 
natural  or  artificial  delivery.  Statistics  show  that  from  10  per  cent. 
to  15  per  cent,  of  babes  born  in  asphyxia  die  during  the  next  eight 
days. 

Against  the  Routine  Use  of  Pituitrin  in  Obstetrics.' — Dolores 
Marchand  (Boletin  de  la  Asociacion  Medica  de  Puerto  Rico,  1918, 
xiv,  p.  186)  refers  to  the  limited  ability  of  muscular  tissue  to 
respond  rhythmically  to  stimulation.  With  overstimulation  the 
muscular  response  passes  into  tetany  and  ultimately  into  exhaustion. 
The  vasodilation  which  succeeds  construction  of  the  vessels  after 
repeated  injections  may  perhaps  be  interpreted  in  this  fashion. 
A  single  injection  after  completion  of  the  first  stage  is  logically 
indicated  in  inertia  and  perhaps  a  second  one.  The  midwives, 
however,  delight  in  seeing  a  precipitate  delivery,  despite  its  sequelae 
of  lacerated  cervix  and  perineum  and  relaxation  of  the  uterus 
with  hemorrhage  and  collapse.  The  writer  has  recently  seen  cases 
of  labor  in  two  primiparae  in  which  the  midwives  had  repeatedly 
injected  pituitrin  when  even  a  single  dose  may  not  have  been  called 
for.  When  she  reached  the  first  case  it  was  to  find  an  inverted 
uterus  and  a  mother  dying  in  a  pool  of  blood.  The  second  case 
was  of  the  self  same  type  but  the  mother  was  alive  and  the  writer  was 
able  to  reduce  the  uterus  and  combat  the  collapse.  The  injections  of 
pituitrin  had  begun  when  dilatation  had  hardly  started.  The  first 
woman  had  received  4  and  the  second  3  injections. 

Abuse  of  the  Cesarean  Operation.- — Magalhaes  of  Rio  de  Janeiro 
writes  on  this  subject  in  the  Revista  de  Gynecologia  e  d' obstetricia 
for  February  apropos  of  a  translation  of  an  article  by  Whitridge 
Williams  in  the  Rev.  de.  Med.  Arurg.  do  Brazil  which  is  said  to  be 
incompetent  and    misleading.     In  the  translator's  comments    ap- 
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pended  to  the  translation  the  structures  of  Williams  on  the  alleged 
knife  mania  of  certain  operators  are  applied  straight  way  to  Brazilian 
obstetrics  and  as  Professor  Magalhaes  holds  the  chair  of  obstetrics 
in  the  University  of  Rio  and  is  at  the  head  of  the  Maternity  Hos- 
pital of  the  metropolis  the  article  reflects  on  his  teaching  and  prac- 
tice. The  translator,  who  is  not  mentioned  by  name,  is  alluded  to  as 
the  substitute  professor  of  obstetrics  in  the  University  of  Bello 
Horizonte.  Magalhaes  shows  by  his  statistics  that  the  criticisms 
in  the  article  of  his  colleague  do  not  apply  to  his  work.  He  has 
operated  only  in  4  per  cent,  of  cases  of  pelvic  contraction;  and  in  but 
three  cases  of  central  placenta  previa  and  of  malpresentation. 

Abortion  and  Its  Treatment. — A.  J.  Rongy  (N.  Y.  State  Jour. 
Med.,  1918,  xviii,  196)  says  that  during  the  past  six  years,  600 
cases  of  simple,  uncomplicated,  incomplete  abortion  were  admitted 
to  the  gynecological  service  of  Lebanon  Hospital.  The  plan  of 
treatment  usually  followed  in  these  cases  is  very  simple.  Curettage 
is  resorted  to  only  when  the  bleeding  is  excessive.  This  is  almost 
always  accomplished  by  a  placental  forceps  or  dull  curet.  A 
sharp  curet  is  never  used.  A  hot  normal  salt  intrauterine  irri- 
gation completes  the  operation.  Packing  of  the  uterus  with  gauze 
is  but  seldom  resorted  to.  General  anesthesia  is  not  administered 
unless  absolutely  necessary.  The  average  stay  of  the  patients 
in  the  hospital  was  eight  and  one-quarter  days.  The  larger  number 
had  a  rise  in  temperature  during  the  first  three  days  in  the  hospital. 
It  usually  subsided  on  the  fourth  or  fifth  day.  No  patient  was 
discharged  from  the  hospital  unless  the  temperature  was  normal 
for  at  least  two  days.  Many  cases  of  bleeding  were  controlled 
by  the  use  of  pituitrin  and  many  are  spared  the  ordeal  of  a  curettage 
by  the  judicious  use  of  this  drug.  In  cases  in  which  the  product  of 
conception  is  separated  but  still  retained  in  the  uterus  and  is  not 
expelled,  pituitrin  is  administered  preliminary  to  the  removal  of 
the  same.  The  body  of  the  uterus  contracts  and  becomes  firm. 
The  contraction  of  the  uterine  wall  will  complete  the  separation 
of  the  retained  material,  and  it  will  also  push  it  down  into  the  lower 
portion  of  the  uterine  cavity.  The  muscular  contraction  will 
shut  the  mouths  of  the  blood-vessels  and  the  danger  of  hemorrhage 
is  greatly  minimized.  Pituitrin  by  causing  contraction  of  the  uterine 
walls,  will  in  many  instances  obviate  the  danger  of  perforation 
of  the  uterus.  Cases  which  show  signs  of  an  inflammatory  reaction 
in  and  about  the  uterus  are  rigidly  left  alone.  Every  possible 
manipulation  is  eliminated.  In  such  patients  we  are  likely  to  con- 
vert a  local  infection  into  a  general  systemic  infection  by  disturbing 
the  protective  membrane  which  has  already  formed  within  the 
uterine  cavity.  Instrumentation  in  such  cases  may  create  a  new 
wound  area  which  may  act  as  a  point  of  entrance  for  the  bacteria 
into  the  general  circulation.  Pituitrin  x  2  c.c.  every  four  hours 
hypodermically  is  administered  for  about  two  or  three  days  sub- 
sequent to  any  intrauterine  manipulation. 

Six  Cases  of  Death  of  Fetus  in  Utero. — Lapauze  {Gazette  hebdom- 
adaire  des  sciences  medicates  de  Bordeaux,  1918,  xxxix,  42)  has  recently 
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confined  six  women  in  the  Maternite  de  Pellegrin,  Bordeaux,  in  which 
fetal  death  had  occurred  at  a  period  sufficiently  remote  from  term. 
It  was  urgently  demanded  whether  or  not  such  deaths  are  preventable. 
Ordinarily  such  a  research  is  sufficiently  difficult  but  in  this  series 
syphilis  could  be  plausibly  accused  in  each  and  every  case.  That 
syphilis  is  actually  the  cause  of  death  does  not  always  follow  from  the 
diagnosis  of  the  disease.  In  five  cases  the  seroreaction  of  the  mother 
was  positive,  and  the  placenta  and  fetus  presented  evidence  sus- 
picious of  the  disease.  In  the  sixth  case  the  sample  of  blood  obtained 
did  not  reach  the  analyst  but  the  history  and  clinical  evidences  were 
sufficient  for  diagnosis.  These  cases  of  fetal  death  were  theoreti- 
cally preventable  but  in  a  Maternity  Service  in  which  the  gravida 
is  not  seen  before  delivery  there  is  no  opportunity  for  prophylaxis. 

Pyelonephritis  Gravidarum. — Lapouze  (Gazette  hebdomadaire  des 
sciences  medicates  de  Bordeaux,  1918,  xxxix,  p.  65)  reports  a  case  in 
which  a  gravida  of  sixteen  years  was  seized  when  eight  and  a  half 
months  pregnant  with  a  chill,  fever  and  vomiting,  the  urine  being 
albuminous  with  abundant  sediment.  The  affection  resisted  all 
treatment  although  labor  was  normal  as  term.  The  patient  was 
discharged  from  the  clinic  still  suffering  from  pyelitis.  The  diagnosis 
in  this  case  was  never  in  doubt  but  when  the  symptoms  do  not  appear 
until  after  delivery  a  wrong  diagnosis  may  be  made  of  puerperal 
sepsis.  This  should  hardly  occur,  however,  for  the  state  of  the  urine 
and  the  presence  of  a  normal  lochial  discharge  should  be  sufficient 
for  making  a  differential  diagnosis.  Nevertheless  a  uterine  and 
urinary  syndrome  may  be  present  side  by  side  in  the  same  woman 
and  the  author  cites  a  case  in  which  an  old  metritis  dating  from 
confinement  was  associated  with  bacteriuria  and  a  more  or  less 
silent  chronic  pyelonephritis. 

An  Antiserum  for  the  Toxemia  of  Pregnancy. — Marcondes  of  the 
Sao  Paulo  Maternity  describes  this  product  and  its  use  in  the  Annaes 
Paulistas  de  Medecina  e  Cerugia,  191 7,  viii,  234.  Serum  from  a 
human  gravida  is  difficult  to  obtain  and  the  author  applied  to  the 
local  serotherapeutic  institute  for  one  of  animal  origin  and  a  product 
was  obtained  from  a  gravid  goat  which  thus  far  has  been  tested 
on  two  cases  of  gestation  toxicosis  at  the  Maternity.  In  the  first 
case  the  symptoms  were  edema,  albuminuria,  asthmatic  paroxysms 
which  became  highly  dyspneic,  urticaria  and  pruritus.  There  had 
been  no  improvement  under  milk  regimen.  After  the  second  injec- 
tion of  5  c.c.  of  the  goat  serum  the  asthmatic  paroxysms  abated 
while  they  subsided  completely  after  the  third  (five  days  interval). 
Patient  is  now  seven  months  gravid  with  slight  edema  and  album- 
inuria. The  second  patient,  three  months  pregnant  began  to  suffer 
from  incoercible  diarrhea  and  vomiting.  The  former  symptom 
became  replaced  wholly  by  the  latter.  After  fifteen  days  of  vomiting 
there  were  evidences  of  failing  myocardium  and  nephritis.  Injec- 
tions of  the  goat  serum  were  given  on  two  consecutive  days  along  with 
hepatic  extract.  The  vomiting  ceased  for  ten  days  but  relapsed,  to 
yield  finally  to  heroic  exhibition  of  serotherapy. 
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The  Warfare  Against  Criminal  Abortion.— Bar  in  discussing  this 
subject  in  the  Archives  tnensuelles  d'obstetriquc  et  de  gynecologic, 
191 7,  vi,  p.  3$$,  first  alludes  to  the  widely  varying  estimates  as  to  the 
frequency  of  criminal  abortion  in  France.  These  run  from  less  than 
200,000  to  more  than  1,000,000.  One  might  accept  tentatively  an 
average  of  500,000  as  somewhere  near  the  truth.  Such  a  figure 
represents  individualism  pushed  to  the  limit.  There  is  no  doubt  that 
the  practice  is  on  the  increase  while  the  percentage  of  acquittals  in 
prosecutions  for  abortion  is  steadily  rising,  having  gone  from  40 
per  cent,  in  1890  to  81  per  cent,  in  1908.  The  campaign  against 
the  practice  involves  complete  suppression,  of  all  apparatus  and 
maneuvers  for  the  procuring  of  abortions,  all  violations  being 
punishable  by  heavy  fines  and  prison  sentences;  professional  secrecy 
must  be  disregarded  and  physicians  and  midwives  compelled  to  give 
testimony;  the  laws  regarding  stillbirths  must  apply  to  all  expul- 
sions of  products  of  conception  before  term;  all  anticonceptional 
apparatus  and  propaganda  to  be  suppressed;  organized  efforts  must 
be  made  in  combating  the  low  birth  rate  and  threatened  depopula- 
tion of  France. 

The  Midwife  Problem  in  France. — Bar  discusses  this  subject  in 
the  Archives  tnensuelles  dy  obstetrique  et  de  gynecologie,  1917,  vi,  385. 
The  income  of  the  midwife  as  expressed  in  daily  average  is  used  as  a 
basis  for  classification.  The  maximum  is  4  francs  and  upward, 
the  minimum  1  franc  50  and  less.  Each  of  five  gradations  is  well 
represented.  Otherwise  stated  in  191 1  there  were  in  France  12,152 
midwives  living  entirely  by  their  profession.  Of  this  number  but  14 
per  cent,  were  prosperous  while  9  per  cent,  were  able  to  make  a 
decent  living.  The  remaining  77  per  cent,  lived  in  poverty.  This 
class  is  found  equally  in  the  cities  and  country.  Reform  must  seek 
to  adjust  the  number  of  midwives  to  the  number  of  births  and  utilize 
their  services  also  in  child  car\  They  should  be  provided  with  old 
age  pensions.  At  intervals  of  five  years  they  should  spend  a  fort- 
night in  a  maternity  clinic.  Those  who  receive  prospective  mothers 
in  their  homes  and  who  conduct. private  maternities  must  be  closely 
supervised 

Proposed  Statute  for  the  Midwife  Profession  in  France. — Potocki 
(Annates  de  gynecologie  et  d'obstetrique,  1918,  xiii,  48)  discusses  the 
proposed  modification  of  the  law  of  1892.  The  statute  takes  cog- 
nizance of  physical  and  moral  fitness  and  limitation  of  pupils  as  to 
number;  the  two-year  curriculum  of  studies  in  the  Midwife  Schools 
including  examination  and  certification;  the  rights  and  duties  of  the 
midwife  in  her  professional  activity;  the  lists  of  instruments  and  medi- 
caments to  be  kept  on  hand,  etc.,  etc.  In  addition  to  her  functions 
as  midwife  she  would  act  in  a  further  capacity  as  medical  auxiliary, 
supervising  not  only  the  entire  puerperal  period  but  making  bimonthly 
examinations  of  the  children  throughout  the  first  two  years  of  life 
(weekly  visits  in  the  hot  months). 

Influence  of  Maternal  Oral  Sepsis  on  the  Fetus  and  Marasmic 
Children.  A  Study  of  About  500  Cases. — E.  S.  Pierrepont  {Lancet, 
191 7,  i,  837)  concludes  that  the  toxins  from  maternal  oral  sepsis 
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have  a  very  strong  influence  in  a  large  number  of  cases  upon 
the  vitality  of  the  rapidly  growing  fetus,  so  that  the  child  is 
handicapped  from  before  birth  with  a  lowered  vitality,  and  there- 
fore the  marasmic  condition  is  ante-natal  in  its  inception.  Pre- 
maturity of  birth  and  miscarriages,  where  no  other  cause  can  be 
discovered,  are  brought  about  by  the  toxic  state  of  the  mother 
induced  by  the  septic  condition  of  her  mouth.  The  diminution  in 
the  quantity,  or  alteration  in  the  quality,  of  the  mother's  milk, 
where  no  other  cause  can  be  ascertained,  is  due  to  the  selective 
affinity  of  certain  toxins  for  certain  secretory  cells  of  the  mammae, 
and  where  no  such  diminution  or  alteration  can  be  demonstrated, 
then  the  toxins,  and  in  some  cases  microorganisms  themselves,  are 
in  the  milk.  He  believes  that  in  the  toxemias  of  pregnancy  and  the 
puerperium  the  high  pressure  at  which  the  emunctory  organs  are 
working  is  probably  adversely  influenced  by  the  toxic  state  produced 
by  the  mouth,  and  this  is  the  deciding  factor  in  many  cases  that 
just  brings  the  balance  down  on  the  wrong  side  and  results  in  eclamp- 
sia or  the  other  toxemic  conditions. 

Gestation  Prolonged  to  Twelve  Months. — Of  considerable  medico- 
legal interest  is  a  case  reported  by  J.  F.  R.  Miller  (Practitioner, 
1918,0,  94).  The  patient  was  seen  early  in  her  second  pregnancy, 
on  May  6th.  She  had  suffered  from  persistent  leukorrhea,  nausea 
and  amenorrhea  since  Feb.  12th  and  examination  showed  signs  of 
pregnancy  at  the  third  month.  No  intercourse  had  occurred  since 
before  the  last  menstrual  period.  Labor  started  on  Nov.  19th  but 
pains  ceased  after  twenty-four  hours.  On  Feb.  nth  of  the  next 
year,  364  days  after  the  end  of  the  last  menstruation,  labor  definitely 
set  in  and  a  healthy  child  was  delivered  with  forceps  on  the  following 
day. 

Heart  Failure  and  Pregnancy. — Sir  J.  Mackenzie  (Lancet,  1918, 
i,  50)  states  that  the  heart  failure  is  essentally  a  question  of 
myocardial  efficiency.  The  notion  that  the  left  ventricle  hyper- 
trophies to  meet  the  burden  of  pregnancy  is  not  based  upon  trust- 
worthy evidence.  What  does  happen  in  every  healthy  woman  is  a 
limitation  of  the  heart's  power  to  respond  to  effort — a  diminution 
of  the  reserve  force,  greater  in  some  cases  than  in  others. 

Exhaustion  of  the  reserve  forces  gives  rise  to  the  same  symptoms 
whether  it  is  a  healthy  heart  over-burdened  or  a  heart  failing  from 
disease.  It  is  the  extent  to  which  the  signs  of  cardiac  inefficiency 
go  and  the  progress  of  the  failure  which  serve  as  a  guide.  The  most 
striking  phenomena  of  the  progress  of  heart  failure  are  the  onset  of 
dropsy,  breathlessness  gradually  increasing  till  the  patient  has  to  sit 
up,  edema  of  the  lungs,  and  persistent  increase  of  rate  or  violent  beat- 
ing of  the  heart  on  exertion. 

Dropsy  must  not  be  taken  as  an  indication  of  a  failing  heart 
unless  there  are  present  the  other  symptoms  of  heart  failure. 
When  orthopnea  is  reached  in  heart  failure  the  sooner  premature 
labor  is  induced  the  better.  Edema  of  the  lungs  is  probably  the 
most  reliable  guide.  When  carrying  out  the  examination  of  the 
patient  find  out  on  which  side  she  has  been  lying  then  get  her  to  sit 
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up,  and  auscultate  the  base  of  the  lung  on  that  side.  In  many 
healthy  women  during  the  later  stages  of  pregnancy  the  first  deep 
inspiration  is  accompanied  by  numerous  crepitations,  and  the 
inspiration  dispels  them.  In  cases  that  do  badly  these  crepitations 
do  not  disappear,  but  tend  to  persist,  so  that  their  continual  presence, 
coupled  with  an  impaired  percussion  note,  is  such  a  grave  sign  as  to 
indicate  the  need  for  terminating  the  pregnancy.  Termination  of 
pregnancy  is  indicated  in  mitral  stenosis  when  edema  of  the  lungs 
persists  in  spite  of  sitting  up  in  bed  or  when  the  heart-rate  is  per- 
sistently over  ioo  with  violent  palpitation  on  the  slightest  effort. 
The  dangers  in  aortic  regurgitation  are  so  great  and  yet  so  difficult 
to  anticipate  that  the  writer  recommends  the  termination  of  preg- 
nancy in  all  cases  with  a  Corrigan  pulse,  and  when  there  is  a  distinct 
forcible  apex-beat  outside  the  nipple  line. 

Twilight  Sleep.— G.  Blacker  {Lancet,  1918,  i,  430)  states  that 
this  procedure  is  not  suitable  for  general  use  and  that  its  disadvan- 
tages outbalance  its  advantages.  In  its  favor  he  places  the  fact 
that  from  60  to  70  per  cent,  of  selected  cases  can  be  confined  in  a 
condition  of  amnesia.  The  debit  side  contains  many  items.  In  many 
cases  the  method  is  unsuitable  because  labor  is  too  far  advanced 
or  is  complicated.  It  requires  constant  medical  attendance  and  an 
unusual  degree  of  obstetric  skill  to  recognize  the  progress  of  labor 
whose  symptoms  are  masked  and  hence  more  vaginal  examinations 
than  usual.  The  fact  that  some  persons  become  restless  or  delirious 
under  the  influence  of  scopolamine  renders  asepsis  difficult.  The  re- 
sulting uterine  inertia,  interference  with  the  action  of  the  abdominal 
and  vesical  muscles,  and  the  frequent  necessity  for  delivery  by 
forceps  or  administration  of  pituitary  extract  are  not  in  its  favor. 
A  considerable  number  of  children  are  born  in  a  condition  of  oligop- 
nea or  even  asphyxia.  The  fetal  death  rate  is  difficult  to  determine 
but  is  higher  than  normal. 

Polypoid  Decidual  Endometritis. — A.  J.  Nyulasy  (Surg.,  Gyn.  and 
ObsL,  1918,  xxvi,  331)  finds  polypoid  decidual  endometritis,  with 
or  without  adherent  placenta,  by  far  the  commonest  cause  of  serious 
puerperal  sepsis.  Its  recognition  depends  upon  detection  of  an 
enlarged  uterus  with  patulous  external  os,  exploration  under  anes- 
thesia and  examination  of  diseased  decidua.  Successful  treatment 
demands  early  removal  of  the  diseased  decidua  with  a  minimum 
of  injury  of  uterine  tissue.  In  the  presence  of  definite  sepsis  the 
possible  risk  of  further  infecting  the  uterus  may  be  taken.  With 
early  removal  of  the  diseased  decidua  the  maternal  mortality  and 
morbidity  are  practically  eliminated. 

Syphilis  as  a  Cause  of  Stillbirths. — In  an  analysis  of  forty-eight 
stillbirths  occurring  in  1500  obstetric  cases  at  the  University  of 
Michigan  Maternity  Hospital  undertaken  by  R.  A.  Bartholomew 
(Jour.  A.  M.  A.,  1918,  lxx,  289)  he  found  that  syphilis  is  the  causa- 
tive factor  in  at  least  one-third  of  the  stillbirths  from  the  time  of 
viability  to  full  term.  A  Wassermann  reaction  is  strongly  indi- 
cated in  cases  in  which  there  have  been  suggestive  clinical  symptoms, 
unexplained  abortions,  or  premature  labors  with  macerated  babies. 
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A  combination  of  mercury  and  salvarsan  is  more  effective  in  assuring 
the  birth  of  a  healthy  infant  than  salvarsan  alone.  Important 
confirmative  evidence  in  the  diagnosis  of  syphilis  can  be  obtained 
from  microscopic  examination  of  the  placenta,  or  in  case  of  stillbirth, 
from  examination  of  the  fetal  liver  by  the  Levaditi  method.  More 
efficient  and  practical  training  in  obstetrics,  and  safer  surroundings 
for  the  patient  during  confinement  will  prevent  some  of  the  still- 
births resulting  from  other  complications  of  pregnancy  and  obstetric 
emergencies;  but  there  will  always  remain  a  considerable  number  of 
stillbirths  from  unavoidable  causes. 

The  Vaginal  Plug. — E.  H.  Tweedy  {Lancet,  19 17,  i,  840)  says 
that,  to  plug  the  vagina  efficiently  for  the  arrest  of  antepartum 
hemorrhage,  the  left  hand  should  be  passed  into  the  vagina  with  the 
palmar  surface  directed  toward  the  hollow  of  the  sacrum,  while 
the  tips  of  the  fingers  he  behind  the  cervix.  Small  pieces  of  cotton- 
wool, squeezed  out  of  lysol  solution  and  each  the  size  of  the  thumb 
knuckle,  are  then  taken  and  inserted  by  means  of  the  right  hand 
round  the  cervix.  The  fingers  of  the  left  hand  squeezed  the  pellets 
into  a  compact  mass.  This  process  is  continued  in  a  systematic 
manner  from  above  downward  till  the  vulva  is  reached  and  the 
vagina  can  hold  no  more.  A  T-bandage  is  applied  to  keep  the  plug 
in  position,  and  an  abdominal  binder  is  fastened  tightly  from  above 
downward  to  press  the  side  walls  of  the  uterus  against  the  vaginal 
dam,  and  thus  completes  the  operation.  A  plug  so  applied  will 
cause  immediate  cessation  of  hemorrhage. 

The  means  by  which  this  is  effected  has  been  disputed.  The 
writer  says  that  it  depends  upon  direct  compression  of  the  uterine 
and  ovarian  vessels.  This  can  be  proven  during  Cesarean  section 
by  having  an  assistant  pass  a  hand  into  the  vagina  and  push  up  the 
lateral  fornix.  When  the  uterus  is  pressed  downward,  as  is  done 
by  the  abdominal  binder  in  the  method  described  above,  the  vessels 
are  so  compressed  that  pulsation  ceases. 

Antenatal  Syphilis. — A.  J.  Routh  {Lancet,  1918,  i,  45)  says  that 
many  observers  have  described  "granules"  which  are  derived  from 
the  breaking  up  of  the  spirals  of  the  spirochete  and  which  are  able 
under  certain  conditions  to.  eventually  develop  into  the  mature 
Spirocheta  pallida.  The  granules  are,  therefore,  spirochetes  which 
are  temporarily  in  a  granule  stage,  in  which  stage  they  remain  latent 
or  biologically  inactive  for  varying  periods.  Chorionic  (syncytial) 
ferments  are  present  at  the  point  of  interdigitation  of  the  fetal  and 
maternal  portions  of  the  placenta.  Their  action  is  primarily  tro- 
phoblastic to  enable  the  delicate  chorionic  villi  to  penetrate  the 
uterine  mucosa  and  to  open  up  maternal  blood-vessels,  so  that  the 
ovum  may  find  for  itself  a  resting-place  with  nutritive  blood- 
spaces  around  it.  As  a  result  of  the  destructive  action  of  the  ferment 
upon  the  maternal  tissues  so-called  syncytio-toxins  are  formed,  but 
appear  to  be  at  once  neutralized  by  so-called  syncytio-lysins.  If 
not  thus  neutralized,  maternal  and  fetal  toxemia  may  become  present. 
The  chorionic  ferments  (or  their  derivatives)  are  suggested  as  being 
capable  of  exercising  their  destructive  properties  upon  the  Spiro- 
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cheta  pallida,  which  may  either  be  in  the  maternal  intervillous  or 
fetal  intravillous  tissues,  both  of  which  are  in  intimate  relations 
with  the  syncytial  cells  of  the  villi  whence  the  ferments  arise.  This 
destructive  action  of  the  chorionic  ferments  upon  the  spirochete 
breaks  it  up  into  granules. 

The  writer  suggests  that  during  pregnancy  it  is  the  continued 
action  of  the  chorionic  ferments  upon  the  granules  which  may  render 
them  latent  and  biologically  inactive,  and  perhaps  in  a  few  cases 
may  destroy  them.  After  the  pregnancy,  when  the  chorionic 
ferments  cease  to  be  present  in  the  tissues  of  the  mother  and  child, 
the  granules,  wherever  they  may  be,  may  develop  into  mature 
spirochetes.  The  success  or  failure  of  the  chorionic  ferments  to 
protect  the  mother  and  child  from  spirochetal  infection  would 
depend  upon  (a)  the  virulence  of  the  infection,  which  tends  to 
diminish,  owing  to  the  presence  of  more  maternal  antibodies, 
with  each  successive  pregnancy;  and  (b)  upon  the  source  of  the 
infection.  Infection  is  probably  most  difficult  to  arrest  in  a  "mixed 
transmission"  or  in  a  true  maternal  infection,  where  attempts  at 
infection  of  the  embryo  would  be  constantly  proceeding  throughout 
the  pregnancy.  It  is  probably  least  severe  and  most  easily  countered 
by  the  ferments  when  the  primary  infection  is  paternal,  for  it  may 
then  be  a  single  infection  only,  and  probably  not  capable  of  repe- 
tition if  the  primary  infection  be  arrested.  The  Wassermann 
reaction  of  mother  and  child  appears  to  be  negative  if  infection  has 
been  by  the  spirochetes  in  their  granule  stage  so  long  as  the  granules 
remain  biologically  inactive  and  the  mature  organism  is  absent. 

Spontaneous  Rupture  of  Cesarean  Scar. — In  reporting  two  fatal 
cases  of  rupture  of  the  Cesarean  scar,  one  of  which  occurred  at  the 
eighth  month,  J.  L.  DeCouvey  (Jour  A.  M.  A.,  1918,  lxx,  840)  says 
that  a  comparatively  small  incision  into  the  uterus  in  a  Cesarean 
operation  is  of  advantage,  and  that  when  a  second  Cesarean  operation 
is  considered  advisable  in  a  patient  having  a  Cesarean  scar,  the  oper- 
ation should  be  performed  not  later  than  the  end  of  the  eighth 
month.  At  this  time,  the  life  of  the  child  will  not  be  jeopardized, 
and  the  possibility  of  rupture  up  to  this  time  is  comparatively  small. 

Diet  of  the  Negro  Mother  in  New  York  City. — In  connection  with 
the  examination  for  rickets  of  the  infants  of  a  negro  community  of 
New  York  City  A.  F.  Hess  and  L.  J.  Unger  (Jour.  A.  M.  A.,  1918, 
lxx,  900)  conducted  a  careful  investigation  as  to  the  dietary  of  the 
mothers.  They  were  impressed  by  the  fact  that  in  their  former 
homes  this  race  has  lived  on  a  diet  largely  composed  of  fruit  and 
vegetables — foods  rich  in  calcium  and  in  undefined  substances 
present  in  all  fresh  vegetable  products.  The  fact  that  its  dietary 
has  suddenly  been  changed  so  that  meat  becomes  one  of  the  principal 
ingredients,  to  the  virtual  exclusion  of  fresh  fruits  and  vegetables, 
may  well  alter  the  metabolism  of  the  mother  and  her  offspring. 

Immediate  Operation  for  Perineal  Lacerations.— In  commenting 
upon  the  unsatisfactory  results  obtained  by  hasty  and  unsystematic 
immediate  repair  of  perineal  lacerations,  H.  A.  Bernstein  (Jour. 
A.  M.  A.,  1918,  lxx,  1 217)  insists  upon  the  importance  of  accurate 
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apposition  and  union  of  corresponding  tissues,  muscle,  subcutaneous 
tissue,  mucosa,  and  skin,  as  in  the  repair  of  any  other  wound.  Casu- 
ally placed  sutures  do  not  ensure  firm  union  and  are  liable  to  leave 
dead  spaces  with  their  attendant  risks  of  infection  and  malunion. 

Interstitial  Pregnancy. — A.  H.  Curtis  (Surg.  Gyn.  &°  Obst.,  1918, 
xxvi,  551)  reports  as  a  case  of  interstitial  pregnancy  one  in  which 
operation  was  undertaken  because  of  the  presence  of  a  progressively 
enlarging  mass  apparently  located  in  the  right  tube.  The  fundus 
was  markedly  vertical,  the  round  ligament,  lateral  to  the  sac,  and 
the  right  tube  inserted  nearly  an  inch  higher  than  the  left.  The 
sac  was  about  to  rupture  through  the  posterior  wall  of  the  fundus. 
It  is  merely  stated  that  the  diagnosis  of  pregnancy  was  confirmed. 

Modification  of  the  Ahlfeld  Method  for  Determining  the  Maturity 
of  the  Fetus  in  Utero. — The  modification  proposed  by  H.  Thorns 
(Surg.,  Gyn.  &  Obst.,  1918,  xxvi,  563)  is  as  follows.  The  patient 
is  placed  in  the  lithotomy  position  for  the  ordinary  vaginal  examina- 
tion. If  the  head  is  high  up  and  cannot  be  reached  per  rectum 
the  vaginal  route  becomes  necessary.  If,  however,  the  vertex 
can  be  palpated  at  all  per  rectum  the  rectal  route  becomes  preferable. 
If  the  vertex  (or  breech)  is  in  the  birth  canal  it  may  be  easily  pal- 
pated through  the  anterior  fornix  by  the  examining  finger  or  fingers 
in  the  vagina.  If  the  presenting  part  is  too  high  up,  slight  pressure 
by  an  assistant  upon  the  fundus  toward  the  symphysis  will  bring 
the  presenting  part  down  so  that  it  may  be  palpated.  With  the 
examining  hand  in  position,  the  finger  resting  against  the  fetal  head 
and  in  a  line  corresponding  with  the  longitudinal  axis  of  the  fetus, 
an  assistant  measures  with  a  pelvimeter  the  distance  from  the 
uppermost  point  of  the  fetal  buttocks  through  the  abdominal 
wall  to  any  easily  available  point  on  the  examining  hand  outside 
the  vulva.  The  index-finger  of  the  other  hand  of  the  examiner 
is  now  placed  at  this  point  against  the  tip  of  the  pelvimeter.  The 
reading  is  made  and  with  the  fingertip  of  the  nonexamining  hand 
still  in  position  the  examining  hand  is  withdrawn  from  the  vagina. 
The  distance  from  the  tip  of  the  examining  finger  to  the  point 
where  the  pelvimeter  rested  is  now  measured.  This  reading  sub- 
tracted from  the  former  reading  will  give  the  distance  from  the 
vertex  to  the  uppermost  point  of  the  buttocks  after  subtracting 
a  small  amount  for  the  thickness  of  the  abdominal  and  uterine 
walls.  If  the  examining  finger  has  rested  against  the  fetal  head 
itself  through  a  patent  cervical  canal,  it  is  the  writer's  custom  to 
deduct  1.5  cm.  before  multiplying  by  two  as  in  the  Ahlfeld  method. 
If,  however,  the  palpation  has  been  made  through  the  anterior 
fornix,  either  rectally  or  vaginally,  2  cm.  are  deducted.  By  this 
modification  of  the  Ahlfeld  method  the  length  of  the  folded  child 
in  utero  may  be  determined  with  greater  accuracy  than  in  external 
abdominal  methods.  The  method  becomes  of  wider  use,  no  special 
instruments  being  required.  It  is  rapid  and  conflicts  in  no  way 
with  aseptic  technic. 

Treatment  of  Eclampsia.— J.  C.  Edgar  (Jour.  A.M. A.,  1918,  lxx, 
1205)  feels  that  a  long  step  forward  in  the  prevention  of  eclampsia 
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is  the  attention  that  in  the  past  few  years  has  been  directed  to  the 
importance  of  prenatal  care  of  women,  especially  of  the  poorer 
class,  for  the  purpose  of  reducing  infant  and  maternal  mortality. 
Given  a  case  of  convulsive  toxemia,  a  modified  conservative  treat- 
ment gives  the  best  results.  Chloroform,  nitrous  oxid,  and  even 
ether,  should  be  avoided  if  possible.  A  full  dose,  half  a  grain, 
of  morphin,  is  administered  hypodermically.  A  catheterized  speci- 
men of  urine  is  taken  for  examination.  The  stomach  is  then  washed 
out  with  a  sodium  bicarbonate  solution,  and  2  ounces  of  magnesium 
sulphate  in  solution  are  placed  in  the  stomach  before  withdrawal 
of  the  stomach  tube.  Some  use  castor  oil  or  croton  oil  in  sweet 
oil.  A  colonic  irrigation  of  several  gallons  (from  4  to  5)  of  a  5  per 
cent,  glucose  solution  is  now  given.  Some  use  sodium  bicarbonate. 
If  possible,  the  patient  is  placed  in  a  darkened  room,  and  kept  as 
quiet  as  possible.  In  a  hospital  ward  screens  are  placed  about  the 
bed.  The  importance  of  free  ventilation  is  to  be  remembered. 
The  morphin  is  repeated  in  smaller  doses  (from  }^  to  34  grain), 
according  to  indications,  keeping  the  respirations  in  the  neighborhood 
of  10  or  12.  In  patients  of  marked  nervous  instability,  a  full  dose 
of  sodium  bromid  (from  30  to  40  grains)  in  solution  by  rectum  often 
assists  the  morphin  in  controlling  the  convulsions.  The  writer 
has  entirely  abandoned  the  use  of  chloral  hydrate.  Even  in  high 
systolic  blood  pressure  (from  175  to  200  mm.)  the  writer  does  not 
employ  phlebotomy  as  frequently  as  formerly  for  fear  of  the  con- 
centration of  the  toxins  and  the  sudden  subsequent  fall  of  blood 
pressure  with  even  spontaneous  labor,  as  has  been  observed  in  the 
use  of  veratrum  viride.  An  arrangement  of  electric  lights  in  a  rack 
is  now  placed  over  the  patient  wrapped  in  blankets,  and  a  moderate 
perspiration  is  kept  up  for  several  hours.  During  the  sweating, 
water,  if  possible,  is  freely  administered.  The  beneficial  results 
obtained  from  the  removal  of  the  fetus  and  uterine  contents  is 
largely  a  matter  of  pressure  relief,  not  the  doing  away  with  the 
nitrogenous  output  of  the  fetus  or  placenta:  relief  from  pressure 
on  the  kidneys  and  renal  vessels,  pressure  on  the  intestine,  portal 
circulation  and  liver.  The  writer  fears  the  shock-producing  effect 
of  veratrum  viride  in  eclampsia  although  he  occasionally  uses  small 
repeated  doses  in  selected  cases.  Glyceryl  trinitrate  must  be  used 
to  reduce  arterial  pressure  and  for  diuresis.  The  treatment  of  the 
overwhelming  of  the  cardiovascular  system  by  the  toxin  or  toxins, 
with  the  accompanying  collapse  and  pulmonary  edema,  is  based 
on  general  principles,  namely,  caffein,  epinephrin  chlorid,  cupping, 
intravenous  infusions,  oxygen,  and  even  strychnin.  Difficult 
forceps  operation,  forcible  dilation  of  the  cervix,  incisions  of  the 
cervix,  and  vaginal  Cesarean  section  have  no  place  in  the  modern 
treatment  of  eclampsia  at  term.  A  single  low  forceps  operation  is 
always  in  order.  Ether  is  the  only  anesthetic  to  be  used  for  any 
operation.  The  same  may  be  said  of  hydrostatic  bags  to  induce 
or  shorten  the  labor,  as  well  as  the  manual  dilation  of  a  soft,  already 
partially  dilated  cervix,  to  permit  of  a  medium  or  low  forceps  opera- 
tion.    In  the  presence  of  a  disease  with  such  a  high  fetal  mortality 
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from  any  treatment,  perforation  of  the  head  and  a  careful  extraction 
of  the  body  should  be  justified  to  shorten  the  interval  between  the 
first  convulsion  and  delivery  in  certain  instances.  It  would  appear, 
however,  that  abdominal  Cesarean  section  at  term  and  vaginal 
Cesarean  section  in  the  middle  third  of  gestation  have  their  indica- 
tion in  primiparous  patients  with  undilated  cervix,  and  with  the 
familiar  clinical  picture  of  profound  toxemia,  namely,  scanty  urine, 
loaded  with  albumin  and  casts  and  especially  blood,  by  catheteri- 
zation of  the  bladder  in  these  patients;  frequently  convulsions,  the 
coma  persisting  during  the  whole  period  of  the  intervals;  retinal 
changes  and  hemorrhage,  as  shown  by  the  ophthalmoscope;  and 
persistence  of  the  cyanosis  of  the  convulsions  into  the  intervals. 

Precocious  Puberty. — Krabbe  (Hospitalstidende,  191 7,  lx,  p. 
1165)  relates  the  case  of  an  infant  born  June  5,  1916,  and  seen  in 
April-May,  191 7.  It  was  mentally  defective  and  subject  to  convul- 
sive attacks.  The  penis  was  2  inches  long  and  the  testicles  as  large 
as  hazelnuts.  Both  penis  and  scrotum  were  pigmented  and  there 
was  pubic  hair.  There  were  frequent  marked  erections.  The 
nose  was  the  seat  of  numerous  comedones.  The  mental  backwardness 
is  not  analyzed  by  the  writer  and  seems  to  have  consisted  of  an 
arrest  of  development  associated  perhaps  with  the  convulsions 
which  set  in  at  the  seventh  month.  There  are  in  literature  records 
of  130  cases  of  precocious  puberty  but  the  writer  found  but  4  of 
Scandinavian  origin,  the  youngest  in  a  boy  of  four.  Of  the  total 
material  there  were  87  girls  and  48  boys.  In  25  cases  the  anomaly 
was  associated  with  tumors  of  the  genital  glands,  kidneys  or  brain. 
In  at  least  6  of  these  the  site  of  the  growth  was  the  pineal  gland. 
The  author's  patient  presented  spastic  paraparesis  and  latent 
tetany  and  was  slightly  microcephalic,  while  the  lower  portion  of  the 
face  was  hypertrophic.  Whether  the  anomaly  is  of  endocrinous 
origin  or  related  rather  to  pseudohermaphrodism  cannot  of  course  be 
determined. 

GYNECOLOGY. 

Statistics  on  Fibroids  and  Cancer  of  the  Uterus. — Hartmann  and 
Yakchitch  analyze  908  observations  involving  the  incidence  of  these 
two  affections  {Annates  de  gynecologie  et  d'obstetrique,  191 8,  xiii,  40). 
All  of  the  patients  had  been  subjected  to  operation.  Of  689  women 
with  fibroids  in  all  but  seven  affected  the  body  of  the  uterus  was  af- 
fected; of  230  cancers,  sixty-nine  were  seated  in  the  corpus  and  161  in 
the  cervix.  The  age  period  forty  to  forty-nine  is  most  favorable  for 
fibroids  and  for  cancer  of  the  cervix,  but  for  cancer  of  the  corpus  the 
optimum  period  is  fifty  to  fifty-nine.  The  authors  analyzed  the 
number  of  gestations  preceding  the  operation  for  fibroid  but  the  data 
are  very  defective.  Of  124  operated  on  between  thirty  to  thirty-nine, 
twenty-six  had  never  been  pregnant  and  nineteen  had  had  only  abor- 
tions. The  number  of  women  with  one  child  was  twenty-eight,  two 
children,  twenty,  three  children,  eight,  and  after  that  the  figures  were 
scattering.     Of  203  women  operated  on  for  fibroids  at  the  age  period 
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forty  to  forty-nine,  forty-four  had  never  been  gravid,  while  twenty 
had  had  only  abortions.  Fifty  women  had  had  but  one  child, 
fortv,  two  children,  eighteen  each  three  and  four  children,  five  had 
had  five  children,  four,  six  children,  and  three,  seven  children.  Fifty- 
six  women  were  operated  on  during  the  age  period  fifty  to  fifty-nine. 
Of  this  number  nine  had  never  been  pregnant  and  three  had  had  only 
miscarriages.  Of  the  forty-four  remaining  ten  had  borne  one  child, 
eight,  two  children,  and  twelve,  three  children,  etc.  Of  seven  women 
over  sixty  submitted  to  operation,  three  had  never  been  pregnant. 
The  total  percentage  of  sterility  was  twenty-two.  The  correspond- 
ing percentages  of  sterility  for  women  with  cancer  of  the  corpus  and 
cervix  was  ten  and  nine  respectively.  The  total  percentage  of 
fibroid  cases  in  which  abortion  had  occurred  was  twenty-nine,  while 
in  women  with  cancer  of  the  corpus  and  cervix  it  was  twenty-two  and 
thirty-five  respectively.  The  fertility  of  the  cancer  patients  was 
much  more  pronounced  than  that  of  the  fibroid  cases,  the  latter 
being  but  48  per  cent.,  while  in  cancer  of  the  corpus  and  cervix  it 
was  respectively  75  and  83  per  cent.  In  regard  to  coincidence  of 
fibroid  and  cancer  this  was  in  evidence  in  but  sixteen  cases. 

Are  Diphtheroids  a  Factor  in  Female  Sterility? — With  a  view  to 
stimulating  research  as  to  the  possible  effects  of  the  vaginal  flora 
upon  procreation  T.  C.  Stellwagen  and  P.  S.  Pelouze  {Jour.  A.  M.  A., 
1918,  lxx,  977)  report  a  case  of  sterility  for  seven  years  after  marriage. 
The  husband  then  presented  himself  for  study  as  to  the  cause  of  an 
anterior  urethral  discharge.  This  had  never  been  present  before 
and  there  had  been  no  extramarital  exposure.  The  only  bacterium 
present  was  of  the  Hoffmann  type  of  the  pseudodiphtheria  bacillus. 
This  was  obtained  in  pure  culture  from  the  anterior  discharge  and 
also  from  the  prostatic  secretion.  Under  the  usual  routine  local 
treatment  for  such  conditions  the  anterior  discharge  became 
scanty  and  at  times  disappeared.  Cultures  from  the  wife's  vaginal 
vault  presented  the  usual  flora,  with  a  preponderance  of  diphtheroids. 
The  cultures  from  the  cervical  canal  proved  to  be  purely  diphthe  oids. 
Separate  autogenous  vaccines  were  made  and  used  on  the  husband 
and  wife.  Both  patients  canvalesced  promptly  with  a  virtual 
disappearance  of  the  diphtheroids.  One  month  later  impregnation 
occurred. 

Test  for  Incipient  Cancer  of  the  Breast. — The  test  described  by 
G.  B.  Massey  (Med.  Rec,  Nov.  10,  191 7)  is  the  application  to  the 
tumor  of  the  faradic  current  from  the  long  secondary  wire  of  a 
well-built  machine,  the  application  to  be  of  twenty  minutes  duration 
with  most  of  the  coil  in  use,  the  active  electrode  being  a  well- 
moistened  pad  the  size  of  the  tumor  placed  on  the  skin  over  it  and 
held  in  place  by  adhesive  strips,  and  the  dispersing  electrode,  a 
large  pad,  beneath  the  back,  the  patient  being  in  the  recumbent 
position.  The  application  should  be  repeated  daily  for  two  weeks. 
If  the  sensory  symptoms  are  then  relieved  without  decrease  in  the 
size  of  the  tumor  or  its  disappearance,  a  positive  diagnosis  of  malig- 
nancy may  be  tentatively  made,  though  a  further  persistence  of 
four  weeks  of  the  applications  may  be  indulged  in  before  operation. 
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If  the  case  be  one  of  mastitis  alone  there  will  rarely  be  any  mass  left 
after  the  second  to  the  fourth  week. 

Incision  for  Exposure  of  the  Lower  Abdomen  and  Pelvis. — J.  W. 
Churchman  (Annals  Surg.,  191 8,  lxvii,  180)  describes  the  following 
incision  for  satisfactory  exposure  in  operating  on  the  rectum  and  on 
the  pelvic  ureter.  The  skin  incision  begins  at  the  symphysis  pubis, 
runs  in  the  midline  upward  for  about  2  inches,  then  diagonally 
upward  and  outward  toward  the  anterior-superior  spine.  The  point 
at  which  the  longitudinal  incision  becomes  oblique  may  be  higher  or 
lower,  according  as  the  chief  exposure  desired  is  the  upper  or  lower 
part  of  the  pelvis.  The  fascial  incision  repeats  the  direction  of  the 
skin  incision,  dividing  the  rectus  sheath  longitudinally,  then  crossing 
obliquely  the  anterior  sheath  and  dividing  the  fascia  of  m.  obliquus 
externus  in  the  direction  of  its  fibers  and  as  high  toward  the  anterior- 
superior  spine  as  desired.  In  operating  on  the  bladder  the  anterior 
sheath  of  the  rectus  must  be  divided  down  to  the  bone  at  the  sym- 
physis pubis.  The  rectus  muscle  is  freed  and  divided  between 
clamps.  Care  is  taken  to  push  back  the  epigastric  vessels  from  the 
posterior  surface  of  the  muscle,  clamp,  divide  and  ligate  them  sepa- 
rately. The  fascia  of  the  m.  transversalis  and  m.  obliquus  internus 
and  the  peritoneum  are  divided  by  an  incision  which  repeats  the 
direction  of  the  skin  incision.  The  peritoneum  (with  transversalis 
and  internal  oblique  fascia)  is  sutured  by  a  running  stitch.  The 
divided  rectus  muscle  may  be  approximated  by  mattress  sutures. 
No  effort  at  accurate  approximation  should  be  made  nor  should  the 
stitches  be  drawn  tight.  When  there  is  difficulty  about  bringing  the 
cut  ends  together,  they  may  be  tacked  to  the  underlying  fascia; 
in  this  way  the  ends  may  be  easily  approximated.  A  good  approxi- 
mation of  the  rectus  muscle  is  not  necessary;  the  strength  of  the 
abdominal  wall  depends  on  the  careful  closure  of  the  fascia.  The 
anterior  sheath  of  the  rectus  and  fascia  of  the  m.  obliquus  externus 
are  closed  by  the  overlapping  method  used  in  the  radical  cure  of 
hernia,  a  flat  overlap  being  obtained  by  one  layer  of  mattress 
sutures  and  a  second  layer  which  tacks  down  the  free  edge.  The 
skin  is  closed  by  a  running  stitch.  If  exposure  of  the  whole  pelvis 
is  desired  the  incision  is  made  as  described,  but  oblique  arms  pass 
to  both  sides  from  the  midline. 

Abdominal  Wound  Technic. — J.  O'Conor  (Annals  Surg.,  1918, 
lxvii,  183)  says  that  the  vital  element  in  the  treatment  of  any  wound 
is  hemostasis.  A  matter  which  demands  serious  attention  is  the 
planning  of  lines  of  incision  so  as  to  avoid  tapping  important  vessels 
during  an  operation  or  by  needle  puncture  when  suturing.  The 
writer  has  recently  gone  back  to  the  old  method  of  skin  sterilization 
by  bichloride  for  ordinary  abdominal  work,  because  he  has  had  more 
cases  with  serious  intestinal  adhesions  during  three  years  of  iodine 
treatment  than  previously  with  the  mercurial  one.  It  is  essential 
to  adopt  some  plan  for  the  complete  isolation  of  skin  and  exposed 
layers  of  parietal  wall  from  the  operative  field,  such  as  placing  a 
small  towel  with  a  central  slit  around  the  area  of  the  incision,  with 
two  through-and-through  strong  silk  sutures  on  each  side  embracing 
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peritoneum,  muscular  wall,  skin  and  towel,  passing  on  each  side 
about  i  inch  external  to  the  edge  of  the  slit  in  the  towel.  When 
these  sutures  are  tied  the  towel  completely  excludes  the  exposed 
surfaces  of  the  parietal  wound  and  the  skin  in  the  operative  zone. 
In  placing  the  continuous  suture  of  the  peritoneum,  the  writer 
recommends  catching  up  the  corresponding  edge  of  the  posterior 
lamina  of  the  sheath  of  the  rectus  or  transversalis  fascia,  in  each 
stitch,  in  order  to  obtain  some  point-d'  appiii  for  firm  closure  of  the 
peritoneum.  Accurate  approximation,  by  suture,  of  the  subcuta- 
neous fatty  tissue  is  the  best  preventive  against  the  formation  of  a 
dead  space  in  which  blood  is  likely  to  accumulate.  The  old 
"  through-and-through "  suture,  to  be  effective,  must  possess  some 
tension,  which,  very  often,  proves  detrimental  to  the  vitality  of  the 
structures  encompassed  in  its  grasp,  and  its  insertion  entails  the 
employment  of  a  large  needle,  oftentimes  wounding  deep-seated 
hidden  vessels.  Notwithstanding  such  disadvantages,  is  the  lesser 
of  evils,  in  septic  cases,  as  it  would  be  fatuous  to  bury  continuous 
layers  of  any  suture  in  the  parietal  wall  in  the  presence  of  virulent 
infection.  The  writer  often  employs  continuous  catgut  suture  of 
peritoneum  and  rectus  sheaths,  and  interrupted  silkworm-gut  sutures 
to  close,  in  mass,  the  subcutaneous  layer  and  skin.  He  finds,  how- 
ever, that  the  skin,  subcutaneous  wall  and  subcutaneous  floor  are 
more  effectively  and  expeditiously  united  by  employing  a  form  of 
continuous  catgut  suture,  the  Gallo  stitch.  This  suture  approxi- 
mates alternately  (i)  the  mere  edges  of  skin,  and  (2)  the  skin, 
subcutaneous  layer,  plus  a  chip  of  underlying  floor. 

Spontaneous  Panhysterectomy  after  Abdominal  Contusion. — 
This  extraordinary  case  is  reported  by  L.  F.  Fallon  (Annals  Surg., 
1918,  lxvii,  208).  About  the  middle  of  March,  at  which  time  the 
patient,  a  woman  of  twenty-nine,  considered  herself  two  months' 
pregnant,  she  was  knocked  down  by  a  partly  filled  molasses  barrel 
falling  against  her.  Beyond  bruising  she  apparently  suffered  no 
injury.  April  13th  she  began  to  flood.  This  continued  and  was 
accompanied  by  severe  abdominal  pain  and  tenderness.  On 
April  1 6th  she  was  unable  to  void  urine.  A  midwife  gently  pressed 
down  over  the  bladder  and  a  mass,  hanging  by  a  few  shreds  of 
tissue,  was  expelled  through  the  vagina.  The  shreds  were  cut  and 
the  mass  was  removed.  Moderate  bleeding  continued  until  the 
next  day.  When  seen  by  the  writer  two  days  later,  the  abdomen 
was  moderately  distended  with  some  rigidity  low  down.  There 
was  tenderness  above  the  pubes  and  a  tender  mass  palpable  low 
down  in  the  right  iliac  fossa.  The  rest  of  the  abdomen  was  slightly 
tender.  A  gangrenous  mass  protruding  through  the  vulva  proved 
to  be  omentum.  The  uterus  was  absent  from  position  and  its  place 
occupied  by  a  mass  most  prominent  in  the  right  vault.  There  was 
a  moderate  purulent  discharge.  The  sloughing  omentum  was  tied 
off  as  far  up  in  the  vagina  as  possible.  A  daily  douche  of  hot  per- 
chloride  1  :400c  was  instituted.  On  May  26th  it  was  reported 
that  the  patient  was  able  to  work.  The  extended  specimen  followed 
almost  the  lines  of  the  usual  panhysterectomy  except  that  it  in- 
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eluded  more  of  the  broad  and  the  whole  of  the  round  ligaments, 
also  both  tubes,  the  left  ovary,  the  complete  uterus  and  part  of  the 
vagina. 

Obstructive  Dysmenorrhea  and  Sterility. — J.  Frank  {Jour. 
A.  M.  A.,  1918,  lxx,  985)  says  that  obstructive  dysmenorrhea  and 
sterility  most  commonly  depend  upon  a  pathological  anteflexion 
of  the  uterus.  To  correct  this  he  incises  the  posterior  vaginal  wall 
up  to  above  the  flexion,  removes  a  longitudinal  wedge-shaped  mass 
of  tissue  from  the  raw  surface  of  each  half  of  the  posterior  lip 
sufficient  to  permit  accurate  apposition  and  suturing  of  the  mucosa 
of  the  inner  to  that  of  the  outer  surface  of  the  cervix  at  each  side. 
Exact  apposition  at  the  upper  end  of  the  incision  is  imperative, 
for  healing  by  granulation  would  cause  cervical  stenosis.  The 
angulation  is  completely  done  away  with  by  the  operation  described, 
by  eliminating  entirely  the  canal  below  the  angulation. 

TOPICS. 

Tuberculous  Infection  in  Early  Childhood. — Frohlich  (Norsk 
Magazin  for  Laezevidenskaben,  1918,  lxxix,  311)  writes  chiefly  of 
the  von  Pirquet  test  as  applied  to  young  children  who  have  been 
exposed  to  individuals  with  open  tuberculosis.  One  girl  of  three  and 
one-half  years  lost  her  appetite  nine  weeks  after  a  tuberculous  nurse 
maid  had  taken  charge  of  her.  The  test  proved  strongly  affirmative. 
Another  child  aged  one  and  one-half  years,  sister  of  the  preceding, 
began  to  ail  several  weeks  later  and  also  gave  a  positive  von  Pirquet. 
Both  the  children  responded  to  general  regimen  and  the  infection 
doubtless  became  latent.  It  is  of  interest  to  note,  in  the  case  of  the 
second  child,  that  the  first  test  practised  was  negative,  although  when 
taken  the  child  was  feverish;  eighteen  days  later  when  she  was  free 
from  symptoms  the  positive  reaction  was  obtained.  The  author  also 
mentions  an  analogous  case  in  a  breast-fed  nursling  aged  eleven 
months  who  had  been  tended  by  a  maid  with  open  tuberculosis. 
Emaciation  developed  with  the  appearance  of  tuberculides  (lichen 
scrofulosus,  gummata  scrofulosorum).  No  von  Pirquet  test  is 
mentioned. 

The  Protection  of  the  Pregnant  or  Nursing  Industrial  Worker. — 
Bar  (Archives  mensuelles  d'  obstetrique  et  de  gynecologies  1917,  vi,  287) 
refers  to  the  twofold  aspect  of  this  problem.  Shall  the  mother, 
nursing  or  prospective,  remain  at  home  and  receive  an  allowance  or 
shall  she  work  under  properly  supervised  conditions?  The  weight 
of  evidence  all  points  to  the  need  of  compromises  of  one  kind  or 
another.  A  certain  number  of  women  may  be  released  from  the 
obligation  of  work  while  others  can  work  at  certain  occupations  or 
for  past  time.  No  nursing  woman  is  asked  to  work  full  time,  and 
the  factory  management  with  Government  support  furnishes  con- 
veniences for  lactation  and  day  nursing.  The  loss  of  wages  con- 
sequent in  short  working  hours  must,  of  course,  be  made  good  by 
indemnities.  In  other  words,  lactation  must  neither  be  an  excess 
burden  on  a  working  woman  nor  a  source  of  material  loss.  The 
problem  of  the  gravid  woman  receives  much  less  attention  and 
evidently  can  take  care  of  itself  for  the  greater  part  of  gestation. 
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Protection  of  Mothers  and  Infants  During  the  First  Three  Years 
of  Warfare. — Ear  (Archives  mcnsuelles  d'obstctriques  el  de  gynecologies 
IQ17,  vi,  275)  gives  numerous  Paris  statistics,  such  as  the  percentages 
of  stillbirths  during  the  past  four  years  which  remains  fairly  con- 
stant, averaging  7.3;  and  the  percentages  of  Paris  nurslings  sent  into 
the  country  which  at  first  dropped  off  notably  but  is  now  about  26, 
the  figure  before  the  war  being  thirty-one.  The  death  rate  from 
puerperal  fever,  less  than  1  per  cent,  shows  no  material  change. 
The  percentage  of  abandoned  children  was  cut  nearly  in  half  in  1915 
but  is  now  back  to  its  antebellum  level— about  5  per  cent.  The 
infant  mortality,  first  three  months  of  life,  remains  at  about  8 
per  cent.,  the  figure  for  the  first  year  of  life  shows  a  slight  but  distinct 
improvement,  there  having  been  a  steady  decline  in  four  years  from 
15.51  to  14.35  Per  cent.  The  mortality  for  the  second  year  of  life 
alone  has,  on  the  contrary,  risen  steadily  in  four  years  from  4.35  to 
5.90  per  cent.  These  two  tendencies  balance  each  other  so  that  the 
figure  for  the  first  two  years  of  life  remains  almost  constant — about 
20  per  cent.  During  the  first  three  years  of  the  war  measles  and 
whooping-cough  took  a  toll  in  Paris  alone  of  1862  lives  of  chil- 
dren from  birth  to  two  years  of  age.  The  figures  for  diarrhea  and 
gastroenteritis  show  a  steady  diminution.  The  keeping  down  of 
maternal-fetal  mortality  during  the  trying  conditions  of  the  past  few 
years  speaks  for  itself  and  implies  generous  initiative  and  incessant 
devotion  on  the  part  of  those  entrusted  with  this  responsibility. 

Scarlet  Fever  Epidemic  in  Greenland. — Barchalia  (Hospitals- 
tidende,  1917,  lx,  1271)  refers  to  a  small  epidemic  in  South  Green- 
land in  which  atypical  and  ambulant  cases  were  perhaps  represented. 
The  population  of  Godthaab,  the  colony  involved,  consists  of  346 
Greenlanders — a  mixed  race — and  31  Danes.  In  the  winter  and 
spring  of  191 5  the  health  of  this  colony  was  good.  In  June  and 
July  there  was  communication  with  more  northern  settlements 
by  means  of  motor  and  steam  crafts,  and  in  these  settlements  there 
had  been  epidemic  incidences  of  scarlatina  in  1914-15.  There  was 
no  history  whatever  of  direct  exposure  of  any  resident  of  Godthaab 
but  in  July  several  cases  of  angina  appeared,  to  be  followed  in 
August  by  a  typical  case  of  scarlatina.  Despite  strict  attempts 
at  isolation  other  cases  developed,  in  one  of  which  the  diagnosis 
was  made  of  scarlatina  sine  exanthemate.  From  August  191 5  to  May 
1916,  twenty  cases  developed,  all  in  children  under  fifteen.  The  dis- 
ease was  eminently  benign,  without  mortality.  Of  twelve  Danish 
children  who  had  never  had  the  fever,  but  one  was  smitten.  In 
this  series  of  cases  all  the  symptoms  of  mild  scarlatina  were  typically 
present.  There  were,  however,  many  cases  of  angina  without 
exanthem,  some  of  which  could  be  well  regarded  as  atypical 
scarlatina  while  others  differed  in  no  wise  from  simple  angina. 
The  number  of  these  cases  would  swell  the  total  to  sixty.  In  a 
number  of  households  there  was  the  combination  of  one  case 
of  typical  scarlatina  and  several  others  of  simple  sore  throat. 
The  latter  were  in  no  wise  associated  with  respiratory  catarrhs. 
In  old  outbreaks  of  scarlatina  in  Greenland  the  same  association 
has  been  recorded. 
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Over  two  years  ago  I  began  a  series  of  experiments  to  determine 
the  shape  of  the  uterine  cavity  in  normal  and  pathological 
conditions. 

The  technic  was  as  follows:  The  uterus  removed  at  operation 
or  autopsy  was  placed  in  a  basin  of  warm  water  and  the  uterine 
cavity  was  filled  with  melted  gelatine  (about  15  per  cent.)  containing 
in  suspension  bismuth  subcarbonate  or  barium  sulphate.  This  was 
introduced  through  the  cervical  canal  by  means  of  a  glass  syringe. 
After  filling  the  cavity  with  the  mass,  the  syringe  was  withdrawn, 
the  cervix  clamped  in  order  to  prevent  the  escape  of  the  mass  and 
the  specimen  placed  in  cold  water  until  the  gelatine  had  solidified. 
Stereoscopic  x-rays  of  the  specimen  enabled  one  to  obtain  a  clear 
picture  of  the  form  of  the  uterine  cavity  under  various  conditions. 

On  injecting  such  a  specimen  I  found  that  the  mass  would  usually 
easily  escape  into  the  tubes  if  the  latter  were  patent  (see  Figs.  1 
and  2).  This  demonstrates  that  intrauterine  irrigations  are  at- 
tended with  the  danger  of  forcing  some  of  the  irrigating  fluid  through 
the  Fallopian  tubes  into  the  peritoneal  cavity  as  brought  out  by 
Kosmak(i).  It  explains  one  way  in  which  salpingitis  and  peritonitis 
may  occur,  both  puerperal  and  especially  that  due  to  gonorrheal 
infection.     If  fluid  containing  bacteria  within  the  uterine  cavity, 

*  Read  at  the  Forty-third  Annual  Meeting  of  The  American  Gynecological 
Society,  Philadelphia,  May  16-18,  1918. 
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as  infected  menstrual  blood,  was  in  any  way  presented  from  readily 
escaping  through  the  cervix  it  might  be  forced  back  into  the  tubes, 
causing  salpingitis  and  pelvic  peritonitis. 

On  February  2,  191 6,  I  removed  a  myomatous  uterus  from  a 
nullipara,  fifty-four  years  of  age,  who  complained  of  uterine  bleeding. 
Menstruation  had  been  prolonged  and  profuse  for  many  years  (still 
menstruating),  and  especially  for  the  last  year.  The  patient  was 
tlowing  at  the  time  of  the  operation.     On  distending  the  uterine 


Fig.  i. — Usual  findings  on  injecting  uterine  cavity  with  bismuth.  Endo- 
metrium intact.  Radiograph  (X  M)  of  uterus  and  appendages  removed  for 
utt/ine  bleeding  due  to  myofibrosis,  patient  not  flowing  at  time  of  operation. 
The  injection  mass  usually  readily  escapes  through  the  tubes  (if  patent).  Note 
the  very  narrow  lumen  of  the  interstitial  portion  of  the  tube  and  the  isthmus  in 
this  specimen;  (compare  with  Fig.  2)  also  the  normal  construction  of  the  distal 
portion  of  the  tube  at  the  origin  of  the  fimbriae.  The  injection  mass  did  not 
escape  into  the  uterine  veins — endometrium  was  intact. 


cavity  with  the  injection  mass  I  was  surprised  to  note  that  it  escaped 
from  the  severed  uterine  and  ovarian  veins  (Fig.  3) .  On  cutting  open 
the  specimen  I  found  several  interstitial  myomata,  one  of  which  en- 
croached upon  the  uterine  cavity.  I  was  unable  to  determine  how 
the  injection  mass  had  gained  access  to  the  venous  circulation  of 
the  uterus.  Had  1  injected  the  uterine  cavity  of  this  patient  with 
a  suspension  of  bismuth  for  diagnostic  purposes,  before  the  uterus 
had  been  removed,  the  bismuth  might  have  escaped  into  the  uterine 
and  ovarian  veins  and  have  been  carried  to  the  lungs.  It  seemed  to 
me  that  this  experiment,  even  though  somewhat  artificial  in  its 
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clinical  application,  demonstrated  that  foreign  material,  under  fav- 
orable conditions,  might  escape  from  the  uterine  cavity  into  the 
venous  circulation. 

The  occurrence  of  bacteria  in  the  circulating  blood  in  puerperal 
infection,  the  presence  of  chorioepithelioma  in  the  veins  about  the 
uterus  and  the  metastases  of  the  same  to  the  lungs  and  the  finding  of 
giant  cells  (placental)  in  the  pulmonary  capillaries  of  puerperal 
women  dving  of  other  diseases,  demonstrates  that  in  some  way  these 


Fig.  2. — Uterus  with  dilated  interstitial  portion  of  Fallopian  tubes.  Radio- 
graph (X  \i)  of  uterus,  left  tube  and  ovary  removed  for  uterine  bleeding — 
previous  curettage  did  not  relieve  the  condition;  small  intramural  myomata  found. 
Patient  was  not  flowing  at  the  time  of  the  operation.  The  interstitial  portion  of 
the  tubes  is  exceptionally  dilated  appearing  like  a  "cap" — the  lumen  of  the  isth- 
mus of  the  tubes  is  also  wider  than  in  the  specimen  shown  in  Fig.  i.  These 
experiments  demonstrate  that  intrauterine  irrigation  may  sometimes  be  forced 
through  the  tubes  into  the  peritoneal  cavity  and  also  suggest  that  fluid  in  the 
uterine  cavity,  as  menstrual  blood,  under  favorable  conditions  (patent  tubes, 
uterine  relaxation  and  obstruction  in  the  cervix)  may  escape  through  the  tubes 
into  the  peritoneal  cavity.  This  explains  one  way  that  infection  may  spread. 
The  injection  mass  did  not  escape  into  the  uterine  veins  though  more  force  was 
used  than  in  preceding  specimen  (endometrium  was  intact). 

foreign  bodies  escape  from  the  uterus  into  the  venous  circulation. 
It  is  a  generally  accepted  view  (undoubtedly  correct  in  many  in- 
stances that  this  results  from  the  growth  of  bacteria  or  cells  into  the 
venous  sinuses  of  the  uterine  wall  and  their  subsequent  dislodgment 
and  escape  into  the  veins. 

In  the  light  of  this  experiment  is  it  not  possible  that  these  foreign 
particles  may  sometimes  be  forced  or  drawn  from  the  uterine  cavity 
into  the  uterine  veins?  If  so,  under  what  circumstances  is  this 
phenomenon  possible?  I  had  injected  the  uterine  cavity  of  many 
uteri,  representing  various  conditions,  before  this  one,  but  had  never 
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observed  it.  This  specimen  differed  from  the  previous  .ones  in 
that  the  patient  was  flowing  at  the  time  the  uterus  was  removed; 
the  endometrium  was  not  intact.  Since  then  I  have  injected  the 
cavities  of  many  other  uteri  removed  for  various  conditions  and  have 
never  been  able  to  force  the  injection  mass  into  the  uterine  veins  if 


Fig.  3. — Injection  of  uterine  venous  sinuses  from  the  uterine  cavity.  Radio- 
graph (X  }/2)  of  a  multinodular  myomatous  uterus  removed  for  uterine  bleed- 
ing, patient  flowing  at  the  time  of  the  operation.  On  injecting  the  uterine 
cavity  with  a  bismuth  mass  through  the  cervix  I  was  surprised  to  note  that  the 
mass  escaped  from  the  cut  uterine  veins  along  the  side  of  the  uterus,  yet  very  little 
force  was  used.  The  condition  differed  from  the  previous  ones  in  that  the 
patient  was  flowing  at  the  time  of  the  operation;  the  endometrium  was  not 
intact.  This  incident  caused  me  to  investigate  under  what  circumstances  this 
might  occur  and  by  what  channels. 


the  endometrium  was  intact.  On  the  other  hand,  if  the  patient  was 
flowing  at  the  time  of  the  operation  the  injection  mass  would  some- 
times escape  into  the  veins  as  in  the  first  instance  described. 

I  then  tried  the  following  experiment.  Uteri  were  curetted  after 
their  removal  simulating  the  operation  for  curettage;  the  fragments 
of  tissue  not  removed  by  the  curet  were  washed  out  of  the  uterine 
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Fig.  4. — Injection  of  uterine  venous  sinuses  from  the  uterine  cavity  after 
curettage.  Radiograph  (X  }  2)  of  uterus,  tubes  and  ovaries  removed  for  bilateral 
pyosalpinx.  Uterus  curetted  after  its  removal  and  its  cavity  injected  with  bis- 
muth. The  injection  mass  can  be  seen  in  the  venous  sinuses  of  the  uterine  wall. 
The  removal  of  the  endometrium  by  curettage  permitted  the  injection  mass  to 
escape  into  the  venous  sinuses.  The  mass  did  not  escape  into  the  tubes,  the 
interstitial  portion  was  probably  closed  by  the  inflammatory  condition. 


Fig.  5. — Injection  of  uterine  venous  sinuses  and  plexus  from  the  uterine 
cavity  after  curettage.  Radiograph  (X  h)  of  uterus,  tubes  and  ovaries 
removed  for  bilateral  hydrosalpinx.  Uterus  curetted  after  its  removal  and 
its  cavity  injected  with  barium.  The  injection  mass  went  further  than  in  the 
previous  specimen,  some  of  it  being  in  the  venous  plexus  along  the  side  of  the 
uterus. 
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cavity  and  then  the  bismuth  or  barium  mass  was  injected  through 
the  cervix.  In  every  instance  I  was  able  to  force  the  mass  into  the 
uterine  veins,  sometimes  under  very  little  pressure  (not  measured), 
and  at  other  times  with  more  difficulty.     Uteri  removed  from  young 


Fig.  6. — Marked  injection  of  uterine  venous  system  from  the  uterine  cavity 
after  curettage.  Radiograph  (X  \>i)  of  uterus,  tubes  and  ovaries  removed  for 
bilateral  pyosalpinx  (subacute).  Uterus  curetted  after  its  removal  and  its  cavity 
injected  with  bismuth.  The  injection  mass  easily  escaped  into  the  uterine  sinuses 
and  can  also  be  seen  in  the  ovarian  and  uterine  veins  outside  of  the  uterus.  As  in 
the  two  previous  specimens  the  mass  did  not  escape  into  the  tubes. 


Fig.  7. — Injection  mass  in  venous  sinuses  of  uterine  wall.  Specimen  shown 
in  Fig.  6.  Radiograph  (X  1)  of  a  thin  cross  slice,  of  body  of  uterus.  Cavity 
filled  with  the  mass,  latter  also  seen  in  venous  sinuses  of  uterine  wall  and  arcuate 
veins.     Compare  with  Fig.  14. 

women  for  pelvic  inflammatory  conditions  furnished  the  best  speci- 
mens (Figs.  4,  5,  6  and  7).  The  uterine  veins  in  the  younger  women 
with  inflammatory  diseases  are  larger  and  there  also  seems  to  be  a 
greater  degree  of  relaxation  than  in  the  uteri  removed  from  older 


SAMPSON:    FOREIGN    MATERIAL    IN    THE    UTERINE    CAVITY       167 

women  (the  uterus  removed  at  operation  will  often  seem  to  relax 
while  curetting  it).  These  two  conditions,  as  will  be  shown  later, 
are  favorable  for  the  escape  of  material  from  the  uterine  cavity 
through  the  uterine  wall. 

A  study  of  the  normal  circulation  of  the  uterus  readily  explains 
this  phenomenon. 

THE    ARTERIAL    SYSTEM   OF    THE   UTERUS. 

The  uterus  is  nourished  by  branches  from  the  two  uterine  arteries. 
These  branches  arise  in  pairs  which  penetrate  the  uterine  wall,  one 
branch  passing  anteriorly  and  the  other  posteriorly,  each  pair  thus 
supplies  a  segment  of  the  uterus  corresponding  to  a  segment  of  the 
Miillerian  duct  of  that  side.     The  course  of  these  branches,  which  I 

BrancKe& 
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Fig.  8. — The  arterial  system  of  the  uterus,  as  seen  in  cross-section.  Com- 
posite tracing  (slightly  enlarged)  of  radiographs  of  thin  cross  slices  of  uterus,  ar- 
teries injected  with  bismuth.  The  arcuate  arteries,  which  arise  in  pairs  from 
each  uterine  artery,  divide  the  uterine  wall  into  three  zones,  the  outer  or  periph- 
eral zone  nourished  by  the  peripheral  branches,  the  narrow  arcuate  zone  in 
which  the  arcuate  arteries  lie  and  the  inner  or  radial  zone  which  is  nourished  by 
the  radial  branches,  the  latter  terminating  in  the  endometrium.  Each  pair  of 
arcuate  arteries  supplies  a  segment  of  the  uterine  wall  corresponding  to  a  segment 
of  the  Miillerian  duct  of  that  side. 


have  called  arcuate  arteries,  lies  between  the  outer  third  and  the 
inner  two-thirds  of  the  uterine  wall.  The  arcuate  arteries  of  the  two 
sides  divides  the  uterine  wall  into  three  zones,  the  outer  peripheral 
zone  which  is  nourished  by  the  peripheral  branches  of  the  arcuate 
arteries,  the  arcuate  zone  (narrow)  in  which  the  vessels  themselves 
he  and  the  radial  zone  (the  inner  two-thirdsj  which  is  nourished  by 
the  radial  branches.  The  radial  arteries  are  larger  than  the  periph- 
eral, as  would  be  expected,  and  terminate  in  the  base  of  the  endo- 
metrium (Fig.  8). 
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THE  VENOUS   CIRCULATION    OF    THE   UTERUS. 

The  uterus  may  be  considered  a  muscular  venous  sponge — the 
veins  for  the  most  part  being  spaces  (sinuses),  between  the  muscle 
bundles  (Fig.  10).  The  arrangement  of  these  spaces  is  determined 
by  the  uterine  musculature  and  their  size  by  various  normal  and 
pathological  uterine  conditions  and  the  degree  of  relaxation  of  the 
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Fig.  9.- — The  venous  system  of  the  uterus  as  seen  in  cross-section.  Tracing 
(slightly  enlarged)  of  radiograph  of  a  thin  cross  slice  of  the  uterus.  Nullipara 
aged  thirty,  veins  injected  with  bismuth  through  the  uterine  and  ovarian  veins. 
Pelvic  organs  removed  for  chronic  peritonitis.  The  venous  blood  is  conveyed 
by  the  arcuate  plexus  of  veins  (corresponding  to  the  arcuate  arteries)  from  the 
uterus  into  the  uterine  plexus,  situated  between  the  layers  of  the  broad  ligament. 
The  arcuate  plexus  receives  blood  from  both  the  peripheral  and  radial  zones, 
there  being  a  rich  plexus  of  veins  in  each.  The  venous  blood  from  the  endome- 
trial plexus  is  collected  by  venous  sinuses  at  the  base  of  the  endometrium  which 
empty  into  the  plexus  of  the  radial  zone  through  "receiving"  sinuses  (R). 
Some  of  the  latter  are  frequently  relatively  large,  and  radiating  from  the 
base  of  the  endometrium  empty  into  the  deeper  portion  of  the  plexus  of  the 
radial  zone.  The  "receiving"  sinuses  are  the  channels  by  which  material  could 
escape  into  the  venous  system  of  the  uterus  if  exposed  by  an  injured  endome- 
trium and  the  uterine  musculature  was  relaxed. 


uterus.  When  contracted,  the  spaces  (venous  sinuses)  would  be 
small ;  when  relaxed,  dilated  and  filled  with  venous  blood.  From  a 
study  of  the  injected  specimen  we  recognize  how  the  venous  blood  is 
collected  from  the  various  portions  of  the  uterus  and  how  it  escapes 
from  that  organ  (Fig.  9).  Beginning  with  the  endometrium  we  find  a 
rich  venous  plexus  (seen  best  in  the  premenstrual  condition),  with 
collecting  sinuses  at  the  base,  which  empty  into  the  venous  sinuses  of 
the  radial  zone  of  the  myometrium,  and  these  in  turn  into  the  arcuate 
veins  which  are  similar  in  their  course  to  the  arcuate  arteries.     The 
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Fig.  io. — Venous  sinuses  of  uterine  wall  as  compared  with  the  arteries. 
Photomicrograph  (X  20)  of  a  portion  of  the  uterine  wall.  Arteries  injected  with 
Venetian  red  and  veins  with  bismuth,  both  injection  masses  appear  black  by  trans- 
mitted light.  The  arteries,  easily  detected,  have  thick  walls  while  the  veins  con- 
sist of  spaces  (sinuses)  lined  by  endothelial  cells  between  the  bundles  of  uterine 
muscle.  Distinct  venous  walls  are  present  only  in  the  principal  veins  (not 
shown  in  this  illustration).  It  is  obvious  that  when  the  uterus  is  relaxed  the 
sinuses  would  be  distended  with  venous  blood,  and  when  contracted  the  spaces 
would  be  closed  and  the  blood  forced  out  of  them  from  the  center  of  the  uterus,  i.e., 
about  the  cavity,  toward  the  periphery  into  the  uterine  plexus  and  general 
venous  circulation. 


Fig.  11. — Menstruating  endometrium  showing  protection  against  blood  escap- 
ing from  the  uterine  cavity  back  into  a  receiving  sinus.  Photomicrograph  (X 
20)  of  a  portion  of  menstruating  endometrium  with  underlying  muscularis. 
\  eins  injected  with  bismuth.  In  this  instance  the  compact  layer  is  separated 
from  the  spongy  layer  by  the  menstrual  hemorrhage.  Note  that  this  receiving 
sinus  (R)  has  an  oblique  course  and  that  even,  if  the  compact  layer  was  cast  off  the 
portion  of  the  spongy  layer  left  attached  to  the  uterine  wall  would  offer  some  pro- 
tection against  material  being  forced  from  the  uterine  cavity  into  the  sinus.  Re- 
move the  endometrium,  including  the  spongy  layer,  by  curettage  and  the  sinus 
would  be  exposed. 


170       SAMPSON :    FOREIGN'    MATERIAL   IN    THE    UTERINE    CAVITY 

arcuate  veins  also  receive  venous  blood  from  the  venous  sinuses  of 
the  peripheral  zone.  The  blood  in  the  arcuate  veins  empties  into 
the  uterine  plexus  of  veins  situated  between  the  layers  of  the  broad 
ligament  on  either  side  of  the  uterus.  From  this  plexus  the  blood  is 
conveyed  to  the  ovarian  veins,  round  ligament  (epigastric)  and 
uterine  veins.  The  sinuses  of  the  radial  zone  which  receive  the  blood 
from  the  endometrium  are  deserving  of  special  attention.  Some  of 
these  are  relativelv  large,  radiate  from  the  base  of  the  endometrium 


Fig.  12. — Receiving  sinus.  Endometrium  of  tubal  pregnancy.  Photo- 
micrograph (X  20)  of  a  portion  of  the  endometrium  and  underlying  muscularis. 
Uterus,  and  tubes  and  ovaries  removed  for  tubal  pregnancy  and  hydrosalpinx  of 
opposite  side.  Condition  present  corresponds  to  that  found  at  the  end  of  the 
menstrual  period.  Veins  injected  with  bismuth.  The  endometrium  is  thin  and 
ragged.  The  large  "receiving"  sinus  (R)  is  but  a  space  in  the  uterine  wall  and 
therefore  its  size  is  determined  by  the  degree  of  relaxation  or  contraction  of  the 
uterus.  In  this  instance  its  course  is  only  slightly  oblique  and  the  protection 
afforded  by  the  remnant  of  the  endometrium  is  imperfect.  In  relaxation  of  the 
uterus  this  sinus  would  be  held  open  by  the  uterine  wall  and  blood  would  pour 
into  the  uterine  cavity,  also  blood  or  fluid  could  easily  be  forced  from  the  uterine 
cavity  into  the  sinus  (see  Fig.  15).  On  complete  contraction  of  the  uterus  the 
sinus  would  be  closed  to  fluid  passing  in  either  direction. 

and  empty  into  the  deeper  portion  of  the  venous  plexus  of  the  radial 
zone.  I  have  called  these  sinuses  the  " receiving"  sinuses  (Figs.  9, 
11,  12,  13,  14  and  15).  Blood  would  pour  from  these  sinuses  into 
the  uterine  cavity  if  the  endometrium  was  injured  and  the  uterus 
relaxed — blood  and  foreign  material  could  easily  escape  from  the 
uterine  cavity  into  these  sinuses  if  the  endometrium  was  removed, 
the  uterus  relaxed  and  pressure  in  the  uterine  cavity  greater  than 
that  in  the  sinuses.  Also  strong  uterine  contractions  would  occlude 
the  receiving  sinus  preventing  the  escape  of  blood  in  either  direction. 
The   question   arises,   what   forces   the   venous   blood  from   the 
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endometrium  through  the  venous  sinuses  of  the  myometrium  and  out 
into  the  uterine  plexus?  It  would  seem  that  more  force  would  be 
needed  than  that  transmitted  through  the  arteries.  In  pregnancy 
we  believe  that  the  intermittent  contractions  of  the  uterus  are  an  im- 
portant factor  in  maintaining  its  circulation  and  possibly  these 
contractions  occur  in  the  nonpregnant  uterus;  i.e.,  the  uterus  is  a 
"pelvic  heart."  During  uterine  contractions  the  place  of  maximum 
pressure  would  be  the  center  of  the  uterus.  This  possibly  explains 
the  relatively  "anemic  zone"  (except  for  "receiving"  sinuses)  of 
the  myometrium  about  the  uterine  cavity,  which  may  also  be  called 


Fig.  13. — Receiving  sinuses.  Endometrium  corresponding  to  early  part  of 
interval  stage  of  menstrual  cycle.  Photomicrograph  (X  20)  of  endometrium 
and  underlying  muscularis.  Veins  injected  with  bismuth.  Although  the  endo- 
metrium is  thin  it  offers  complete  protection  against  the  escape  of  material  from 
the  uterine  cavity.     Curet  and  this  protection  is  removed,  exposing  the  sinuses. 

the  "controlling  or  constricting  zone"  as  it  controls  the  bleeding  into 
the  uterine  cavity  by  constricting  the  vessels  passing  through  this 
zone  (Figs.  9  and  14).  When  the  uterus  contracts  the  venous 
blood  would  be  forced  from  the  endometrium  out  toward  the 
periphery  into  the  arcuate  veins  and  following  the  direction  of 
least  resistance  into  the  uterine  veins. 

We  must  recognize  two  uterine  cavities,  the  uterine  cavity  proper 
and  the  venous  cavity.  When  the  uterus  is  relaxed  the  venous 
cavity  is  filled  with  blood,  when  it  contracts  this  blood  is  forced  out 
of  the  uterus  into  the  uterine  veins.  When  the  endometrium  is 
injured  and  the  uterus  is  relaxed  the  two  cavities  unite,  the  blood 
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escaping  from  the  venous  cavity  into  the  uterine  cavity  proper.  On 
the  other  hand,  even  though  the  endometrium  is  entirely  removed,  if 
the  uterus  is  contracted  blood  does  not  escape  into  the  uterine  cavity, 
because  the  "receiving"  sinuses  and  also  the  terminal  portion  of  the 
radial  arteries  passing  through  the  "controlling  zone"  are  closed  by 
this  contraction. 

In  curetting  the  uterus  for  incomplete  abortion,  the  operator  will 
often  notice  that  the  uterus  dilates,  this  dilatation  (relaxation)  is 
associated   with   a  profuse   (sometimes   alarming)  hemorrhage;  on 


Fig.  14. — Venous  system  of  uterus  as  seen  in  cross-section.  Venous  hyper- 
emia. Tracing  (slightly  enlarged)  of  radiograph  of  a  thin  cross  slice  of  the 
uterus,  para,  aged  thirty-four,  hyperemia  due  to  tubal  pregnancy.  Veins  injected 
with  bismuth.  Compared  with  the  specimen  shown  in  Fig.  q  the  uterus  is  larger, 
the  venous  sinuses  are  more  dilated  and  contain  more  blood.  The  receiving 
sinuses  (R)  and  the  arcuate  veins  are  very  evident. 

On  contraction  of  the  uterus  the  pressure  would  first  be  felt  in  the  endometrium 
and  the  venous  blood  in  that  plexus  would  be  forced  into  the  "receiving"  sinuses 
and  thence  into  the  radial  plexus,  arcuate  veins  and  outside  of  the  uterus. 


contracting  again  this  hemorrhage  ceases.  The  curettage  removes 
the  endometrium  and  opens  up  the  receiving  sinuses,  and  with  the 
relaxation  of  the  uterine  musculature  the  blood  pours  from  the  sinu- 
ses and  also  possibly  from  the  terminal  portion  of  the  radial  arteries 
into  the  dilated  uterine  cavity.  With  subsequent  contraction  of 
the  uterus  the  blood  in  the  uterine  cavity  is  forced  out  through  the 
cervix  into  the  vagina  and  the  blood  within  the  sinuses  is  forced  out 
through  the  uterus  into  the  uterine  plexus. 
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I  believe  that  blood  will  escape  from  the  uterine  cavity  back  into 
the  receiving  sinuses  if  the  pressure  in  the  cavity  is  greater  than  that 
in  the  sinuses,  the  uterus  being  relaxed  and  the  sinuses  exposed,  as 
after  curettage  (Fig.  15).  Obstruction  in  the  cervix,  due  to  a  blood 
clot  or  placental  tissue,  might  interfere  with  the  escape  of  blood 
from  the  cervix.  At  the  onset  of  uterine  contraction  pressure  would 
first  be  felt  in  the  uterine  cavity  and,  as  the  cervix  is  obstructed,  the 


Fig.  15. — Relaxation  of  uterus.  Endometrium  removed.  Semi-diagram- 
matic representation  of  a  cross-section  of  the  uterus.  The  uterus  being 
relaxed  and  the  "receiving"  sinuses  exposed  by  removal  of  the  endometrium  the 
blood  pours  into  the  uterine  cavity,  i.e.,  the  uterine  sinuses  and  uterine  cavity 
form  one  cavity.  On  contraction  of  the  uterus  the  blood  in  the  cavity  would  be 
forced  out  of  the  cervix,  the  receiving  sinuses  would  become  occluded  and  the 
blood  in  them  and  the  uterine  sinuses  forced  into  the  venous  plexus  outside  of  the 
uterus.  If  there  was  any  obstruction  to  the  escape  of  blood  from  the  cervix, 
uterine  contraction  would  first  be  felt  in  the  uterine  cavity  and  the  blood  in  the 
cavity  would  be  forced  into  the  receiving  sinuses  just  as  it  is  forced  from  the 
intact  endometrial  plexus  into  these  sinuses  and  thence  outside  of  the  uterus 
(Fig.  14).  Small  solid  material  in  suspension  as  bacteria  and  cells  would  be 
carried  with  the  blood.     Intrauterine  irrigations  might  have  the  same  effect. 

blood  in  this  cavity  would  be  forced  into  the  gaping  receiving  sinuses 
just  as  it  is  forced  from  the  intact  endometrial  plexus  into  the  sinuses 
and  thence  into  the  uterine  veins.  When  the  pressure  became  still 
greater  the  receiving  sinuses  would  be  closed,  but  only  after  the  blood 
had  escaped  into  the  venous  circulation.  If  sterile  this  blood  would 
do  no  harm. 

During  menstruation  if  there  is  anv  loss  of  tissue  it  is  usually  only 
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from  the  compact  layer  leaving  behind  the  spongy  layer  (Fig.  n). 
This  spongy  layer  from  the  very  nature  of  its  structure  would  act  as 
a  valve  (probably  at  times  imperfect),  preventing  any  back  flow  into 
the  receiving  sinuses  beneath  it. 

In  labor,  as  shown  by  Williams (2)  in  his  communication  presented 
to  this  Society  at  its  last  meeting,  the  separation  of  the  placenta  and 
the  membranes  from  the  uterine  wall  occurs  in  such  a  way  as  to  leave 
attached  to  the  muscularis  a  varying  amount  of  the  endometrium, 
usually  only  portions  of  the  spongy  layer.  This  portion  of  the  endo- 
metrium would  evidently  act  as  a  valve,  at  times  imperfect  (the 
amount  left  is  sometimes  scanty),  lessening  the  chance  of  blood  or 
fluid  being  forced  from  the  uterine  cavity  into  the  greatly  dilated 
sinuses  of  the  uterine  wall.  I  believe  that  blood  may  sometimes  be 
forced  into  these  sinuses  at  this  time,  especially  if  the  endometrium 
covering  the  muscularis  is  scanty.  This  blood  would  escape  back 
into  the  uterine  cavity,  if  the  pressure  is  relieved,  or  if  uterine  con- 
traction continues  it  would  be  forced  into  the  venous  circulation 
outside  of  the  uterus.  This  is  one  way  that  giant  cells  may  gain 
access  to  the  venous  circulation  and  become  lodged  in  the  lungs  of 
puerperal  women,  and  also  a  very  important  way  by  which  puerperal 
infection  results. 

It  is  obvious  that  irrigation  of  the  cavity  of  the  puerperal  uterus  is 
attended  with  danger  of  forcing  fluid  into  the  receiving  sinuses,  and 
this  danger  is  greatly  increased  if  the  uterus  has  been  previously 
curetted,  thus  removing  the  natural  valve-like  protection  afforded  by 
the  spongy  layer  of  the  endometrium. 

SUMMARY. 

Foreign  material  (bismuth  or  barium  in  suspension)  can  often  be 
easily  forced  from  the  cavity  of  the  uterus  (removed  at  operation) 
into  the  uterine  veins  if  the  endometrium  is  injured  or  has  been  re- 
moved by  curettage.  A  study  of  the  uterus  in  which  the  veins  have 
been  injected  demonstrates  large  "receiving  sinuses"  radiating  from 
the  base  of  the  endometrium  into  the  myometrium.  If  these 
sinuses  are  exposed  by  removing  the  overlying  endometrium  and  the 
uterus  is  relaxed,  thus  holding  the  lumina  of  the  sinuses  open,  fluid 
and  small  solid  material  could  easily  escape  from  the  uterine  cavity 
into  them  when  the  pressure  in  the  uterine  cavity  is  greater  than  that 
in  the  sinuses.  Uterine  contraction  following  relaxation  when  there 
is  obstruction  in  the  cervical  canal  and  intrauterine  irrigation  may 
bring   about    this  increased   pressure.     This  explains  one  way  by 
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which  puerperal  infection  may  result  and  placental  cells  may  gain 

access  to  the  veins  outside  of  the  uterus. 
iSo  Washington  Avenue. 
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THE  OSSIFICATION  CENTERS  OF  THE  FETAL  PELVIS.* 

BY 

FRED   L.  ADAIR,  M.  D., 

Associate  Professor  of  Gynecology  and  Obstetrics,  University  of  Minnesota  Medical  School, 
Minneapolis,  Minnesota. 

(With  sixteen  illustrations.) 

A  number  of  studies  have  been  made  of  the  centers  of  ossification 
in  the  pelvis.  So  far  no  one  has  made  use  of  combined  methods 
in  working  out  a  series  and  no  one  has  investigated  so  large  a  series 
covering  this  period  of  fetal  life  which  extends  from  the  56th  to  the 
168th  day.  It  seemed  desirable  to  settle,  if  possible,  the  time  and 
order  of  the  appearance  of  these  different  centers.  The  material  for 
this  study  is  derived  from  personal  sources  and  also  from  the  labora- 
tory of  the  Department  of  Obstetrics  and  Gynecology  and  chiefly 
from  the  Institute  of  Anatomy  of  the  University  of  Minnesota.  I  am 
deeply  indebted  to  Dr.  R.  E.  Scammon,  whose  patience  and 
persistent  help  has  enabled  me  to  complete  this  present  study. 

THE  OSSIFICATION  CENTERS  OF  THE  PELVIS. 

The  bony  pelvis  should  be  regarded  as  developing  from  two 
sources:  First,  the  lower  portion  of  the  vertebral  column  (sacrum  and 
coccyx);  second,  the  upper  portion  of  the  lower  extremities  (pelvic 
girdle).  The  development  of  the  sacrum  and  coccyx  is  analogous 
to  that  of  the  other  vertebrae. 

Early  in  the  embryonic  life  the  chorda  dorsalis  develops  in  the 
anterior  portion  of  the  embryo,  in  close  association  with  the  dis- 
appearing neurenteric  canal.  It  extends  caudad  and  seems  to  be 
derived  from   the  primitive  streak.     The  cylindrical   chorda   with 

*  Read  at  the  Forty-third  Annual  Meeting  of  the  American  Gynecological 
Society,  May  16-18,  1918. 
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its  polygonal  cells  and  encircling  membrane  reaches  the  height  of 
its  development  about  the  fourth  week.  During  this  period  there 
are  some  condensations  of  the  axial  mesenchyme  marking  off  the 
spinal  column.  The  vertebral  bodies  and  the  intervertebral  discs 
form  around  the  notochord.  It  disappears  in  the  former  about 
the  time  ossification  begins  though  persisting  in  the  intervertebral 
discs  as  the  nucleus  pulposus. 


Fig.  i   (12). — Age   82   days.     C.R.  length  65  mm.     Sex  ?     The  iliac  first  and 
second  median  and  first  lateral  sacral  centers  are  present. 

These  segments  of  the  axial  mesenchyme  are  called  scleromeres 
and  from  these  the  blastemal  vertebrae  are  formed.  On  each  side 
of  these  primitive  vertebra;  three  centers  of  chondrification  appear, 
one  for  the  body,  a  second  for  the  neural  process  and  a  third  for  the 
costal  process.  The  two  body  centers  soon  unite.  The  sacral  and 
coccygeal  vertebrae  show  variations  depending  chiefly  on  the 
development  of  the  neural  and  costal  processes. 

The  neural  cartilages  of  the  sacrum  produce  the  radicular, 
articular,  transverse  and  laminary  processes.  The  costal  processes 
fuse  with  the  transverse  processes  of  the  neural  cartilages.     Fusion, 

Note. — In  all  the  plates  the  numbers  in  parentheses  refer  to  the  numbers  of 
the  specimens  as  given  in  the  tables. 

The  figures  are  arranged  according  to  the  ages  of  the  fetus,  Fig.  1  being  the 
youngest  and  Fig.  16  the  oldest. 
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of  the  ends  of  the  costal  cartilages,  produces  that  part  of  the  sacrum 
which  articulates  with  the  ilium. 

The  neural  processes  appear  only  in  the  first  two  coccygeal 
vertebrae  and  develop  incompletely.  They  are  represented  bv  the 
cornua  of  the  adult  coccyx. 

Costal  processes  appear  only  in  the  blastemal  stage  except  in  the 
first  coccygeal  where  they  form,  together  with  transverse  processes, 
the  adult  transverse  processes. 


Fig.  2  (8).— Age  87  days.     C.R.  length  75  mm.     Sex  F.     The  iliac   and   the 
first  and  second  median  sacral  centers  are  present. 


All  of  the  centers  of  the  sacrum  fuse  to  form  a  single  cartilaginous 
sacrum. 

"Centers  of  ossification  correspond  in  general  with  centers  of 
chondrification  but  as  in  the  case  of  the  vertebral  bodies  and  the 
more  distal  sacral  neurocostal  processes,  a  single  center  of  ossifica- 
tion may  represent  two  centers  of  chondrification(i)." 
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The  remaining  portion  of  the  pelvis  passes  through  the  blastemal 
stage  at  the  completion  of  which  three  cartilaginous  centers  are 
found.  These  are  barely  visible  in  an  embryo  of  n  mm.  Each 
of  these  centers  represents  one  of  the  three  pelvic  bones,  ilium, 
ischium,  or  pubis. 

They  gradually  assume  the  form  seen  in  the  adult  so  that  a 
miniature  cartilaginous  pelvis  is  formed  closely  resembling  the 
adult  type. 


Fig.  3  (13).— Age  88  days.     C.R.  length  76  mm.     Sex  F.     The  iliac  and  the 
first  three  median  sacral  centers  are  present. 


A  shallow  acetabulum  is  developed  in  embryos  15-20  mm.  long 
by  the  outgrowth  of  a  process  from  each  of  the  three  cartilages, 
which  gradually  deepens  during  the  third  month. 

The  union  of  the  ilium  and  the  ischium  takes  place  before  either 
unites  with  the  pubis.  The  pubic  symphysis  is  formed  about  the 
end  of  the  second  or  beginning  of  the  third  month.  Hyaline  and 
fibrocartilage  are  successively  differentiated.  Separate  ossification 
centers  are  formed  for  each  one  of  the  three  bones.     According   to 
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Bardeen(i)  the  center  appears  in  the  ilium  about  the  56th  day,  that 
in  the  ischium  on  the  105th  day  and  in  the  pubis  in  the  fourth  or 
fifth  month. 

The  same  author  states  that  each  body  of  the  five  sacral  vertebrae 
has  a  primary  center  of  ossification.     There  is  also  one  for  each  half 


Fig.  4  (10). — Age  89  days.     C.R.  length  77  mm.     Sex  F.     The  iliac,  first  four 
median  sacral  and  one  pair  of  lateral  sacral  centers  are  present. 


of  the  neural  arch  of  all  five.  There  is  greater  variability  in  the 
costal  processes.  Their  centers  usually  appear  in  three  or  four 
but  may  be  in  only  two  or  in  all  five  sacral  vertebrae. 

The  time  of  appearance  of  the  sacral  centers  is  in  the  fourth  month 
for  the  vertebral  bodies  and  in  the  fifth  or  sixth  month  in  their 
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arches.  The  first,  second  and  third  costal  centers  appear  in  the 
fifth,  sixth  and  seventh  months  respectively.  All  other  pelvic 
centers  appear  after  birth  as  a  rule. 

Rambaud  and  Renault(2)  in  1864  published  the  results  of  their 
study  by  dissection  of  the  ossification  centers  in  the  human  skeleton. 


Fig.  5  (11). — Age  90  days.     C.R.  length  79  mm.     Sex  F.     The  iliac,  first  three 
median  sacral  and  first  lateral  sacral  centers  are  present. 


They  state  that  the  iliac  center  is  present  on  the  45th  day  and  that 
its  longest  diameter  is  4  to  5  mm.  at  the  end  of  the  second  month. 
A  second  center  appears  in  ischium  usually  in  the  third  but  rarely 
in  the  fourth  month  and  is  located  between  the  tuberosity  and 
ischial  spine.  A  third  center  appears  in  the  pubes  during  the  fourth 
month  sometimes  during  the  fifth  month  at  the  point  of  junction 
between  the  rami  opposite  the  upper  angle  of  the  obturator  foramen. 
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In  the  fourth  month  the  centers  for  the  bodies  of  the  first  three 
sacral  vertebrae  appear.  In  the  fifth  month  the  centers  appear 
for  the  neural  and  costal  processes  of  the  first  three  sacral  vertebrae. 
During  the  fifth  or  sixth  months  the  centers  of  the  costal  processes 
for  the  first  three  sacral  vertebrae  appear  as  also  do  the  centers  for 
the  body  of  the  fourth  as  well  as  that  of  the  neural  arch.  No  new 
centers  appear  until  after  birth. 


Fig.  6  (i). — Age  90  days.     C.R.  length  79  mm.     Sex  M.     The  iliac,  first  three 
median  eacral  and  one  pair  of  lateral  sacral  centers  are  present. 


Peterson(3)  published  in  1893  the  results  of  his  work  with  fifteen 
embryos  from  four  to  eight  weeks'  gestation  having  a  N.R.  length  of 
9.rmm.  to  25  mm.,  based  on  microscopic  examination  and  one 
paper  reconstruction. 

The  first  trace  of  a  pelvic  "anlage"  appears  about  the  fifth  week 
in  a  fetus  having  a  N.R.  length  of  12.6  mm.  From  the  acetabulum 
3 
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three  processes  diverge  each  with  a  precartilaginous  nucleus.  One 
of  these  represents  the  ilium,  shows  the  greatest  development  and 
runs  almost  parallel  to  the  first  sacral  vertebra.  This  sends  out 
processes  toward  each  of  the  other  two  pelvic  centers,  the^most 
marked  going  toward  the  ischium. 

The  cartilaginous  pelvis  is  completed  in  a  29-mm.  embryo  early 
in  the  third  month.     Thus  the  cartilaginous  pelvis  is  developed  in  a 


Fig.  7  (7). — Age  92  days.     C.R.  length  84  mm.     Sex  F.     The  iliac  centers  and 
the  first  two  median  sacral  centers  are  present. 


period  of  about  three  and  one-half  weeks.  Peterson  regards  the 
pelvis  as  peripheral  in  origin  because  the  first  "milage"  is  at  the 
acetabulum  and  has  no  connection  with  the  vertebral  bodies. 
He  considers  that  the  direction  of  growth  from  the  anlage  is 
determined  by  the  three  large  nerves,  N.  cruralis,  obturatorius 
and  ischiadicus. 
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Bade(6)  in  1899  reported  his  investigations  bassd  on  a  rontgeno- 
graphic  study  of  the  human  skeleton. 

He  studied  homologous  twins  of  about  12  weeks'  gestation  which 
showed  ossification  centers  for  the  bodies  of  the  first  three  sacral 
vertebrae.  The  ossification  center  for  the  ischium  begins  to  be 
formed  about  the  15th  week.     The  first  sacral  centers  appear  in 


Fig.  8  (5). — Age  92  days.     C.R.  length  85  mm.     Sex  F.     The  iliac  center, 
three  median  sacral  and  one  pair  of  lateral  centers  are  present. 


the  vertebral  bodies  after  all  the  thoracic  and  lumbar  vertebrae 
have  three  centers.  The  sacral  centers  develop  slowly  and  show 
hardly  any  growth  for  3  or  4  weeks  after  their  appearance.  There 
is  little  growth  up  to  18  or  20  weeks  and  then  they  develop  rapidly 
at  which  time  the  bodies  of  the  first  four  sacral  vertebrae  each  have 
their  centers.  That  of  the  fifth  sacral  does  not  appear  until  about 
30  weeks.     Bade  found  an  iliac  center  in  a  fetus  of  n  weeks'  gesta- 
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tion  having  a  length  of  7.1  cm.  and  weighing  25  grams.  The  ischial 
center  in  an  embryo  of  15-16  weeks'  gestation  appears  in  the  de- 
scending ramus  and  the  pubic  center  in  its  horizontal  ramus  about 
the  25th  week. 


Fig.  9  (6).— Age  96  days.     C.R.  length  96  mm.     Sex  M.     The  iliac  center, 
four  median  and  two  pair  of  lateral  sacral  centers  are  present. 

Hagen(s),  who  based  his  work  on  microscopic  study  and  recon- 
struction, states  that  the  pelvis  in  its  cartilaginous  development 
comes  from  two  lateral  "analgen"  which  are  not  connected  with  each 
other  or  with  the  sacrum.     In  these,  three  parts  may  be  seen,  which 
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later  develop  into  the  ilium,  ischium  and  pubis.  There  are  no  lines 
of  separation  but  on  the  sagittal  surface  three  segments  are  apparent. 
He  thinks  the  pelvis  in  its  growth  first  approaches  the  second  sacral 
vertebra  and  extends  upward  to  the  first.     He  is  of  the  opinion  that 


Fig.  10  (9). — Age  98  days.     C.R.  length  100  mm.     Sex  F.    Lateral  view  of  fetus 
showing  fan  shape  of  iliac  center  and  the  much  smaller  round  ischial  center. 

there  is  little  change  in  the  plane  of  the  inlet  because  it  is  already  in 
the  final  relation  to  the  sacrum. 

Lambertz(6)    also    studied    the  fetal  skeleton  by  means  of  the 
.v-ray.     He  thinks  that  all  of  the  vertebra3  which  show  ossification 
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during  fetal  life  have  centers  at  the  end  of  the  third  month  except 
possibly  the  fourth  and  fifth  sacral  and  the  first  coccygeal. 

The  cartilaginous  "anlagen"  of  the  sacrum  consist  of  five  verte- 
brae connected  by  intervertebral  discs.  The  lateral  masses  contain 
rudimentary  ribs  which  are  seen  in  the  first  two  sacral  vertebrae. 
The  first  sacral,  like  the  last  lumbar,  has  three  centers  which  are 
macroscopically  visible  in  the  third  month. 

The  sacral  centers  appear  during  the  following  periods  of  develop- 
ment. At  the  end  of  the  third  month  they  are  present  in  the  bodies 
of  the  first  three  sacral  vertebrae  and  in  the  arches  of  the  first;  in 
the  fourth  month,  centers  show  in  the  arches  of  the  second;  during 
the  fifth  month  they  appear  in  the  arches  of  the  third  and  the  body 
of  the  fourth,  and  at  the  beginning  of  the  sixth  month  they  exist  in 
the  arches  of  the  fourth  sacral  vertebra. 


Fig.  ii  (9). — View  of  pelvis  showing  the  iliac,  the  median  centers  of  four  and 
lateral  centers  of  three  sacral  vertebra  and  the  pair  of  ischial  centers. 

The  os  coxae  is  represented  at  first  by  three  separate  cartilaginous 
parts  which  are  united  to  the  vertebral  column  at  the  end  of  the  third 
month. 

Ossification  begins  in  the  ilium,  about  the  ninth  week,  near  the 
acetabulum  in  the  region  of  the  incisura  ischiadica  major.  Lambertz 
thinks  that  a  second  iliac  center  is  present  dorsal  to  the  first  which 
is  quiescent  until  the  middle  of  the  third  month  when  it  grows  and 
unites  with  the  first.  A  third  center,  located  ventrally  appears 
about  the  end  of  the  third  or  beginning  of  the  fourth  month,  and  lies 
ventral  to  those  mentioned  above. 
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These  two  centers  correspond  respectively  to  the  spina  iliaca 
posterior  inferior  and  anterior  superior. 

The  center,  in  the  descending  ischial  ramus,  appears  at  the  end 
of  the  fourth  or  beginning  of  the  fifth  month  and  the  pubic  center  is 
present  in  the  horizontal  ramus  between  the  end  of  the  fifth  and  the 
end  of  the  seventh  month. 


Fig.  12  (14).— Age  98  days.     C.R.  length  100  mm.     Sex  M.     The  iliac  and  first 
two  median  sacral  centers  are  the  only  centers  present. 

Mall(7)  based  his  work  on  a  study  of  sixty  embryos  with  a  C.R. 
length  of  from  10  to  no  mm.,  and  used  embryos  made  transparent 
by  the  Schultze  method.  He  states  that  the  ossification  center  of 
the  ilium  appears  about  the  56th  day  in  an  embryo  with  a  C.R. 
length  of  31  mm.     The  ischial  center  appears  about  the  105th  day. 
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The  arches  of  the  first  three  sacral  vertebrae  have  centers  on  the  72c! 
day  in  an  embryo  with  a  C.R.  length  of  54  mm.  The  body  of  the 
first  sacral  vertebra  shows  an  ossification  center  about  the  58th  day 
in  an  embryo  with  a  C.R.  length  of  34  mm. 


Fig.  13  (3).— Age  105  days.  C.R.  length  no  mm.  Sex  M.  The  iliac,  first 
four  median  and  three  pair  of  lateral  sacral  centers  and  both  ischial  centers  are 
present. 


Hess(8)  has  recently  published  an  article  based  on  a  study,  of 
the  fetal  ossification  centers,  by  means  of  the  x-ray. 

So  far  as  the  centers  of  the  pelvis  are  concerned  his  statements 
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are  not  very  clear  or  exact.     He  states  that  the  time  of  appearance 
of  the  ossification  centers  in  the  axial  skeleton  are  as  follows : 

Bodies  from  lower  cervical  to  upper  sacral nth  week. 

Bodies  from  upper  cervical  to  lower  sacral 12th  week. 

Body  of  fifth  sacral 13th  to  28th  week. 

Body  of  first  coccygeal 37  th  to  40th  week. 

The  iliac  center  appears  in  the  ninth  week. 

The  ischial  center  appears  in  the  descending  ramus  16th 

to  17th  week. 

The  pubic  center  is  located  in  the  horizontal  ramus  and 

appears  during  the  21st  to  28th  week. 

Obata(g),  in  a  study  of  R.  Meyer's  material  which  comprised  both 
transparent  embryos  and  serial  sections,  concludes  that  the  iliac 
center  appears  macroscopically  in  embryos  having  a  C.R.  length  of 
35  mm.  and  microscopically  in  embryos  with  a  C.H.  length  of 
60  mm. 

The  first  median  sacral  appears  in  embryos  with  a  C.R.  length  of 
50  mm.,  the  fifth  is  evident  in  embryos  with  C.R.  length  of  155  to 
190  mm. 

The  first  lateral  center  is  present  in  those  with  a  C.R.  length  of 
65  to  90  mm.  and  those  of  the  fifth  sacral  appear  in  embryos  with  a 
C.R.  length  of  from  190  to  230  mm. 

The  ischial  centers  appear  in  embryos  having  a  C.R.  length  of 
120  mm. 

The  pubic  centers  are  apparent  in  the  embryos  having  a  C.R. 
length  of  160  mm.  or  more. 

The  first  coccygeal  center  was  present  at  times  in  the  new-born. 
All  other  centers  were  generally  present  at  birth. 

All  centers  except  those  of  the  lateral  sacral  masses  might  be 
present  in  embryos  having  a  C.R.  length  of  190  mm.  and  were 
generally  present  in  those  having  a  length  greater  than  230  mm. 

In  so  far  as  comparison  of  Obata's  series  with  mine  is  possible, 
the  results  are  very  much  alike. 

I  have  made  use  of  three  methods  in  studying  the  ossification 
centers  of  the  pelvis.  1.  Transparent  embryos.  2.  X-ray.  3.  Serial 
sections. 

There  is  a  series  of  35  transparent  specimens  prepared  by  the 
Schultze  method  and  preserved  in  glycerine.  There  are  no  data 
about  these  specimens  and  in  some  of  them  the  sex  could  not  be  de- 
termined because  they  were  too  small  and  already  made  trans- 
parent when  this  study  was  undertaken.  The  following  Table 
(No.  I)  gives  the  results  of  this  observation. 
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TABLE  I.— CENTERS  OF  OSSIFICATION  SHOWN  BY  TRANSPARENT 

SPECIMEN. 


Number 

C.R.. 

mm. 

Age. 
days 

Sex 

Iliac 

Sa, 

ral 

Ischial 

Pubic 

Median 

Lateral 

A1 

25 

56 

■> 

O 

O 

O 

O 

O 

Z2 

3° 

60 

■> 

+ 

O 

O 

O 

O 

B1 

32 

63 

M. 

C1 

35 

65 

? 

D1 

38 

67 

M. 

F1 

40 

68 

M. 

G1 

44 

70 

M. 

A 

48 

72 

■> 

+ 

O 

O 

O 

0 

L 

48 

72 

M. 

N 

5i 

74 

? 

+ 

I 

O 

O 

O 

Q 

52 

76 

? 

+ 

1 

O 

O 

0 

F 

55 

78 

? 

+ 

1 

O 

O 

O 

K1 

58 

79 

M. 

B 

65 

82 

P 

+ 

3 

2 

O 

O 

Z1 

68 

84 

p 

+ 

2 

I 

0 

0 

P 

70 

85 

F. 

+ 

3 

I 

O 

O 

S 

73 

86 

:> 

+ 

-3 

? 

O 

O 

G 

78 

89 

M. 

+ 

3 

I 

0 

O 

D 

80 

90 

F. 

+ 

4 

2 

O 

0 

C 

81 

91 

F. 

+ 

3 

2 

0 

0 

0 

82 

91 

■> 

+ 

3 

I 

O 

O 

M 

84 

92 

M. 

E1 

SS 

93 

M. 

+ 

■> 

Z> 

+ 

O 

X 

Qo 

94 

F. 

u 

92 

95 

M. 

+ 

4 

2 

+ 

0 

E 

100 

98 

F. 

+ 

4 

3 

+  - 

0 

W 

102 

99 

M. 

+ 

4 

3 

+ 

O 

T 

105 

100 

M. 

_l_ 

4 

3 

+ 

0 

V 

109 

104 

M. 

+ 

4 

3 

+ 

O 

K 

no 

105 

F. 

Y 

120 

112 

F. 

R 

123 

113 

M. 

I1 

133 

119 

M. 

J 

150 

129 

F. 

+ 

4 

4 

+ 

+ 

I 

181 

148 

F. 

+ 

4 

4 

+ 

+ 

N.B. — The  age  was  estimated  from  the  CR.  length  from  Mall's  tables. 

From  this  series  it  is  apparent  that  the  iliac  center  is  present  on 
the  60th  day.  The  first  median  sacral  is  present  by  the  78th  day 
and  that  of  the  second  and  third  vertebrae  appear  shortly  after  this. 
The  lateral  centers  appear  about  the  same  time  in  the  first  two  sacral 
vertebrae  soon  after  the  appearance  of  their  median  centers. 


ADAIR :    OSSIFICATION    CENTERS    OF    THE    FETAL   PELVIS  191 

There  seems  to  be  some  variation  in  the  time  of  appearance  of 
these  centers  especially  those  of  the  sacrum  and  in  particular  the 
lateral  sacral  centers.  The  ischial  center  is  evident  about  the  94th 
day  but  the  pubic  center  does  not  appear  until  about  the  129th  day. 


Fig.  14  (2). — Age  108  days.  C.R.  length  115  mm.  Sex  F.  The  iliac,  the 
median  centers  of  the  first  four  sacral  vertebrae  are  present.  The  ischial  centers 
are  just  appearing. 

In  the  oldest  specimen  of  the  series  (148  days),  the  iliac,  four 
median  sacral,  presumably  four  lateral  sacral,  the  ischial  and  public 
centers  are  all  present.     All  pelvic  centers  which  appear  before  birth 
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except  those  of  the  last  sacral  and  the  first  coccygeal  are  present 
by  the  end  of  the  21st  week  of  fetal  life. 

r    The  specimens  studied  by  means  of  the  .v-ray,  which  was  the 
second  method  used,  numbered  eighteen — four  of  these  had  to  be 


Fig.  15  (16). — Age  117  days.  C.R.  length  130  mm.  Sex  M.  The  iliac,  the 
median  and  lateral  centers  of  the  first  four  sacral  and  both  ischial  centers  are 
evident. 

discarded  because  of  the  technical  difficulties  in  securing  good 
pictures.  Table  II  gives  the  results  of  the  study  of  the  fourteen 
available  plates. 
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TABLE  II.— CENTERS  OF  OSSIFICATION  SHOWN  BY  X-RAY. 


Length,  mm. 

Sacral 

Number 

C.H. 

C.R. 

O.R. 

Age 

Sex 

Iliac 

Med- 
ian 

Lateral 

Ischial 

Pubic 

12 

IOO 

65 

53 

82 

? 

+ 

2 

I 

O 

O 

8 

no 

75 

63 

87 

F. 

+ 

2 

O 

O 

O 

13 

IOO 

76 

60 

88 

F. 

+ 

3 

O 

O 

O 

IO 

123 

77 

64 

89 

F. 

+ 

4 

I 

O 

O 

II 

123 

79 

68 

90 

F. 

+ 

3 

I 

O 

O 

I 

no 

79 

70 

90 

M. 

+ 

3 

I 

O 

O 

7 

117 

84 

64 

92 

F. 

+ 

2 

O 

O 

O 

5 

116 

85 

67 

93 

F. 

+ 

3 

I 

O 

O 

6 

140 

96 

72 

97 

M. 

+ 

4 

2 

O 

O 

9 

157 

IOO 

79 

98 

F. 

+ 

4 

3 

+ 

O 

14 

141 

IOO 

80 

98 

M. 

+ 

2 

0 

O 

O 

3 

170 

no 

94 

105 

M. 

+ 

4 

3 

+ 

O 

2 

165 

ii5 

83 

108 

F. 

+ 

4 

0 

+  - 

O 

16 

200 

130 

109 

117 

M. 

+ 

4 

4 

+ 

O 

The  x-ray  gives  data  which  correspond  quite  closely  with  that  for 
the  transparent  specimens. 

The  youngest  specimen,  about  82  days  old,  shows  the  presence  of 
iliac  as  well  as  two  median  and  one  pair  of  lateral  sacral  centers. 
The  ischial  center  appears  about  the  98th  day,  when  four  median 
and  three  lateral  sacral  centers  are  present.  None  of  these  show  a 
pubic  center.  The  sacral  centers  show  considerable  variation 
as  in  the  previous  table. 

The  third  method  of  investigation  was  by  means  of  microscopic 
serial  sections  of  fetal  pelves.  Twenty-five  specimens,  including 
the  one  from  which  a  wax  model  was  made,  were  studied  in  this  way. 

The  results  of  this  study  are  given  in  Table  III. 

In  the  following  tables  the  abbreviation  P. A.  indicates  that  the 
primary  areola  is  present  but  that  no  ossification  has  taken  place. 
The  letters  L.C.C.  mean  that  enlarged  cartilage  cells  were  seen  in 
groups  at  the  site  of  the  future  center  of  ossification.  From  this 
series  it  is  evident  that  no  ossification  center  is  present  in  the  ilium 
until  the  65th  day  at  which  time  no  other  pelvic  centers  are  present. 
The  next  centers  appear  about  the  79th  day  in  the  bodies  of  the 
first  two  sacral  vertebrae.  The  first  two  pairs  of  lateral  sacral 
centers  appear  about  the  128th  day.  The  ischial  centers  are  present 
about  the  inth  day  and  the  pubic  centers  are  evident  about  the 
141st  day.     There  are  present  on  the  168th  day  the  iliac,  ischial 
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and    pubic   centers  as   well    as    four    median    and    lateral    sacral 
centers. 

As  in  the  two  preceding  series  we  find  that  the  pubic,  ischial  and 
iliac  centers  show  little  variation  as  to  time  of  appearance.  The 
sacral  median  and  especially  the  lateral  centers  show  a  great  deal  of 
variation  in  the  time  but  not  in  the  order  of  their  appearance. 
We  have  not  seen  a  single  instance  where  a  lower  center  appeared 
before  those  of  the  vertebra?  lying  above. 


TABLE  III— OSSIFICATION  CENTERS  BY  SERIAL  SECTIONS. 


Sacral 

Number 

Age 

C.R. 

e 

in 

T            1       J        . 

Pubic 

mm. 

Median 

Lateral 

H259 

61 

30 

F. 

P.A. 

O 

O 

O 

O 

H98 

61 

30 

M. 

P.A. 

O 

O 

O 

0 

H108 

61 

3° 

F. 

L.C.C. 

O 

O 

O 

O 

H57 

62 

31 

F. 

P.A. 

O 

O 

O 

O 

H16 

63 

33 

F. 

P.A. 

O 

O 

O 

O 

H298 

65 

35 

M. 

P.A. 

O 

O 

O 

0 

H313 

65 

35 

M. 

P.A. 

O 

O 

O 

O 

H51 

65 

35 

M. 

+ 

O 

O 

O 

O 

H122 

68 

39 

M. 

+  - 

O 

O 

O 

0 

H8 

69 

4i 

M. 

+  - 

O 

O 

O 

0 

H12 

69 

4i 

F. 

+ 

O 

O 

O 

O 

Hioo 

70 

43 

F. 

+ 

O 

O 

O 

O 

H121 

72 

46 

M. 

+ 

O 

O 

O 

0 

H115 

74 

5o 

M. 

+ 

O 

O 

O 

O 

Hn 

80 

60 

M. 

+ 

2 

O 

O 

O 

H5S 

82 

65 

M. 

+ 

2 

O 

O 

O 

H26 

82 

65 

M. 

+ 

2 

O 

O 

0 

H31 

96 

93 

F. 

+ 

2  P.A. 

i  P.A. 

+ 

O 

H34 

in 

120 

F. 

+ 

■> 

? 

+ 

O 

H49 

117 

128 

F. 

+ 

\  i  P.A. 

\  1  P.A. 

4- 

O 

H54 

129 

150 

F. 

+ 

3 

2 

+ 

O 

H35 

141 

170 

F. 

+ 

4 

3 

+ 

+ 

H37 

142 

172 

F. 

+ 

4 

4 

+ 

+ 

H275 

149 

183 

M. 

+ 

4 

3 

4- 

+ 

H36 

168 

210 

F. 

+ 

4 

4 

+ 

+ 

In  the  following  Table  No.  IV,  the  three  series  are  combined  in  an 
attempt  to  group  all  the  specimens  studied  according  to  age  and  sex. 
This  shows  again  considerable  variation  in  the  time  when  the  sacral 
centers,  especially  the  lateral  ones,  appear.  No  constant  sex 
variation  is  apparent  so  far  as  can  be  judged  from  this  series. 
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In  this  table  all  those  specimens  which  are  designated  by  any 
letter  other  than  H  belong  to  the  series  of  transparent  embryos,  those 
having  Arabic  numerals  are  in  the  .v-ray  series  and  all  specimens 
indicated  by  H  with  an  appended  numeral  are  in  the  serial  section 
series. 

This  table  shows  that  the  iliac  center  in  all  probability  appears 
between  the  6oth  and  65th  day  of  fetal  life  and  is  constantly  present 
thereafter. 

The  next  center  to  appear  is  that  of  the  body  of  the  first  sacral 
vertebra  which  occurs  about  the  74th  day  after  which  time  it  is 
always  present. 

There  is  quite  a  bit  of  variation  in  the  number  of  median  sacral 
centers  present  at  different  ages. 

The  earliest  date  of  the  appearance  of  the  lateral  sacral  centers 
was  the  84th  day.  These  centers  show  a  great  deal  of  variation 
not  only  in  the  time  of  their  appearance  but  also  in  the  number 
present  at  the  different  ages. 

The  ischial  center  appears  about  the  94th  to  98th  day  and  is 
constantly  present  after  that  time. 

The  pubic  center  is  constantly  evident  after  the  129th  day  at 
this  time  the  ischial,  iliac  as  well  as  four  median  and  lateral  sacral 
centers  may  be  present.  The  existence  of  all  these  centers  may  be 
deferred  until  the  143d  or  even  the  168th  day  of  fetal  life. 

This  series  of  seventy-four  fetuses  studied  by  three  different 
methods,  all  of  which  give  practically  the  same  results,  should  make 
the  above  statements  quite  conclusive. 


TABLE  IV.— COMBINED    SERIES. 


Sacral 

Number 

C.R. 

mm. 

Age, 
days 

|     Sex 

Iliac 

Median 

Lateral 

Ischial 

Pubic 

A1 

25 

56 

p 

0 

O 

O 

O 

O 

Z2 

3° 

60 

5 

+ 

O 

0 

O 

O 

H259 

3° 

61 

F. 

P.  A. 

O 

O 

O 

O 

H98 

30 

61 

M. 

P.A. 

O 

O 

O 

O 

H108 

30 

61 

F. 

L.C.C. 

O 

0 

O 

O 

H57 

31 

62 

F. 

P.A. 

O 

0 

O 

O 

B* 

32 

63 

M. 

Hi  6 

35 

63 

F. 

P.A. 

O 

O 

O 

O 

H298 

35 

65 

M. 

P.A. 

O 

O 

O 

O 

C1 

35 

65 

0 

H313 

35 

65 

M. 

P.A. 

O 

0 

O 

O 

H5 1 

35 

65 

M. 

+ 

O 

0 

O 

O 
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Sacral 

Number 

C.R. 
mm. 

Age, 
days 

Sex 

Iliac 

Ischial 

Pubic 

Median          Lateral 

Di 

38 

67 

M. 

H122 

39 

68 

M. 

+  - 

O 

0 

O 

O 

F1 

40 

68 

M. 

H8 

4i 

69 

M. 

+  - 

O 

0 

0 

O 

H12 

4i 

69 

F. 

+ 

O 

0 

O 

O 

Hioo 

43 

70 

F. 

+ 

O 

0 

0 

O 

G1 

44 

70 

M. 

H121 

46 

72 

M. 

+ 

O 

0 

O 

O 

A 

48 

73 

? 

+ 

O 

0 

O 

O 

L 

48 

73 

M. 

M 

5° 

74 

M. 

+ 

O 

0 

O 

O 

N 

51 

74 

? 

+ 

I 

0 

0 

O 

Q 

52 

76 

? 

+ 

I 

0 

O 

O 

F 

55 

78 

? 

+ 

I 

0 

O 

O 

Ki 

58 

79 

M. 

Hn 

60 

80 

M. 

+ 

2 

0 

O 

O 

HSS 

65 

82 

M. 

+ 

2 

0 

0 

O 

H26 

65 

82 

M. 

+ 

2 

0 

O 

O 

12 

65 

82 

? 

+ 

2 

1 

0 

O 

B 

65 

82 

? 

+ 

3 

2 

O 

O 

Zl 

68 

84 

? 

+ 

3 

1 

0 

O 

P 

70 

85 

F. 

+ 

3 

1 

0 

O 

S 

73 

86 

? 

+ 

? 

? 

0 

O 

8 

75 

87 

F. 

+ 

2 

0 

0 

O 

13 

76 

88 

F. 

+ 

3 

0 

0 

O 

10 

77 

89 

F. 

+ 

4 

1 

0 

O 

G 

78 

89 

M. 

+ 

3 

1 

O 

O 

11 

79 

90 

F. 

+ 

3 

1 

0 

O 

1 

79 

90 

M. 

+ 

3 

1 

0 

O 

D 

80 

90 

F. 

+ 

4 

2 

0 

O 

C 

81 

9i 

F. 

+ 

3 

2 

O 

O 

0 

82 

9i 

? 

+ 

3 

1 

O 

O 

M 

84 

92 

M. 

7 

84 

92 

F. 

+ 

2 

0 

O 

O 

5 

85 

93 

F. 

+ 

3 

1 

0 

O 

E1 

88 

94 

M. 

+ 

? 

? 

+ 

O 

X 

90 

95 

F. 

U 

92 

96 

M. 

+ 

4 

2 

+ 

O 

H3I 

93 

96 

F. 

+ 

2  P. A. 

1  P.A. 

+ 

O 

6 

96 

97 

M. 

+ 

4 

2 

0 

O 

9 

100 

98 

F. 

+ 

4 

3 

+ 

O 

14 

100 

98 

M. 

+ 

2 

0 

0 

O 
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Sacral 

Number 

C.R., 

mm. 

Age, 
days 

Sex 

Iliac 

Ischial 

Pubic 

Median        Lateral 

E 

IOO 

98 

F. 

+ 

4 

3 

+  - 

O 

W 

102 

99 

M. 

+ 

4 

3 

+ 

O 

T 

105 

IOO 

M. 

+ 

4 

3 

+ 

O 

V 

109 

103 

M. 

+ 

4 

3 

+ 

O 

K 

no 

105 

F. 

3 

no 

105 

M. 

+ 

4 

3 

+ 

0 

2 

115 

108 

F. 

+ 

4 

0 

+  - 

0 

Y 

120 

in 

F. 

H34 

120 

in 

F. 

+ 

? 

? 

+ 

O 

R 

123 

113 

M. 

H49 

128 

117 

F. 

+ 

2 
1  P.A. 

1 
1  P.A. 

+ 

O 

16 

130 

117 

M. 

+ 

4 

4 

+ 

0 

Li 

*33 

119 

M. 

J 

150 

129 

F. 

+ 

4 

4 

+ 

+ 

H54 

ISO 

129 

F. 

+ 

3 

2 

+ 

O 

H3S 

170 

141 

F 

+ 

4 

3 

+ 

+ 

H37 

172 

142 

F. 

+ 

4 

4 

+ 

+ 

I 

181 

148 

F 

+ 

4 

4? 

+ 

+ 

H275 

183 

149 

M. 

+ 

4 

3 

+ 

+ 

H36 

210 

168 

F. 

+ 

4 

4 

+ 

+ 

Fig.  16  (H  36). — Age  168  days.  C.R.  length  210  mm.  Sex  F.  Photograph 
of  microscopic  section  through  the  pelvis.  The  ossification  centers  of  the  femora 
are  distinct.  The  iliac,  median  and  lateral  sacral  and  both  pubic  centers  are 
easily  seen. 
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It  is  clear  that  practically  all  of  the  pelvic  ossification  centers  are 
present  at  the  end  of  the  20th  week  of  gestation  and  that  the 
appearance  of  the  first  center  occurs  about  the  9th  week,  in  the 
iliac  cartilages. 

The  order  of  the  appearance  of  these  centers  is:  the  iliac,  the 
first  two,  three  or  even  four  median  sacral,  one  or  two  lateral  sacral, 
the  ischial,  more  of  the  sacral  centers  and  finally  the  pubic  center. 

The  median  and  lateral  sacral  centers  always  proceed,  in  this 
series,  in  their  appearance  from  above  downward.  In  no  specimen 
did  the  lateral  sacral  center  appear  before  one  was  present  in  the 
body  of  the  corresponding  vertebra. 

I  was  unable  to  confirm  Lambertz's  observation  of  secondary 
iliac  centers  of  ossification. 

There  were  none  in  any  of  the  specimens  studied  by  any  of  the 
three  methods.  Our  x-ray  plates  might  not  have  shown  them 
because  only  frontal  views  were  taken. 

Our  series  of  serial  sections  was  studied  to  determine  this  point 
and  in  none  of  them  were  we  able  to  find  isolated  secondary  iliac 
centers. 

Early  in  the  second  month  the  center  sometimes  has  a  Y-shape 
evidently  due  to  outgrowths,  in  two  direction,  from  the  primary 
center.  The  opening  of  the  Y  looks  upward  and  forward  and  the 
ends  of  the  outgrowths  are  rather  club  shaped.  It  is  possible  that 
these  ends  might  show  in  the  x-ray  plate  as  isolated  centers  of 
ossification  but  microscopically  they  are  connected  with  the  primary 
center. 

In  the  latter  half  of  the  second  month  the  center  becomes  more 
fan  shaped  in  appearance  which  form  persists  for  some  time  as  seen 
in  the  accompanying  plates. 


CONCLUSIONS. 

I.  The  first  ossification  center  of  the  pelvis  to  appear  is  in  the 
ilium  about  the  60th  to  the  65th  day  of  fetal  life  in  embryos  with  a 
C.R.  length  of  from  30  mm.  to  35  mm.  There  are  no  separate 
secondary  centers. 

II.  The  median  center  of  the  first  sacral  vertebra  is  the  next  to 
appear  about  the  74th  to  76th  day  in  embryos  having  a  C.R.  length 
of  51   to  52  mm. 

III.  The  lateral  sacral  centers  first  appear  when  two  or  three 
median  centers  are  present,  in  embryos  eighty  to  eighty-two  days  old 
having  a  C.R.  length  of  65  mm. 

IV.  The  ischial  center  appears  about  the  94th  to  98th  day  in 
embryos  whose  C.R.  measurement  is  from  88  mm.  to  100  mm. 

V.  The  pubic  center  is  present  on  the  129th  day  in  an  embryo 
with  a  C.R.  length  of  150  mm.  At  this  time  all  other  centers  which 
appear,  until  just  prior  or  subsequent  to  birth,  are  usually  apparent. 

VI.  Practically  all  antenatal  pelvic  ossification  centers  are  evident 
by  the  end  of  the  19th  week  of  fetal  life. 
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A  FURTHER  STUDY  OF  THE  END-RESULTS  OF  THE  CON- 
SERVED OVARY.* 

BY 
JOHN  OSBORN  POLAK,  M.  D.,  M.  Sc,  F.  A.  C.  S., 

Brooklyn,  New  York. 
(With  twelve  illustrations.) 

During  the  last  decade  much  has  been  written  on  conservation  of 
the  ovarian  function  and  the  influence  of  the  ovarian  secretion  on  the 
female  nervous  system,  yet  apparently  little  attention  has  been 
given  to  the  clinical  behavior  of  the  conserved  ovary,  for  in  this  the 
follow-up  records  of  most  clinics  are  defective. 

The  age  of  the  patient,  the  condition  of  the  contiguous  organs  and 
the  existing  pathology  in  the  ovary  itself,  have  apparently  had  little 
influence  in  determining  the  selection  of  the  proper  procedure  against 
the  continuous  cry  of  conservation. 

In  a  previous  paper  presented  before  this  Society,  I  reported  the 
end-results  of  132  hysterectomies  with  retention  of  one  ovary  or  both 
ovaries,  and  showed  that  the  influence  of  the  ovarian  secretion  on 
the  nervous  molimena  of  the  operative  menopause,  depended  on  the 

Read  at  the  Forty- third  Annual  Meeting  of  the    American  Gynecological 
Society,  Philadelphia,  May  16-18,  191S. 
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general  health  of  the  patient  and  upon  whether  the  uterus  was 
removed  for  fibroid  or  inflammatory  disease. 

From  this  study  we  drew  the  following  conclusions:  ist.  That  the 
technic  of  the  operation  and  the  general  health  of  the  patient  has 
much  to  do  with  the  end-results. 

2d.  That  a  conserved  ovary,  if  unhealthy,  will  leave  the  patient  in 
a  worse  state  mentally,  nervously  and  physically,  than  if  total  extir- 
pation had  been  done. 


pIG    j — Individual  ligation  of  the  arterial  supply  to  the  tube  without  interfering 
with  the  ovarian  circulation.     (From  Jonrn.  A.  M.  A.,  Dec.  8,  1917.) 

3d.  That  when  the  woman  is  at  the  age  at  which  the  menopause 
should  occur,  or  when  she  is  past  the  menopause,  a  total  ablation 
gives  the  best  results. 

4th.  That  the  nervous  phenomena  are  more  marked  if  the  patient 
is  operated  upon  in  comparatively  good  health,  with  a  high  pre- 
operative blood  pressure,  than  when  the  blood  picture  shows  anemia 
or  toxinemia. 

5th.  That  the  symptoms  of  the  operative  menopause  are  less  after 
extirpation  for  pelvic  inflammation,  than  when  the  ablation  is  done 
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for  fibromyomata.  This  is  probably  due  to  the  associated  vessel 
changes  which  we  find  in  fibrosis,  and  finally,  when  one  or  both 
ovaries  can  be  conserved,  it  should  be  done,  especially  if  the  men- 
strual function  can  also  be  preserved,  for  the  younger  the  patient  the 
more  necessary  is  this  conservation. 

We  all  must  admit  that  on  general  principles,  the  ovary  should 
be  preserved  in  operating  on  the  female  pelvis  in  order  (a)  to  pre- 
serve for  the  woman  the  possibility  of  future  pregnancy,  this  means 
retention  of  the  uterus  and  at  least  one  tube  or  a  portion  of  a  tube 
and  an  ovary.  Preferably  the  conserved  ovary  and  tube  should  be 
on  the  same  side,  for  there  are  a  number  of  cases  on  record  of  over- 


Fig.  2. — Showing  the  utero-ovarian-tubal  circulation  vessels  within  the  folds  of 

broad  ligament. 

growth  of  the  fecundated  ovum  in  its  transit,  which  has  resulted  in  an 
ectopic  pregnancy,  when  the  retained  ovary  was  on  one  side  and  the 
conserved  tube  upon  the  other,  (b)  For  the  continuation  of  men- 
struation; this  presupposes  retention  of  the  ovary  and  uterus  or  a 
part  of  the  uterus,  containing  sufficient  uterine  mucosa  to  func- 
tionate. The  psychic  effect  of  menstruation  is  more  important  to 
some  women,  than  the  continuance  of  ovulation,  this  is  especially  so 
in  young  women  and  the  continuance  of  menstruation  actually 
seems  to  prolong  the  life  and  functional  activity  of  the  retained 
ovary,  (c)  For  the  continuation  of  the  trophic  influence  of  the 
ovary.     This   is   supposed    to    continue,    provided   the   conserved 


202 


polak:  end-results  of  the  conserved  ovary 


ovary  or  portion  of  ovary,  continues  to  form  ova  and  corpora  lutea. 
It  is  with  this  class  of  ovary  or  ovarian  tissue,  with  which  this  study 
has  to  do.  (d)  Finally,  some  writers  notably  Turner,  Martin,  and 
Chalfont  advocate  transplantation  of  the  ovary  to  reestablish  the 
trophic  influence  of  the  ovary  on  the  female  organism.  In  the 
author's  four  cases  the  transplanted  ovary  failed  to  influence  the  nerv- 
ous phenomena,  so  that  we  feel  that  some  of  our  most  laudable  en- 
deavors miscarry  and  the  patient  becomes  the  unlucky  recipient  of 
our  mischosen  conservation. 


Fig.  3. — Clamp  applied  to  proximal  side  of  ligament  pushing  utero-ovarian 
anastomosis  distal  to  it. 


Since  writing  the  paper  referred  to,  we  have  been  making  a  care- 
ful clinical  and  microscopical  study  of  the  life  history  of  these  con- 
served ovaries.  This  study  is  based  upon  the  pathology  found  in  73 
re-operations  for  clinical  suffering  and  subsequent  disease  in  the 
retained  ovary. 

In  this  study  we  have  been  careful  to  refer  back  to  the  previous 
operative  history  of  each  patient  in  order  that  the  pathology  could 
not  be  attributed  to  a  defective  technic  or  the  retention  of  an  organ 
so  grossly  diseased,  that  regeneration  could  not  be  expected  to  take 
place. 

We  have  also  been  careful  to  select  for  comparative  study,  not 
onlv  those  cases  where  the  uterus  and  one  or  both  ovaries  have  been 
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retained  after  extirpation  of  the  tubes,  but  those  cases  of  hyster- 
ectomy in  which  the  conserved  ovary  was  retained  with  its  tube. 
For  retention  of  the  tube  insures,  from  the  first,  a  more  perfect 
ovarian  circulation,  therefore  there  is  less  likelihood  of  primary 
ovarian  edema  and  its  sequellae. 

If  ablation  of  both  tubes  was  found  necessary  and  one  or  both 
ovaries  could  be  retained,  together  with  the  uterus,  thus  continuing 


UTERINE  ARTERY      / 
LIGATED 


Fig.  4.— Uterine  artery  tied  below  utero-o Parian  anastomosis  thus    allowing 
circulation  through  ovarian  artery  and  vein. 

menstruation  as  well  as  ovulation,  great  care  was  taken  to  maintain 
the  afferent  and  efferent  circulation  of  the  ovary  by  the  individual 
ligation  of  the  three  tubal  branches  (Fig.  1).  The  round  liga- 
ment was  then  used  to  peritonealize  the  mesosalpinx  and  suspend  the 
ovary,  and  the  uterus  was  suspended  to  prevent  its  prolapse. 

When  an  ovary  was  to  be  conserved  after  the  removal  of  the  uterus, 
the  following  technic  was  employed:  The  tube  and  utero-o varian 
ligaments  are  clamped  and  cut  off  close  to  the  uterine  cornua,  so  close 
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that  if  the  clamp  is  properly  applied,  the  utero-ovarian  anastomosis  is 
pushed  distal  to  the  clamp  (Fig.  2),  for  the  uterine  artery  running 
as  it  does,  up  the  side  of  the  uterus  (Fig.  3),  may  be  pushed  out  into 
the  cellular  structures  of  the  parametrium,  away  from  the  muscular 
structures  of  the  uterus.  It  is  thus  possible  to  tie  the  uterine  artery 
below  the  point  of  the  ovarian  anastomosis  (Fig.  4)  and  thus  main- 
tain the  afferent  and  efferent  circulation  through  the  ovarian  artery 


Fig.  5. — Showing  round  ligaments  sewn  into  stump  and  method  of  treating 
slight  hemorrhage  from  tissue  in  grasp  of  clamp. 

and  vein.  The  ovary  is  then  attached  to  the  round  ligament  by  the 
ovarian  ligament,  somewhere  in  the  distal  part  of  the  mid- 
dle third  of  the  round  ligament. 

After  attaching  the  proximal  end  of  the  tube  and  ovarian  liga- 
ment at  this  point,  the  posterior  sheet  of  the  broad  ligament  is 
brought  up  and  sutured  to  the  anterior  fold  of  the  peritoneum  (Fig. 
5),  covering  the  round  ligament  in  such  a  way  as  to  produce  a  ham- 
mock in  which  the  ovary  may  lie  between  the  posterior  sheet  of  the 
broad  ligament  behind  and  the  round  ligament  anteriorly,  this  pre- 
vents prolapse  of  the  ovary,  venous  engorgement  and  adhesion  and 
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theoretically  should  meet  all  the  requirements  of  conservation  (Fig. 
6).  Unfortunately  notwithstanding  the  care  which  is  taken  the 
circulation  will  be  somewhat  embarrassed  and  primary  enlargement 
of  the  retained  ovary  is  the  rule.  In  examining  these  patients  for 
discharge,  some  enlargement  of  the  conserved  ovary  has  always  been 
noted.  In  most  cases,  however,  this  enlargement  subsides  after  the 
second  menstrual  cycle  and  the  ovary  loses  its  sensitiveness  and 
returns  to  its  normal  size. 


Fig.  6. 


-Suspension  of  ovary  and  tube  by  suture  to  the  round  ligament, 
step  in  peritonealization. 


First 


Occasionally  excessive  enlargement  has  been  noted  and  a  cyst 
the  size  of  a  small  orange  has  persisted  for  months.  When  this  has 
disappeared  the  ovary  has  remained  tender  and  clinically  has  caused 
pain  during  the  premenstrual  period. 

These  observations  have  been  so  constant  in  our  clinic,  that  if 
seems  strange  that  no  mention  has  been  made  of  them  by  others. 
Either  most  operators  do  not  follow  their  cases  after  discharge  from 
the  hospital,  being  surgeons  to  physicians,  or  are  blind  to  the  actual 
clinical  changes  which  take  place.     Surgeons  to  the    public,    see 
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these  patients  coming  back  to  them  uncured.  Enlargements  of 
this  type  cannot  occur  without  the  formation  of  contiguous  adhesions 
and  if  these  occur  with  the  bowel,  as  is  the  case  in  left-sided  con- 
servation, the  subsequent  history  of  the  patient  is  one  of  continued 
discomfort. 

While  theoretically  we  agree  with  Chipman,  that  the  loss  of  the 
ovaries  means  the  loss  of  sex  influence  to  the  individual,  with  all 
the  grave  disturbances  in  general  metabolism  which  this  loss  signifies 
and  the  earlier  in  life  that  it  occurs  the  greater  the  calamity, 
practically,   the   patient's  well   being   may   be   seriously    impaired   by 


Fig.  7. — Suspended  ovary  in  a  "hammock"  with  no  interference  with  its  circu- 
lation.    Peritonealization  complete. 

routine  conservation.  This  conservative  solicitude  looks  well  in  the 
operating  room,  but  what  happens  to  these  women  in  their  later 
life? 

What  is  the  life  history  of  an  ovary  retained  after  the  uterus 
has  been  removed?  The  case  records  of  more  than  300  patients 
followed  for  five  years,  show  that  the  average  life  of  the  ovarian 
function,  after  the  uterus  has  been  removed,  is  not  over  two  years 
and  that  within  that  time,  flushes  and  dizziness  together  with  pre- 
menstrual pain  do  occur,  in  the  large  majority.  Ovulation  without 
menstruation  has  little  psychical  value. 

Unfortunately  many  of  the  conditions  which  require  radical  pelvic 
surgery,  are  inflammatory  in  origin  and  this  contiguous  inflammation 
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results  in  a  cicatricial  thickening  of  the  tunica  albuginea,  which  is 
sufficient  to  prevent  normal  maturation  or  rupture  of  the  follicle, 
hence  the  formation  of  retention  cysts,  increased  weight  of  the  ovary 
and  prolapse.  Circulatory  stasis  is  a  constant  concomitant  of 
fibroid  tumors  and  likewise  results  in  the  thickening  of  the  tunica 
albuginea,  hence  it  will  be  seen  that  the  ovary  we  have  to  deal  with 
in  these  operations,  is  always  of  inferior  quality.  Add  to  this  the 
disturbance  in  circulation  and  innervation,  which  results  from  the 
removal  of  the  uterus  and  it  is  not  difficult  to  conceive  why  the 
retained  ovary  does  not  functionate  as  it  would  under  normal 
conditions. 

If  the  tunica  albuginea  is  cicatricial  and  dense  as  it  must  be 
from  its  associated  circulatorv  disturbance,  the  extra  congestion  at 


Fie.  8. — Section  of  a  functionating  ovary 


the  premenstruum  leads  to  increased  tension  within  the  ovarian  sub- 
stance and  gives  rise  to  pain  which  commences  one  or  two  days  before 
the  menstruation.  If  the  uterus  has  been  removed,  this  congestion 
is  not  relieved  by  the  menstrual  flow,  so  the  pain  becomes  gradually 
more  severe  at  each  succeeding  period.  This  is  another  argument 
for  the  preservation  of  the  menstrual  function  when  ovulation  is 
conserved;  or  the  ovary  may  become  cirrhotic,  in  which  case  there 
is  a  greater  amount  of  fibrous  tissue  than  normal  and  the  tunica 
is  abnormally  thickened.  This  fibrous  overgrowth  is  the  result  of 
previous  inflammation,  the  dense  fibrous  capsule  causes  pain  and 
may  prevent  ovulation,  for  the  overgrowth  of  fibrous  tissue  in  the 
substance  of  the  ovary,  affects  the  nutrition  of  the  follicles  and  they 
atrophy  and  disappear,  while  those  that  remain  fail  to  ripen. 

The  amenorrheas  which  follow  upon  some  severe  cases  of  puerperal 
infection,  with  parametritis  and  pelvic  peritonitis,  show  us  when  the 
abdomen  is  opened,  this  cirrhotic  degeneration  in  the  ovarian 
substance,    hence    the    suppression    of    menses.     If    these    surface 
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changes  in  the  tunica  take  place  under  the  conditions  just  mentioned 
above,  it  is  only  reasonable  to  admit  that  similar  changes  must 
take  place  when  the  ovary  is  associated  with  acute  and  subacute 
tubal  inflammation.  Let  it  be  understood  that  we  believe  in 
ovarian  conservation  to  assure  the  possibility  of  future  pregnancy, 
and  for  the  continuance  of  the  menstrual  function,  even  when  con- 
ception be  impossible.  On  the  other  hand,  our  end-result  studies 
convince  us  that,  routine  conservation  of  the  ovary  or  a  part  of 
the  ovary,  when  the  uterus  has  been  removed,  is  not  always  in  the 
best  interests  of  the  woman's  future  well-being. 


Fig.  9. 

Fig.  q. — Marked  increase  in  stroma.     Severe  premenstrual  symptoms. 
Fig.  10. — Cystic  changes  throughout,  causing  an  exquisitely  sensitive  pelvic 
mass  just  before  each  attempt  at  ovulation. 

When  73  women  have  to  be  re-operated  for  painful  and  cystic 
ovaries  within  five  years  of  the  primary  procedure,  either  the  judg- 
ment or  the  technic  of  the  surgeon  is  at  fault.  These  facts  to  my 
mind  are  convincing.  While  I  am  willing  to  admit  that  I  may  have 
erred  in  my  judgment  I  am  sure  that  no  detail  in  the  technic  has 
ever  been  omitted. 

The  lesions  which  were  found  in  the  retained  ovary  at  re-operation, 
may  be  classed  under  the  following  heads: 

1  st.   Multiple  cystic  changes. 

2d.    Cirrhosis. 

3d.    Cystic  formation. 

4th    Infection. 

5th.  Thin-walled  cyst  with  dense  adhesions. 

I  have  selected  for  your  detailed  consideration,  a  case  from  each 
class.     In  the  first  class:  Multiple  cystic  changes. 
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Case  I. — Uterus  removed  by  fundal  amputation  at  delivery 
for  large  degenerating  myoma  complicating  labor.  Corpus  luteum 
in  right  ovary,  which  was  twice  the  normal  size.  Left  ovary, 
grossly  normal,  menses  continued  for  eight  months,  becoming 
scantier  and  scantier,  amenorrhea,  flashes  and  severe  molimena 
began  nine  months  after  operation.  Patient  was  confined  to  bed  for 
a  week  at  the  time  when  the  period  should  recur,  having  severe 
pelvic  pain  necessitating  an  anodyne.  Ovarian  extract  failed 
to  relieve  the  symptoms. 

2d  Operation:  Three  and  one-half  years  later. 

Both  ovaries  large  and  multicystic,  tunica  thick.  Relief  of  pain 
immediate.     Flashes  controlled  with  ovarian  extract. 


Fig.  11. — Microcystic  changes  with  thickened  tunic. 

Case  II. — Illustrates  cirrhosis.  Patient  twenty-six,  had  a  severe 
puerperal  infection  following  delivery  of  a  stillborn  child,  no  lacta- 
tion, amenorrhea  persisted  for  eleven  months.  Operation  showed  a 
large  metritic  uterus  with  multiple  abscesses  throughout  uterine 
wall,  definitely  encapsulated.  Ovaries  buried  in  tubal  and  peri- 
toneal adhesions.  Tubes  patent.  Uterus  removed.  Ovaries  and 
tubes  retained.  Constant  pain  in  ovarian  regions  followed,  with 
severe  and  persistent  flashes,  which  with  the  premenstrual  pain 
made  life  almost  unbearable. 

2d  Operation:  Two  years  later.  Ovaries  fibrotic,  no  follicular 
changes  near  surface.     Relief  immediate. 

'  Case  III. — Young  woman  operated  for  severe  Neisserean  tubal 
infection  of  five  years'  standing.  Tuboovarian  abscess  on  right 
side.  Left  ovary  seat  of  corpus  luteum.  Left  tube  seat  of  a 
hydrosalpinx.  Operation:  Hysterectomy,  left  salpingectomy  and 
right  salpingoocphorectomy.  Uncomplicated  convalescence.  Within 
three  months  after  operation,  left  ovary  was  the  size  of  an 
orange  and  painful.  Exquisite  abdominal  and  pelvic  sensitive- 
ness.    Severe  menstrual  molimena.     Pain  on  defecation. 

2d  Operation:  Ovary  densely  adherent  to  omentum  and  sigmoid 
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and  the  size  of  a  Florida  orange.  Removed  from  its  adhesive  bed. 
Complete  subsidence  of  symptoms.  Flashes  controlled  by  ovarian 
extract. 

Case  IV. — Illustrative  of  the  possibility  of  ovarian  infection  by  the 
col6n  bacillus.  Voung  woman,  aged  twenty.  Panhysterectomy  for 
large  multinodular  fibroid  tumor  of  the  uterus.  Right  ovary 
cystic.  Left  contained  the  corpus  luteum  of  last  menstruation, 
Conserved  with  the  tube.  On  discharge  from  the  Hospital,  ovary 
was  enlarged  and  sensitive.  Eighteen  months  later  she  returned 
with  an  acute  pelvic  inflammation,  which  subsided  with  rest,  but 
temperature  persisted  intermittent  in  type.  This  continued  for  two 
months,  mass  on  left  side  getting  larger.     Diagnosis:  Infected  cyst. 

2d  Operation:  Twenty-one  months  after  first  operation.  Large 
infected  cyst  removed,  closely  adherent  to  sigmoid.     Culture  of 


Fig.  12. — Cystic  changes  with  denser  stroma. 

content  showed  pure  colon  bacillus.  Recovery,  gain  in  weight 
and  general  health. 

Case  V. — Cesaro-hysterectomy,  leaving  left  tube  and  ovary 
containing  the  corpus  luteum  of  pregnancy.  Six  months  later 
patient  returned  because  she  thought  she  was  pregnant  again, 
from  the  amenorrhea  and  a  growing  abdominal  tumor,  which  reached 
to  within  three  centimeters  of  the  umbilicus.  Diagnosis:  Ovarian 
cyst. 

2d  Operation:  Seven  months  after  original  procedure  revealed 
a  large  cyst  densely  adherent  to  the  omentum  and  intestines. 
Pathologist's  report:  Lutein  cyst. 

From  this  study  of  seventy-three  similar  re-operations  on  patients 
in  whom  one  or  both  ovaries  were  conserved,  we  must  draw  the 
following  conclusions: 

1  st.  That  routine  conservation  without  due  consideration  of  the 
ovarian  and  contiguous  pathology  as  it  exists  in  the  individual 
case,  is  not  good  teaching. 
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2d.  That  regeneration  of  the  conserved  ovary,  depends  largely 
on  the  type  and  duration  of  the  existing  infection  and  the  condition 
of  the  tunica  of  the  individual  ovary. 

3d.  That  even  when  the  most  detailed  technic  is  observed, 
the  ovarian  circulation  is  impaired. 

4th.  That  the  retained  ovary,  without  the  uterus  is  always  a 
focus  for  possible  trouble. 

5th.  That  the  life  history  of  the  retained  ovary  is  of  short  duration 
and  that  the  trophic  influence  of  the  diseased  ovary  has  been  over- 
estimated. 

Finally,  that  a  cured  patient  has  fewer  nervous  symptoms. 

287  Clinton  Avenue. 


SHALL  WE  CUT  AND  RECONSTRUCT  THE  PERINEUM 
FOR  EVERY  PRIMIPARA?* 

BY 
RALPH  H.  POMEROY,  M.  D.,   F.  A.  C.  S., 

Associate  Professor  of  Obstetrics  and  Gynecology,  Long  Island  College  Hospital; 

Visiting  Gynecologist  and  Obstetrician,  Brooklyn  Hospital, 

Brooklyn,  N.  Y. 

(With  five  illustrations.) 

Every  primipara  incurs  a  permament  modification  of  the 
pelvic  floor  in  the  course  of  delivery  of  her  full-term  child.  In  a 
disputed  but  high  percentage  of  first  births  the  acute  stage  of  this 
modification  presents  some  extent  of  open  lacerated  wound  and 
in  nearly  all  of  the  rest,  concealed  damage  to  fascia  and  levator  ani 
muscles  is  acknowledged  to  occur  and  to  be  the  factor  paramount 
in  various  degrees  of  subsequent  prolapsus  uteri,  cystocele  and 
rectocele.  We,  as  gynecologists,  have  devoted  years  of  thought 
and  much  ingenious  labor  to  planning  and  executing  operations 
for  the  establishment  of  tolerable  conditions  in  unhappy  women 
disabled  by  childbirth;  but  thus  far  we,  as  obstetricians,  have  not 
faced  and  accepted  a  reasonable  responsibility  for  the  discovery  of 
a  plan  to  prevent  by  sound  surgical  procedures  serious  birth  divulsion 
damage  to  the  structures  at  the  pelvic  outlet. 

Nearly  all  our  obstetric  text-books  feebly  elaborate  on  the  ac- 
cepted methods  of  preventing  or  lessening  the  extent  of  visible 
injuries  to  the  perineum  and  with  apologetic  air  refer  to  lateral 
episiotomy  as  an  expedient  positively  defensible  only  as  a  pre^ 
caution  against  laceration  into  the  rectum. 

The  general  attitude  toward  methods  of  ''saving  the  perineum" 
in  the  second  stage  is  that  little  can  be  accomplished  beyond  en- 

*  Read  at  the  Forty-third  Annual  Meeting  of  the  American  Gynecological 
Society,  Philadelphia,  May  16-18,  1918. 
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couraging  gradual  dilatation  by  the  avoidance  of  precipitate  ex- 
pulsion or  too  rapid  extraction  in  unfavorable  positions.  It  is  to  be 
noted  however,  that  De  Lee  in  his  "Principles  and  Practice  of  Ob- 
stetrics" and  Anspach,  before  this  Society,  have  recently  more  posi- 
tively than  others  advocated  a  mediolateral  perineal  incision  as  a 
tension  release,  to  hasten  termination  of  the  second  stage  in  the 
interest  of  the  child,  and  with  more  than  usual  emphasis  on  its 
advantage  to  the  mother  in  conservation  of  pelvic  integrity. 

In  1892  Kustner  (Germany),  and  in  1896  von  Ott  and  Mandelberg 
(Russia),  published  favorable  discussion  of  median  perineotomy. 

In  1895  Stahl  of  Chicago  practised  and  published  advocacy  of 
median  perineotomy  to  the  sphincter,  stating  that  "it  aids,  as  no 
instrument  can,  in  preserving  life  and  body  of  both  fetus  and 
mother." 

A  contemplation  of  the  underlying  thought  in  the  references 
suggests  that  we  could  accept  without  controversy  a  hope  that  there 
may  be  developed  a  standard  incision  passage  through  the  pelvic 
floor  to  release  the  advancing  head.  We  should  wholly  concur 
in  the  proposition  that  rending  the  birth  orifice  to  enlarge  its  caliber 
is  strictly  unsurgical.  We  have  condemned  lateral  lacerations 
of  the  cervix  in  conditions  calling  for  prompt  and  large  approach 
to  the  uterine  cavity — we  cut  and  reconstruct  symmetrically  in 
the  median  line.  Anterior  and  posterior  hysterotomy  are  standard- 
cervix  divulsion  by  hand,  "bag,"  or  metal  dilators  is  under  fire 
of  criticism. 

The  natural  and  usual  tear  of  the  perineal  structure  is 
asymmetrical  in  detail,  wandering  indecisively  on  one  side  or  other 
of  the  median  line,  beginning  and  extending  at  points  of  least 
resistance;  sacrificing  always  the  fourchette;  usually  the  posterior 
commissure;  and  commonly  severing  the  transversus  perinei  and 
Luschka's  fibers  of  the  levator  ani;  if  the  sphincter  parts,  it  is  practi- 
cally never  at  the  midpoint.  No  precise  symmetry  of  laceration 
ever  results — but  the  end  of  tension  release  creates  as  near  a  pos- 
terior midline  gap  as  is  possible  in  view  of  the  fascial  firmness  at  the 
raphe  and  the  muscular  density  of  the  posterior  column  of  the  vagina. 
Spontaneous  laceration  aims  at  median  symmetry  but  cannot  hit  the 
mark. 

The  median  incision  passes  through  strong  instead  of  weaker 
structures,  relieves  tension  symmetrically,  and  provides  ideal 
conditions  for  symmetrical  reconstruction  by  suture. 

The  only  assailable  point  in  the  claim  for  superiority  for  the  median 
incision  is  the  risk  of  injury  to  the  sphincter  ani.     The  writer  claims 
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that  this  risk  is  neutralized  by  thoroughly  stretching  and  paralyzing 
this  muscle  before  making  the  incision.  A  relaxed  sphincter  cut 
in  the  midline  is  as  accessible  and  manageable  for  repair  suture  as 
though  the  perineal  body  were  homogeneous. 

Before  detailing  our  technic  for  perineotomy  and  reconstruction 
let  us  emphasize  again  the  extreme  value  of  the  procedure  in  dimin- 
ishing danger  of  death  and  injury  to  the  first  born.  A  long  second 
stage  has  destroyed  innumerable  children  by  prolonged  pressure 
effects  and  varying  degrees  of  asphyxia.  Why  should  we  consider 
it  other  than  reckless  to  allow  the  child's  head  to  be  used  as  a  batter- 
ing ram  wherewith  to  shatter  a  resisting  outlet?  Why  not  open 
the  gates  and  close  them  after  the  procession  has  passed? 

Technic  of  Median  Perineotomy. — In  a  primipara  promising 
spontaneous  delivery  and  at  definite  establishment  of  "crowning" — 
under  brief  nitrous  oxide  gas  anesthesia — we  dilate  the  sphincter  ani 
to  three  or  four  knuckles  with  sterile  gloved  hand — a  little  officinal 
tincture  of  green  soap  may  be  used  as  a  lubricant.  The  labor  is 
allowed  to  resume  (gas  or  ether  analgesia,  of  course,  may  proceed 
intermittently)  until  Assuring  in  the  vagina,  fourchette,  or  posterior 
commissure  is  evidenced  on  inspection,  or  on  note  of  trickling  blood 
between  pains.  Such  fissuring  when  observed  prophesies  an 
inevitable  laceration  of  some  degree — further  delay  should  mean 
abandoning  intent  of  median  incision,  as  there  is  disadvantage 
in  lacerations  plus  incision.  With  the  patient  completely  under 
anesthetic  and  the  head  in  recession,  a  median  incision  is  made 
with  scissors — the  most  convenient  type  is  the  flat,  knee-angled 
Hanks'  uterine  scissors — carrying  the  cut  an  inch  or  more  up  the 
columnoe  rugarum  posterior,  and  externally  nearly  to  the  rectal 
mucosa.  All  tissues  are  severed  to  the  rectal  wall  except  the 
sphincter  ani,  and  notably  by  nibbling  snips,  rather  than  as  in  the 
classical  oblique  episiotomies  by  swift  incision  under  tension.  A 
gloved  finger  in  the  rectum  is  an  advantage  for  a  guide.  The  head 
is  then  coaxed  out  under  complete  control — the  patient  still  anesthe- 
tized— either  by  fundal  pressure  by  an  assistant,  or  in  the  grasp 
of  short  forceps  by  the  operator.  This  control  of  exit  is  absolutely 
essential  to  lessen  the  risk  of  extending  the  incision  by  sudden 
extrusion,  and  perchance  through  the  sphincter  up  the  rectal  mucous 
membrane.  A  guardian  mattress  tension  suture  above  the  anal 
margin — suggested  by  Litzenberg — has  proved  positively  useful. 

Heretical  as  it  may  seem  I  am  practising  and  advocating  complete 
median  incision  of  the  sphincter  in  cases  of  doubt  as  to  the  relative 
amplitude  of  the  posterior  sagittal  diameter.     Whether  wholly  or 
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partially  incised,  the  conditions  of  symmetrical  median  repair 
with  sphincter  muscle  relaxed  and  not  traumatized  are  so  ideal 
that  I  find  no  practical  risk  of  nonunion.  Even  in  the  extreme 
of  extension  into  the  rectum,  which  very  seldom  need  occur,  we 


Fig.  i. — Median  perineotomy;  stretched  sphincter;  guardian  mattress  suture. 


contend  that  a  temporary  capacious  cloaca  has  been  created  with 
no  damage  to  the  most  important  and  inaccessible  fascial  anchor- 
ages of  the  pelvic  floor.  We  have  all  noted  the  infrequency  of 
prolapsus  uteri  in  association  with  third  degree  lacerations  of  the 
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perineum.  There  seems  to  be  here  at  least  presentable  evidence 
that  sudden  release  of  tension  in  the  median  line  tends  to  save  the 
integrity  of  the  deeper  levator  attachments  and  interdependent 
fascial  supports. 


Fig.  2. — Repair  sutures  for  stretched  and  cut  sphincter. 


In  indicated  mid-pelvis  forceps  extractions  and  in  breech  extrac- 
tions under  anesthetics — a  judicious  stretching  of  the  main  sling 
of  the  levators  can  be  profitably  effected  through  the  rectum  while 
the  half  hand  is  dilating  the  sphincter  ani. 
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The  perfect  reconstruction  of  the  median  perineotomy  is  so  simple 
as  to  hardly  require  description — but  a  few  points  of  technic  have 
been  approved  by  myself  and  my  associates  in  Brooklyn. 

Chromic  catgut  No.i  should  be  used  for  all  sutures  exposed  on 


Fig.  3.- — Continuous  suture  for  median  perineotomy  (Dickinson). 

skin  or  mucous  membrane  and  for  buried  sutures  in  the  sphincter. 
Plain  catgut  No.  2  should  be  used  in  all  fully  buried  interrupted 
sutures  (except  in  the  sphincter). 

In  closing  the  incision  in  the  median  column  definite  care  should 
be  exercised  to  face  up  the  vaginal  muscle  and  not  merely  to  close 
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the  mucous  membrane  edges.  Appose  the  muscles  at  the  median 
raphe  with  two  or  three  plain  catgut  No.i  or  No. 2  buried  sutures. 
One  or  two  supporting  sutures  of  silkworm-gut  may  be  used  as  a 
safety  adjunct  in  sphincter  repair. 


Fig.  4. — Enlarged  reconstruction  of  perinectomy  wound. 

Dickinson's  single  strand  continuous  buried,  with  return  subcu- 
ticular stitch,  is  frequently  appropriate. 

When  healed  the  conditions  reproduce  a  nullipara.  For  several 
years  we  have  carried  out  this  program  of  incision  and  repair,  with 
satisfaction. 
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In  the  writer's  mind,  however,  runs  always  a  hope  to  differentiate 
between  the  essential  risks  and  typical  management  of  first  labor 
as  compared  to  those  of  subsequent  labors  in  the  same  individual. 
The  primipara  belongs  to  the  hospital  and  the  expert — the  tested 


Fig.  5. — Mattress  crown-stitch  for  enlarging  perineorrhaphy. 


and    competent    multipara    to    the   home    and    the    conscientious 
family  practitioner. 

If  we  expertly  restore  the  cut  perineum  of  the  primipara  on  the 
original  lines,  has  she  been  converted  into  a  competent  multipara — 
potentially  capable  of  spontaneous   rapid  delivery  without  fresh 
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wounds?  We  assume  not.  Laceration  or  incision  must  occur 
again  -with  the  next  labor. 

Nature's  type  production  of  a  multipara,  in  the  above  sense  com- 
petent, rests  on  unrepaired  divulsion  of  the  perineum.  We  must  all 
admit  that  there  are  many  instances  of  first  or  second  degree  first 
labor  perineal  tears,  which  are  not  sutured,  and  which  heal  partly 
by  contact  primary  adhesion,  and  partly  by  granulation,  which 
do  not  freshly  lacerate  at  subsequent  labors,  and  yet  the  patient's 
disability  therefrom  is  negligible. 

Can  we  by  adjustment-suturing  of  our  median  perineotomy 
wound  produce  uniformly  an  expanded  outlet  which  will  heal 
per  primam,  prove  competent  in  musculature,  and  not  lacerate  at 
the  next  delivery?     It  seems  worth  experiment. 

A  tentative  suturing  technic  for  a  symmetrical  expanding 
perineorrhaphy  is  shown  in  the  illustrations.  We  have  executed 
the  essential  features  of  this  procedure  on  about  thirty  cases  since 
January.  In  the  main,  primary  union  has  been  satisfactory  though 
a  small  superficial  ulcus  has  persisted  in  some,  when  the  final  mat- 
tress purse-string  was  of  chromic  catgut.  Of  late  I  am  using  a  silk- 
worm-gut strand  for  this  suture. 

It  is  hoped  that  this  suturing  brings  together  at  the  raphe  the 
chief  muscles  severed  by  incision  but  that  the  union  will  necessarily 
be  less  intimate,  and  that  the  transverse  suturing  of  the  horns  of 
the  posterior  commissure  wounds  will  eliminate  tension  bands  at 
the  next  labor.  As  sufficient  time  for  labor  tests  will  not  accrue 
for  another  year  or  two,  I  can  only  offer  this  proposition  as  a  tentative 
one,  lacking  entirely  present  evidence  of  favorable  "foUow  up  "  results- 

In  conclusion  I  desire  to  make  clear  an  opinion  that  the  properly 
executed  median  perineotomy  and  repair  is  advocated  at  present 
only  for  use  by  the  competent  gynecological  surgeon  undertaking 
the  care  of  a  labor  case  with  full  operating-room  equipment,  proper 
assistants,  and  an  expert  anesthetist.  Is  a  primipara  ever  thor- 
oughly cared  for  with  less  provision  than  this? 
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MEDICAL  TEACHING  AND  RESEARCH  AFTER  THE  WAR.* 

BY 
'  JOHN  G.  CLARK,  M.  D., 

Philadelphia,  Pa. 

This  Society  was  founded  during  the  decade  after  our  country 
emerged  from  its  fratricidal  war  and  in  the  forty-three  years  of  its 
existence  has  embraced  in  its  list  of  membership  the  names  of  many 
distinguished  Fellows,  through  whose  labors  a  splendid  school  of 
American  gynecology  has  been  created. 

Of  our  country's  medical  history  we  may  justly  be  proud,  but  a 
note  of  warning  must  also  be  uttered,  for  we  are  now  at  the  part- 
ing of  the  ways,  so  far  as  our  future  ascendancy  is  concerned. 
As  for  our  practical  achievements,  we  need  fear  comparison  with 
no  other  nation,  but  in  scientific  work  it  must  be  admitted  that 
we  have  left  undone  much  that  should  have  been  done. 

In  the  purely  scientific  aspects  of  medicine  Americans  have  not 
been  sufficiently  alert  and  progressive,  and  have  failed  to  delve  into 
the  fundamental  essence  of  physiology,  anatomy,  and  pathology, 
seeking  after  the  brilliant  achievements  of  the  clinic  and  the  ward, 
rather  than  burrowing  through  the  tedious  channels  that  lead  to  the 
undiscovered  wealth  of  science.  With  regard  to  this  phase  of  our 
work  we  may  at  best  mark  time  in  our  laboratories,  hospitals,  and 
medical  schools  during  the  present  grave  international  crisis,  for 
there  is  now  but  one  question  paramount,  the  winning  of  this  war. 

Our  profession  is  fully  engaged  in  playing  a  part  in  this  vital 
issue  and  has  contributed  to  the  national  medical  service  a  large 
quota  of  young  and  aggressive  men  who  generate  new  principles  and 
new  methods  and  bring  them  energetically  into  action.  Those  who 
have  gone  over  the  sea  or  who  are  now  concentrating  their  energies  in 
military  training  camps  are  removed  from  our  laboratories  and 
clinics,  and  the  few  who  remain  in  our  medical  schools  are  engaged  in 
strenuously  maintaining  their  own  and  the  manifold  duties  of  their 
absent  colleagues.     So  far  as  scientific  endeavor  is  concerned,  there- 

*Presidential  Address,  Meeting  of  the  American  Gynecological  Society,  Phila- 
delphia, May  17,  1918. 
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fore,  it  is  not  at  present  a  question  of  progress,  but  at  best  a  main- 
tenance of  way,  or  a  holding  fast  to  the  last  milestone  that  was 
reached  when  we  entered  this  war. 

In  my  own  medical  school — the  University  of  Pennsylvania — ■ 
seventy-six  of  our  teaching  faculty  are  in  active  service,  and  as  a 
result  two  research  departments — the  John  Herr  Musser  Medical 
Laboratory  and  the  Laboratories  of  Clinical  Experimental  Surgical 
Research — are  closed.  The  subordinate  staffs  of  our  departments 
of  surgery,  medicine,  and  obstetrics,  and  all  other  branches  of 
medicine  are  at  an  irreducible  minimum  so  far  as  the  mere  mainte- 
nance of  scholastic  work  is  concerned.  I  allude  to  these  domestic 
conditions  not  as  peculiar  to  ourselves,  but  as  representing  the  condi- 
tions under  which  all  the  medical  schools  and  hospitals  of  this 
country  are  laboring. 

Upon  this  point  we  offer  a  note  not  of  carping  criticism  but  of 
suggestion,  for  it  would  appear  as  an  unwise  policy  to  so  far  deplete 
medical  departments  as  very  seriously  to  cripple  them  in  maintaining 
even  a  minimum  educational  standard.  With  the  resumption 
of  civil  life  after  the  completion  of  this  war  our  martial  activities  will 
have  caused  a  complete  transformation  in  our  civil  life  and  in  our 
relationship  to  other  nations.  We  foresee  our  enormous  transporta- 
tion fleet  taking  its  place  as  the  chief  carrier  of  sea  commerce,  espe- 
cially to  the  South  American  countries.  There  will  then  be  an  influx 
of  students  from  these  countries  both  to  our  undergraduate  and  to 
our  post-graduate  schools.  Our  own  vast  army  of  young  doctors 
also  will  return,  eager  to  take  their  places  again  in  our  schools  as 
teachers,  invigorated  with  new  ideals  and  full  of  energy  to  pursue 
them.  Comprehensive  plans  should  at  once  be  laid  for  their  recep- 
tion so  that  the  machinery  of  all  departments  of  medicine  may  at 
once  be  put  into  fullest  speed.  Many  of  the  returning  physicians 
will  have  found  themselves  and  will  be  possessed  with  a  desire  to 
take  up  intensive  study  in  various  special  branches,  so  that  they 
may  better  their  positions  in  medicine,  rather  than  drop  back  into 
the  humdrum  of  small  practice.  To  such  men  we  should  be  pre- 
pared to  offer  ample  facilities  in  post-graduate  study,  not  of  the  old 
commercial  type,  such  as  our  schools  have  been  guilty  of,  but  a  full 
and  comprehensive  training  of  sufficient  length  to  lead  to  a  master's 
degree.  The  wretched  post-graduate  instruction  of  past  years 
should  be  discarded  and  courses  arranged  of  such  essential  value 
that  upon  their  completion  by  a  student  his  diploma  will  be  a  real 
and  trustworthy  evidence  of  ability  in  that  special  branch.  The  six 
weeks',  or  even  the  six  months'  course  of  previous  years  was  little 
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less  than  a  ''bunco''  game  in  which  the  post-graduate  student  was 
given  a  wretched  smattering  of  knowledge  and  he  in  turn  went  into 
practice  delivering  the  same  deceptive  article  that  he  had  purchased 
at  a  very  high  price  from  the  post-graduate  school.  It  has  been 
said  that  the  patient  who  pays  five  or  ten  dollars  as  an  obstetric 
charge  is  usually  cheated,  so  likewise  is  the  post-graduate  student 
dealt  uith  who  takes  a  six  weeks'  post-graduate  course,  be  his  tuition 
fee  small  or  large. 

It  was  the  hope  of  our  Council  that  the  members  of  this  Society 
would  concentrate  their  efforts  upon  war  problems,  but  we  found 
that  the  difficulties  just  alluded  to  brought  nothing  in  the  way  of 
achievement  along  this  line.  These,  therefore,  are  present  actuali- 
ties. What  of  the  future?  That  this  war  will  be  brought  to  a 
conclusion  in  favor  of  the  Allies  cannot  be  questioned;  whether 
this  result  will  be  accomplished  this  year  or  in  years  to  come  no  man 
can  foretell,  but  the  end  will  find  the  medical  profession  of  this 
country  in  the  best  available  position  to  inaugurate  vigorously 
new  epochs  and  new  activities  in  our  medical  schools  and  hospitals. 

The  European  nations  will  be  grievously  impoverished  and  as  a 
consequence  their  educational  systems  must  of  necessity  seriously 
suffer.  They  will  have  sustained  an  irreparable  loss  in  that  youthful 
spirit  which  Sir  William  Osier  has  so  wisely  said  is  essential  for 
inventive  progress,  and  it  will  require  at  least  twenty  years  to  re- 
stock the  scientific  storehouses  in  those  centers  to  which  we  formerly 
made  our  post-graduate  pilgrimages.  Are  we  preparing  for  this 
issue?  If  we  are  not,  we  will  lose  one  of  the  inestimable  opportu- 
nities that  this  war  has  thrust  upon  us.  We  Americans  do  not 
deliberately  seek  scholastic  ascendancy  over  any  other  nation,  for 
we  are  witnessing  the  frightful  havoc  wrought  by  an  egotistic 
"Kultur,''  but  we  are  in  duty  bound  to  fill  the  gap  and  to  score 
an  advance  in  progressive  medicine  while  the  scientific  ranks  of 
Europe  are  being  regenerated. 

During  the  first  three  years  of  this  war  we  made  no  preparation 
for  participation  in  it,  although  we  were  obviously  drifting  fast  into 
the  vortex.  Are  we  going  to  stand  idly  by  and  follow  the  same 
policy  in  the  face  of  just  as  patent  facts  in  the  future  development 
of  medicine?  With  the  exception  of  a  few  American  institutions 
favored  by  fortune,  the  medical  schools  and  hospitals  as  at  present 
endowed  are  gravely  deficient  in  the  necessities  for  research  work. 
We  need  have  no  fear  as  to  the  possibilities  of  the  clinical  wards 
of  our  hospitals,  for  the  public  at  large  now  recognizes  the  value 
of  properly  equipped  institutions.     Formerly  patients  were  with 


CLARK:    MEDICAL    TEACHING    AND   RESEARCH   AFTER    THE    WAR     223 

difficulty  persuaded  to  enter  a  hospital;  to-day  the  advantages  of 
the  hospital  plan  of  treatment  are  so  obvious  that  they  seek  rather 
than  shun  the  institution.  The  layman  now  knows  that  even  the 
mediocre  hospital  possesses  advantages  over  the  most  luxuriously 
furnished  private  home  for  the  treatment  of  those  who  are  seriously 
ill  or  who  require  even  minor  operations.  When  the  American  pub- 
lic takes  matters  into  its  own  hands,  the  issue  is  assured;  hence  we 
need  have  no  fear  as  to  the  continued  growth  of  our  hospitals. 

While  in  many  institutions  the  physical  endowment  may  be  ade- 
quate, the  general  management  too  often  falls  far  below  an  ideal 
standard.  President  Eliot  has  said  that  the  amount  of  work  ac- 
complished by  a  committee  or  by  any  other  executive  body  may  be 
measured  by  the  length  of  the  shadow  cast  by  one  person.  The 
average  board  of  managers  of  a  hospital  is  generally  made  up  of 
estimable  business  men  and  socially  prominent  individuals,  who  too 
often  take  but  a  superficial  account  of  their  duties  and  regard  the 
material  equipment  as  the  be-all  and  the  end-all  of  the  institution. 
By  such  administrations  laboratories  are  often  viewed  rather  as 
appendages    than    as    well-springs    of    scientific    endeavor. 

What  every  hospital  requires  vitally  is  a  broadly  trained  super- 
intendent, preferably  a  physician,  who  has  the  executive  and  the 
professional  ability  to  coordinate  the  needs  of  the  various  depart- 
ments and  to  place  before  the  board  of  managers  the  larger  principle 
of  hospital  management.  Superintendents,  like  deans  of  faculties, 
if  they  be  of  small  stature,  cast  small  shadows,  and  too  often  a 
board  of  managers  with  large  vision,  so  far  as  their  respective  voca- 
tions are  concerned,  become  myopic  as  hospital  trustees  and  may 
regard  most  highly  a  superintendent  who  at  best  is  an  efficient 
caterer,  capable  of  reducing  expenditures  to  their  narrowest  limits 
but  who  views  with  suspicion  the  advice  of  the  medical  board.  For 
the  future,  therefore,  we  require  superintendents  especially  trained 
for  their  duties  and  possessed  of  a  jealous  care  for  the  scientific  as 
well  as  the  practical  advancement  of  the  hospital  under  their  super- 
vision. Such  superintendents  will  act  as  efficient  pilots  in  direct- 
ing the  energies  of  a  board  of  managers  into  the  proper  channels. 

One  of  the  most  gratifying  signs  of  these  times  is  the  aggressive 
movement,  under  the  inspiration  of  our  Fellow,  Dr.  Franklin  Martin, 
now  being  set  on  foot  by  the  American  College  of  Surgeons,  tending 
toward  the  standardization  of  hospitals.  To  our  Fellow,  Dr. 
Robert  Dickinson,  we  are  indebted  for  his  indefatigable  energy 
in  perfecting  schemes  for  executive  organization;  and  to  Dr.  J.  M. 
Baldy  is  due  great  credit  for  his  characteristic  insistence  upon  a 
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higher  educational  standard  in  our  medical  schools  and  a  greater  and 
more  comprehensive  hospital  efficiency.  If  we  are  to  be  prepared  for 
the  great  opportunities  opening  up  before  us,  we  must  take  into 
our  confidence  the  philanthropists  and  legislators  of  this  country, 
and  by  private  as  well  as  public  instruction  acquaint  them  with 
our  vital  needs.  Indeed,  it  is  to  the  legislators  that  we  should 
especially  appeal.  Adequate  revenues  from  taxes  for  the  fullest 
maintenance  of  our  hospitals  and  medical  schools  should  be  con- 
tributed by  the  State.  Since  our  efforts  are  for  the  good  of  the 
public,  medical  schools  and  hospitals  should  become  State  institutions, 
free  from  political  control.  As  an  example  may  be  cited  the  generous 
patronage  given  by  the  State  of  Minnesota  to  her  University,  which 
will  in  a  short  time  place  her  Medical  Department  in  a  position 
that  will  be  a  commendable  source  of  national  envy  and  that 
may  set  the  pace  for  the  establishing  of  similar  standards  in  other 
State  universities. 

Although  the  great  geniuses  of  science  have  brought  forth  their 
epoch-making  discoveries  under  the  most  adverse  circumstances, 
and  such  geniuses  will  still  attain  prominent  places  in  the  scientific 
firmament  under  similar  difficulties,  the  average  investigator  cannot 
work  against  such  odds  and  achieve  results.  Again,  for  the  future, 
a  closer  coordination  between  the  departments  of  our  medical  schools 
must  be  worked  out.  Many  schedules  in  our  curricula  put  the 
most  trying  burdens  upon  Old  Father  Time  and  fill  the  students' 
minds  with  a  mass  of  unessential  detail  that  requires  the  most 
skilful  mental  forestry,  to  clear  away  the  underbrush  and  dead 
timber  before  a  stable  growth  may  be  assured. 

We  have  spoken  much  in  this  country  of  research  and,  under  the 
guidance  of  a  false  stimulus,  men  have  attemptod  to  carry  on  phases 
uf  investigation  who  are  as  capable  of  attaining  a  successful  issue 
as  a  farm  horse  would  be  of  winning  the  Royal  Derby.  Fortunately, 
there  have  sprung  up  in  this  country  a  few  special  laboratories 
in  which  men  capable  of  real  research  work  may  be  trained.  That 
the  number  of  sucH  institutions  must  be  increased  is  absolutely 
essential  for  a  stable  scientific  growth.  Out  of  every  medical  class  of 
one-hundred  there  may  possibly  be  but  one  man  who  really  has  a 
special  mental  capacity  or  bent  for  scientific  endeavor.  These  men 
should  be  segregated  and  fed  upon  such  mental  pabulum  as  will 
bring  out  their  best  capabilities  and  they  should  be  shielded  from 
the  carking  cares  of  earning  a  livelihood  by  liberally  endowed 
scholarships.  As  directors  of  departments  of  research,  men  of 
broad  training  and  culture  are  required;  those  who,  through  copious 
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fertility  of  ideas,  are  always  ready  to  direct  the  scientific  pioneer 
along  lines  that  are  most  likely  to  lead  to  valuable  discoveries.  In 
the  fields  of  obstetrics  and  gynecology  it  is  our  duty  to  consider  the 
various  possibilities  for  the  future  of  these  branches. 

In  considering  the  arrangement  of  an  ideal  unit  or  units  in  a 
scheme  of  instruction  in  obstetrics  and  gynecology,  we  are  con- 
fronted at  once  with  the  questions  of  the  relation  that  gynecology 
bears  to  general  surgery.  The  development  of  gynecology  as  a 
specialty  originated  dc  novo,  for  it  sprang  neither  from  the  loins 
of  obstetrics  nor  from  those  of  general  surgery,  but,  as  the  obstetric 
art  has  in  recent  years  expanded  along  surgical  lines  and  general 
surgery  of  the  upper  abdomen  has  made  such  splendid  advance,  each 
branch  has  shared  a  desire  to  establish  at  least  a  protectorate  over 
or  a  proprietary  interest  in  the  science  of  gynecology.  Although 
obstetrics  claims  full  maternal  rights  to  gynecology  at  times  it 
appears  rather  in  the  garb  of  a  jealous  stepmother. 

The  problems  to  be  solved  are :  Shall  the  department  of  obstetrics 
and  that  of  gynecology  be  combined  under  one  head?  Shall  these 
branches  continue  as  separate  departments  as  they  do  at  present 
in  several  of  our  most  important  schools?  Or,  finally,  would  it  be 
wise  to  dispose  of  gynecology  by  incorporating  it  within  the  bounda- 
ries of  general  surgery?  In  order  to  ascertain  the  views  of  some  of 
the  leading  instructors  of  this  country  on  these  questions,  a  cir- 
cular letter  was  addressed  a  few  months  ago  to  several,  requesting 
them  to  state  their  views  regarding  the  subject.  Although  the 
opinions  expressed  as  to  the  advisability  of  establishing  a  dual  or 
united  department  of  gynecology  and  obstetrics  were  radically 
divergent,  the  answers  were  unanimously  opposed  to  the  incorpora- 
tion of  gynecology  within  the  department  of  general  surgery, 
this  arrangement  being  regarded  as  inimical  to  the  best  teaching 
and  practice  of  this  special  branch  of  medicine. 

It  is  quite  impossible  to  discuss  the  question,  shall  obstetrics  and 
gynecology  be  united  or  remain  as  separate  departments,  without 
taking  into  account  the  conditions  that  exist  in  many  of  our  better 
schools.  So  long  as  a  professor  of  obstetrics  and  gynecology  at- 
tempts to  engage  actively  in  the  practice  of  these  two  branches,  just 
so  long  will  both  branches  continue  to  suffer,  for  it  is  physically 
impossible  for  any  one  to  undertake  so  heavy  a  task  successfully.  A 
full-time  director  of  such  a  department  is  one  thing  and  an  active 
practitioner  in  both  departments  is  quite  another. 

One  of  the  first  and  most  essential  duties  of  a  professor  in  a  un- 
iversity is  the  teaching  of  his  branch.     In  judging  of  the  fitness  of  a 
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candidate  for  a  head  professorship,  the  following  questions  must 
be  answered:  (i)  Is  the  candidate  a  good  teacher?  (2)  Has  he  been 
an  assiduous  research  worker?  (3)  Is  he  likely  to  continue  as  an 
active  investigator? 

In  the  United  States,  in  former  years,  all  too  often  political  or 
social  influences  having  no  bearing  on  these  questions,  were  deciding 
factors  in  making  appointments.  This  serious  state  of  affairs  arose 
from  the  fact  that  all  our  schools,  even  those  of  the  first  rank,  were 
until  quite  recently  solely  of  the  proprietary  type.  Under  this 
system,  professorships  were  multiplied  ad  infinitum  to  meet  urgent 
financial  or  political  exigencies.  The  fact  that  some  of  the  foreign 
medical  schools  have  excelled  in  research  and  scientific  work  is  due 
to  the  care  observed  in  the  selection  of  the  heads  of  the  various 
departments. 

In  the  practical  application  of  the  principles  governing  the  obstet- 
ric and  gynecologic  art  the  leading  American  exponents  have 
excelled.  In  America  in  a  few  State  institutions  that  are  fostered  by 
their  respective  commonwealths  and  in  well-endowed  institutions 
independent  of  State  aid,  the  tendency  of  late  has  been  to  limit  the 
number  of  professorships,  the  aim  being  to  strengthen  a  given 
department  by  grouping  within  its  domain  one  or  more  allied  spe- 
cialties, and  creating  one  head  to  be  held  solely  responsible  for  the 
proper  scholastic  maintenance  and  advancement  of  the  department. 
With  a  liberal  endowment  of  a  Women's  Department  and  a  strict 
limitation  of  professional  activities  to  intramural  duties,  the  head  of 
a  department  combining  obstetrics  and  gynecology  may  unite  the 
instruction  in  these  two  branches  These  are,  however,  fundamental 
requisites,  without  which  such  a  combination  as  this  would  be  quite 
impossible.  For  the  chief  of  such  a  department  to  attempt  to  engage 
in  private  practice  or  to  assume  responsibilities  in  other  hospitals, 
would  dissipate  the  energies  of  the  most  capable  man  so  seriously  as 
to  hamper  hopelessly  his  teaching  capacity.  When  the  seductive 
lure  of  a  lucrative  income  from  extramural  practice  is  yielded  to,  the 
fervor  for  research  work  gradually  abates. 

In  no  branch  of  medicine  is  the  criticism  here  set  down  more  per- 
tinent than  it  is  in  the  departments  of  obstetrics  and  gynecology. 
To  obtain  the  best  results,  each  must  ultimately  come  under  stricter 
limitations  so  far  as  the  diversions  of  extramural  practice  are  con- 
cerned. With  a  liberally  endowed  department  it  may  be  feasible  to 
merge  both  branches  into  one  department. 

Nevertheless,  even  under  these  ideal  conditions,  the  head  of  the 
department  will  usually  be  inclined   to   lean  toward  one  or  the 
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other  branch,  and  from  observations  made  at  home  and  abroad 
the  tendency  will,  we  believe,  be  to  incline  more  frequently  toward 
gynecology.  This  specialty  has  apparently  the  greater  attraction,  for 
it  possesses  the  advantage  that  it  may  accommodate  itself  to  the  pro- 
fessor's time;  it  is  also  more  interesting,  less  fatiguing  and  more 
lucrative,  and  consequently  the  routine  exactions  of  the  Obstetric 
Division  will  usually  be  delegated  to  subordinates.  It  has  been  a 
matter  of  common  observation  in  the  German  "  Frauenklinik,"  that 
the  head  of  the  department  rarely  appears  in  the  obstetric  ward 
unless  a  major  obstetric  operation  is  to  be  undertaken,  one  that  too 
often  appeals  to  his  dramatic  rather  than  to  his  scientific  instincts. 
Indeed,  just  before  this  war  began,  one  of  the  leading  professors  in 
Germany  asserted  that  it  was  almost  impossible  to  find  a  first-class 
obstetrician  in  any  of  the  German  universities.  Even  the  Teutonic 
professors  were  not  blind  to  the  lure  of  a  liberal  compensation,  as 
witnessed  by  the  commercial  advertisement  of  "twilight  sleep"  and 
the  x-ray  treatment  of  myomata. 

In  a  hospital  without  any  scholastic  function,  erected  solely  for  the 
care  of  the  sick,  and  where  the  greatest  economy  must  be  practised, 
departments  are  arranged  to  meet  the  convenience  of  the  Board  of 
Trustees.  The  function  of  the  University  Hospital,  however,  is  to 
furnish  the  highest  grade  of  instruction  and  to  lead  in  scientific  inves- 
tigation. It  is  a  natural  corollary  that,.in  the  pursuit  of  these  ideals, 
the  patients  within  the  walls  of  such  a  hospital  will  receive  the 
most  skilful  treatment.  If,  therefore,  funds  are  available  for  the 
endowment,  as  a  separate  unit,  of  any  of  the  special  branches,  such  as 
that  of  orthopedics,  ophthalmology,  genitourinary  diseases,  or  gyne- 
cology, with  an  independent  directing  head,  the  method  is  not  only 
feasible,  but  highly  desirable,  for  in  such  a  department  focalized 
energy  will  result  in  a  much  more  refined  and  abundant  product  than 
is  likely  to  be  elaborated  in  a  larger  or  much  more  widely  inclusive 
division.  The  work  of  any  department  of  an  institution  will  always 
be  gauged  by  the  capacity  of  the  director. 

The  masterful  type  of  man  may,  through  the  inspiration  he 
arouses,  set  into  action  the  most  comprehensive  and  far-reaching 
energies.  Such  a  dominating  individual  can  successfully  guide  a 
department  consisting  of  an  infinite  number  of  units.  These 
supermen  are,  however,  rare,  and  consequently,  when  funds  are 
available  for  the  equipment  and  maintenance  of  any  one  of  the 
special  departments  of  a  teaching  hospital,  there  are  many  exceUent 
reasons  for  such  an  investment.  With  a  clearer  definition  of  the 
duties  of  the  heads  of  the  departments,  it  is  much  easier  to  make  an 
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inventory  of  these  separate  units  than  it  is  when  they  are  combined 
in  larger  numbers  under  one  directorate. 

In  departments  of  obstetrics  and  gynecology  as  at  present  con- 
stituted, having  a  small  staff  with  many  duties  to  perform,  too  fre- 
quently the  instruction  in  so  important  a  subject  as  the  care  of  the 
young  infant  in  health  and  in  disease  is  neglected  or  but  superficially 
taught.  In  many  of  the  institutions  in  this  and  in  foreign  countries 
this  part  of  obstetric  teaching  is  either  greatly  neglected  or  entirely 
inadequate.  If,  in  addition  to  his  other  duties,  the  head  of  an  ob- 
stetric department  takes  up  in  a  comprehensive  manner  the  many- 
sided  phases  of  normal  and  pathologic  childbearing  and  the  infinite 
number  of  problems  regarding  the  care  of  the  infant  yet  to  be  solved, 
the  various  phases  of  prenatal  investigation,  sociologic  problems, 
etc.,  he  will  find  his  time  fully  occupied. 

In  this  country  medical  schools  are  maintained  chiefly  by  private 
endowment  Conditions  are,  therefore,  radically  different  from 
government-fostered  universities,  and  are  likely  to  continue  to  be  so 
for  another  generation  at  least.  This  element,  therefore,  introduces 
a  factor  that  cannot  be  ignored.  Not  infrequently  bequests  are 
secured  through  the  influence  of  a  member  of  a  faculty  and  the  donor 
desires  to  follow  his  friend's  suggestion  as  to  the  disposal  of  the  gift. 
Thus  it  is  quite  possible  that  in  some  institutions  an  endowment 
might  be  available  for  the  creation  of  a  department  of  gynecology, 
or  of  gynecology  and  abdominal  surgery.  These  surgical  specialties 
may  very  properly  be  taught  together  and  a  splendid  unit  could  be 
built  up  along  these  lines.  It  would  thus  be  feasible  to  give  instruc- 
tion in  the  most  comprehensive  way  regarding  all  the  surgical 
diseases  of  the  abdomen  in  women. 

This  method  would  not  necessarily  deprive  the  obstetric  depart- 
ment of  those  pathologic  conditions  that  are  properly  dependent  on 
the  child-bearing  process  for  their  etiology,  nor,  on  the  other  hand, 
would  it  prove  in  any  sense  a  disadvantage  to  a  general  surgical 
department,  for  the  head  of  the  special  department  to  give  a  system- 
atic course  in  gynecology,  taking  up  the  teaching  of  the  remainder 
of  abdominal  surgery  in  women  merely  as  a  clinical  adjunct.  It  is 
quite  impossible  to  establish  such  clearly  defined  boundaries  for 
obstetrics,  gynecology,  or  abdominal  surgery  as  to  permit  of  a  sharp 
differentiation  between  the  diseases  belonging  to  each  division,  so 
that  they  may  be  referred  to  a  given  department  with  the  same  pre- 
cision with  which  sectional  mail  is  dropped  into  its  respective 
pouches. 

From  the  summary  of  these  views  it  is  quite  evident  that,  as  yet, 
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the  concensus  of  opinion  is  by  no  means  sufficiently  marked  to 
enable  us  to  formulate  a  fixed  principle  for  guidance  in  the  establish- 
ment of  these  departments.  In  one  school  it  may  seem  best  to 
consolidate  the  departments,  whereas  in  another  the  dual  system 
may  prove  most  advantageous.  The  question  of  endowment  plays 
so  important  a  role  in  deciding  this  point  that  each  school  must  be 
guided  more  or  less  by  the  financial  conditions  that  exist  in  that 
particular  institution.  Certainly  the  creation  of  many  separate 
teaching  units  in  any  of  the  special  branches  in  medicine,  provided 
there  is  an  adequate  endowment,  can  work  no  evil,  but  rather,  by 
effecting  a  concentration  of  energies,  splendid  practical  results  may 
be  achieved  and  valuable  additions  to  the  scientific  advancement  of 
the  subject  be  made. 

America  need  turn  to  no  other  country  to  secure  the  best  plans  for 
conducting  departments  of  universities  or  hospitals.  There  has 
been  much  discussion  in  this  country  as  to  full-time  professorships 
in  the  practical  branches,  with  all  the  higher  assistants  working  on 
the  same  basis.  This  plan  is  being  tried  out  in  the  Johns  Hopkins 
Medical  School.  A  modification  of  this  plan — and  I  believe  a 
preferable  one — is  that  in  effect  in  the  Peter  Bent  Brigham  Hospital. 
It  would  seem  wise  to  place  the  assistants  in  a  department  upon  full 
time  at  good  salaries  with  annual  reappointments,  their  tenure  of 
office  depending  upon  productiveness  and  efficiency.  Such  men,  in 
their  younger  years,  should  they  be  released  from  service  through 
failure  in  stable  growth,  will  in  no  way  be  handicapped,  but,  on  the 
contrary,  would  be  well  trained  for  their  duties  as  practitioners. 
By  such  a  plan  those  who  prove  worthy  of  continuance  in  office 
could  be  kept  on  from  year  to  year,  and  the  scientific  output  of  a 
department  would  thus  grow  better,  both  in  continuity  of  thought 
and  in  fertility  of  problems.  Such  men  would  then  be  in  line  for  a 
full  directorship.  In  the  Peter  Bent  Brigham  Hospital  the  salary  of 
the  chief  of  a  department  is  a  modest  one,  but  he  is  given  the  fullest 
freedom  of  action  so  far  as  his  conduct  of  consultation  practice  is 
concerned,  provided  this  is  maintained  intramurally  and  without 
infringement  on  his  scholastic  duties.  A  director  immersed  in  the 
urgent  duties  of  teaching  and  the  conduct  of  practical  ward  work 
rarely  has  much  individual  time  to  devote  to  actual  research  work, 
regardless  of  whether  all  or  only  a  part  of  his  time  is  required.  Such 
work  should  receive  the  stimulus  of  his  advice  and  the  benefit  of  his 
suggestions  and  supervision,  but  must  of  necessity  be  carried  out  by 
the  subordinate  staff.  The  splendid  work  of  such  institutions  as  the 
Mayo  Clinic  and  the  James  Buchanan  Brady  Institute  of  Urology 
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demonstrates  most  brilliantly  the  feasibility  of  occupying  the 
mid-ground  between  the  full-time  directorship  and  the  usual  clinical 
plan  in  vogue  in  the  various  medical  schools  of  this  country.  The 
full-term  professor  and  the  permanent  associate  of  unlimited  tenure 
of  office  with  fixed  salaries  must  be  of  unusual  research  caliber  if 
they  do  not  sooner  or  later  become  fossilized  as  a  result  of  such  a 
protective  university  policy.  Each  department  of  a  university 
hospital  organized  on  the  less  restricted  plan  will,  I  believe,  be  on  a 
much  keener  edge  than  that  of  the  latter  type.  A  close  organiza- 
tion leading  up  to  one  director  makes  it  always  possible  for  a  Board 
of  Trustees  to  effect  a  speedy  inventory  of  departmental  activities 
and  deficiencies.  Under  this  plan  an  indolent  associate — one  who 
lags  in  his  work,  may  be  dropped  without  hesitation. 

Our  great  fault  in  this  country  is  not  that  we  do  not  train  our 
practitioners  properly — for  in  this  I  believe  we  excel — but  that  we 
do  not  produce  the  most  efficient  teachers  and  investigators.  In 
order,  therefore,  to  effect  a  better  growth  than  now  exists,  we  must 
dig  at  the  root  of  this  evil.  Movements  are  on  foot  to  bring  up  all 
branches  of  industrial  and  scientific  life  in  America  to  a  full  standard 
of  self-maintenance,  and  in  looking  to  the  future  we  should  work  with 
a  view  so  adequately  to  equip  our  medical  institutions,  that  never 
again  may  we  be  accused  of  sitting  complacently,  like  Peter  by  the 
fire  and  expect  another  country  to  point  the  way  in  any  branch  of 
scientific  or  practical  medicine. 


THE  BLADDER  OF  WOMEN  AFTER  OPERATION.* 

A  CONSIDERATION  OF  POSTOPERATIVE  BLADDER  DISTURBANCES,   WITH 

SPECIAL   REGARD   TO   TREATMENT,   BASED   UPON  A   STUDY   OF 

THIS    SUBJECT   IN   THE   CARE   OF   465   CASES    OPERATED 

WITHIN   THE   LAST   EIGHTEEN   MONTHS. f 

BY 

ARTHUR  H.  CURTIS,  M.  D., 

Chicago,  111. 

Introduction. — Two  years  ago  the  writer  reported  a  study  of  the 
part  played  by  stasis  of  vesical  urine  in  the  etiology  of  urinary  tract 
infections  (1).  Certain  evidence  obtained,  together  with  some  of  the 
deductions  drawn  at  that  time,  is  herewith  repeated  because  of 

*  Read  at  the  Forty-third  Annual  Meeting  of  the  American  Gynecological 
Society,  Philadelphia,  May  16,  1918. 

t  From  the  laboratory  department  and  gynecologic  service  of  St.  Luke's 
Hospital. 
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direct  bearing  on  the  work  at  hand,  and  may  be  summarized  as 
follows : 

Both  in  disease  and  in  experimental  work,  when  virulent  bacteria 
pass  through  the  normal  bladder,  they  tend  not  to  infect  the  mucous 
membrane.  Similarly,  when  catheterization  is  performed  for  con- 
ditions other  than  relief  of  retained  urine,  subsequent  infection  is  a 
rarity.  On  the  contrary,  cystitis  which  develops  after  catheteriza- 
tion to  relieve  a  distended  bladder  occurs  despite  the  utmost  care. 


INCIDENCE  OF   CATHETERIZATION  AFTER  465  ABDOMINAL  AND 
VAGINAL  OPERATIONS. 
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Based  on  these  facts  it  was  concluded  that  retention  of  urine  is  the 
most  important  factor  in  the  development  of  cystitis  after  operation; 
it  was  further  decided  that  "cystitis  seldom  results  from  cleanly  and 
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careful  catheterization  of  a  healthy,  physiologically  normal  bladder." 
It  appears  highly  probable  that  postoperative  and  postpartum 
accumulations  of  residual  urine  not  only  invite  cystitis,  but  also 
greatly  increase  the  dangers  of  kidney  infection;  emphasis  was  there- 
fore placed  upon  greater  watchfulness  of  the  mechanics  of  drainage  of 
the  urinary  tract. 

Material. — The  work  now  reported  (see  chart)  embraces  a  further 
study  of  this  subject,  which  would  still  be  in  progress  if  military 
duties  did  not  interfere. 

Of  465  operations  performed  either  by  Dr.  Watkins  or  myself,  213 
were  abdominal,  188  vaginal,  and  64  were  combined  abdomino- 
vaginal cases.  Patients  operated  for  urinary  tract  infections  and 
fistulae  are  not  included. 

technic  of  treatment. 

So-called  "catheter  cystitis,"  a  misnomer  applied  to  all  kidney- 
bladder  infections  acquired  during  convalescence  after  operation,  has 
presented  a  most  disagreeable  problem. 

In  an  operative  experience  concerned  exclusively  with  abdominal 
and  pelvic  surgery,  of  which  the  greater  part  has  been  limited  to  pel- 
vic conditions,  we  have  a  larger  proportion  of  surgery  involving  the 
bladder  than  is  the  case  with  most  men  who  are  engaged  in  this  field 
of  work.  This  may  have  served  to  emphasize  to  us  that  no  small 
number  of  patients  return  complaining  of  "bladder  trouble,"  after 
otherwise  satisfactory  convalescence;  such  complaints  played  no 
small  part  in  stimulating  investigation  of  these  cases,  and  led  to  the 
treatment  which  has  now  been  employed  for  a  period  of  over  two 
years. 

Catheterization.- — Those  patients  who  complain  of  distress  are 
catheterized.  It  is  planned  never  to  permit  suffering  from  disten- 
tion. Since  discovery  of  the  frequency  of  residual  urine  after 
operation,  not  only  when  micturition  is  difficult,  but  also  when  the 
power  to  void  is  apparently  normal,  every  patient  who  cannot 
thoroughly  empty  the  bladder  has  been  catheterized  frequently 
enough  to  prevent  two  occurrences — firstly,  overdistention  with 
resultant  decreased  emptying  power;  secondly,  infection  from  urine 
left  stagnant  in  the  bladder.  It  is  admittedly  desirable  to  dispense 
with  the  catheter;  but  a  catheter  is  passed  without  hesitation  or  fear 
when  needed.  In  doubtful  cases,  catheterization  is  considered  more 
desirable  than  a  possible  stasis  of  urine. 

Catheters  are  held  in  readiness  after  preparation  by  dry-steriliza- 
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tion  or  by  boiling  for  fifteen  minutes.  The  region  of  the  urethra, 
with  especial  attention  to  the  meatus,  is  cleansed  with  i  :  5000  bichlor- 
ide solution.  The  hands  do  not  touch  the  catheter  within  \x/i  inches 
of  the  end  to  be  inserted.  When  the  bladder  has  become  empty,  15 
c.c.  of  }/%  per  cent,  silver  nitrate  is  instilled. 

Test  for  Residual  Urine. — Any  patient  who  has  been  catheterized 
many  times,  or  even  occasionally  over  a  period  of  several  days,  and 
who  resumes  the  power  to  void  in  an  apparently  normal  manner,  is 
observed  most  carefully  for  evidence  of  residual  urine.  Every  such 
patient  is  catheterized  once  each  day  immediately  after  urination; 
this  test  is  repeated  daily  until  not  more  than  20  c.c.  of  urine  is 
obtained. 

Medication  and  Diet. — Catheterized  patients  receive  hexamethyl- 
amine  in  amount  sufficient  to  maintain  a  positive  formalin  test. 
In  the  presence  of  alkaline  urine,  acid  sodium  phosphate  is  also 
administered.  Those  who  show  idiosyncrasy  to  hexamethylamine, 
or  whose  urine  yields  no  formalin,  are  treated  exclusively  with 
alkalies. 

In  the  presence  of  urinary  tract  infection,  a  fairly  liberal  special 
diet  is  ordered.  Meats  are  permitted  but  twice  weekly.  Season- 
ings of  all  sorts  are  forbidden,  salt  excepted.  Sugar,  sweets  and  pas- 
try are  limited  to  a  small  amount. 

STUDY    OF    CASES. 

I.  Abdominal  Operation,  213  cases,  (a)  Not  Catheterized. — One 
hundred  and  thirty-five  were  not  catheterized  and  possessed  normal 
bladder  function.  Four  of  these,  with  operative  manipulation  ol  the 
bladder,  include  three  with  complete  hysterectomy  and  one  with 
advancement  of  the  bladder  on  the  fundus. 

(jb)  Catheterized,  78. — Eleven  of  this  group  had  extrapelvic  opera- 
tion. In  this  small  list  of  patients  catheterized  after  abdominal 
operations  for  lesions  other  than  those  of  the  pelvic  organs,  only  one 
with  normal  postoperative  course  required  repeated  catheterization. 
None  revealed  evidence  of  cystitis  at  a  later  date. 

Sixty-seven  were  catheterized  after  abdominal  operation  for  pel- 
vic lesions.  Only  four  of  this  number  were  subjected  to  operation 
on  the  bladder;  all  of  these  soon  resumed  the  power  of  voiding  nor- 
mally and  made  a  good  recovery. 

There  remain  sixty-three  catheterized  patients,  none  of  whom  had 
the  bladder  disturbed  at  operation;  twenty-five  were  catheterized 
once;  eleven  were  catheterized  twice;  six  were  catheterized  three 
times;  twenty-one  were  catheterized  many  times. 

The  twenty-one  cases  catheterized  many  times  are  most  instruct- 
ive. Almost  without  exception  these  patients,  after  reestablishment  of 
spontaneous  micturition,  yielded  residual  urine  when  tested.  It  was 
noted  that,  as  a  rule,  residual  urine  decreased  in  amount  almost  daily, 
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with  return  to  normal  within  a  week.  Some  of  these  twenty-one 
patients,  unfortunately  not  so  closely  observed,  were  not  examined  for 
residual  urine.  In  such  cases  pus  usually  appeared  in  the  urine, 
attended  by  symptoms  of  cystitis.  77  would  seem  thai  no  course 
of  procedure  is  more  pernicious  than  that  of  regular  use  of  the  catheter 
over  many  days,  followed  by  abrupt  cessation  of  all  catheterization,  on 
the  assumption  that,  as  soon  as  the  patient  begins  to  void,  the  power  of 
thorough  evacuation  has  returned.  As  a  matter  of  fact,  almost  all  such 
patients  leave  a  residue  in  the  bladder.  An  illustrative  instance  is 
afforded  by  a  patient  who,  after  supravaginal  hysterectomy  and 
appendectomy,  was  catheterized  for  six  days,  then  began  to  pass 
urine  spontaneously.  At  noon  150  c.c.  were  voided,  followed  by  150 
c.c.  at  4  v.  m.  ;  at  the  end  of  another  four-hour  interval  660  c.c. 
were  obtained  by  catheter.  On  the  following  day  urine  was  spon- 
taneously voided  three  times;  after  the  third  micturition  240  c.c. 
were  obtained  by  catheter.  Another,  after  supravaginal  hysterec- 
tomy and  removal  of  the  right  tube  and  ovary,  was  catheterized  nine 
times  for  postoperative  retention.  Catheterization  was  then  discon- 
tinued because  the  patient  began  to  void.  Three  days  later,  a  test 
for  residual  urine  showed  90  c.c.  stagnant  in  the  bladder.  This 
evidence  emphasizes  the  desirability  of  residual  urine  tests  for  all 
cases  which  have  been  subjected  to  repeated  catheterization. 

II.  Vaginal  Operation,  188  cases,  (a)  Xot  Catheterized,  138. — All 
had  apparently  normal  bladder  function  in  convalescence.  Opera- 
tion involved  the  bladder  of  20;  seven  of  these  underwent  inter- 
position operation  for  prolapse  or  cystocele  and  thirteen  had  the 
advancement  operation  of  Goffe. 

(b)  Catheterized,  50. — It  was  found  unnecessary  to  catheterize  more 
than  once  or  twice  any  of  this  group  in  which  the  bladder  was  left 
unmolested;  all  such  cases  (14  in  number)  recovered  without  vesical 
disturbance. 

Cases  Catheterized  after  Vaginal  Operation  Involving  the  Bladder. — 
To  avoid  tiresome  enumeration  of  figures  I  will  summarize  evidence 
obtained  from  a  study  of  these  thirty-six  cases.  It  was  found  that 
nearly  two-thirds  were  relieved  by  passage  of  the  catheter  not  more 
than  a  few  times  and  suffered  no  ill  effects  in  the  form  of  vesical 
irritability  or  infection.     The  remainder  were  less  fortunate. 

Of  all  this  group,  transposition  cases,  either  for  cystocele  or  pro- 
lapse, were  subject  to  most  trouble;  as  would  be  surmised,  the  more 
difficult  the  operation  the  greater  was  the  tendency  to  vesical  com- 
plications. Excision  of  the  anterior  portion  of  the  uterus  for  plastic 
purposes  showed  particular  tendency  to  be  followed  by  bladder 
difficulties;  this  was  especially  true  in  convalescence  complicated  by 
an  exudate.  On  the  contrary,  removal  of  the  fundus,  if  feasible 
without  undue  trauma  or  bleeding,  seemed  not  to  materially  interfere 
with  the  bladder  function.  After  the  advancement  operation  (i.e., 
separation  of  the  bladder  from  the  uterus  without  invasion  of  the 
peritoneal  cavity,  followed  by  suture  of  the  vaginal  flaps  to  the  cer- 
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vix,  thus  closing  the  hernial  opening),  trouble  was  encountered  very 
much  less  often. 

Vaginal  hysterectomy  was  followed  by  accumulation  of  some  re- 
sidual urine.  With  careful  anchoring  of  the  supports  and  due  atten- 
tion to  a  proper  position  of  the  bladder,  function  became  normal  after 
a  few  days  of  treatment. 

III.  Abdominal  and  Vaginal  Operation. — These  sixty-four  cases, 
subjected  to  double  operation  and  consequently  anesthetized  for  a 
longer  period  of  time,  serve  to  emphasize  those  points  already 
discussed. 

Of  thirty-four  patients  not  catheterized,  twelve  had  bladder  opera- 
tions; these  were  mostly  "advancement"  cases.  The  thirty  cathe- 
terized patients  include  fifteen  operations  in  which  the  bladder  was 
involved. 

A  feature  of  influence  in  the  choice  of  operative  procedure  is  intro- 
duced in  certain  of  these  double  operation  cases.  Abdominally 
performed  supravaginal  hysterectomy,  followed  by  vaginal  trans- 
position operation,  predisposes  to  the  occurrence  of  residual  urine. 
The  amount  is  often  not  great,  in  fact  usually  not  over  50  to  100  c.c, 
but,  if  left  in  the  bladder,  this  residue  becomes  turbid  from  contamina- 
tion and  is  a  potent  factor  in  the  production  of  vesical  infection.  A 
like  operation,  performed  entirely  by  the  vaginal  route,  less  often 
leads  to  troublesome  retention  in  convalescence.  The  explanation 
for  less  perfect  bladder  function  when  the  fundus  has  been  ampu- 
tated by  the  abdominal  route,  appears  to  lie  in  the  greater  shock  of 
abdominal  operation  combined  with  sensitiveness  of  the  incision, 
both  of  which  factors  interfere  with  good  function  of  the  accessory 
muscles  employed  in  micturition. 

COMMENT. 

A  comparison  of  the  vesical  conditions  formerly  observed  after 
operation,  in  contrast  with  those  at  present  secured,  is  highly 
significant. 

In  previous  years  we  tried,  at  times,  to  completely  dispense  with 
the  catheter,  or  catheterized  only  when  overdistention  made  it 
imperative ;  at  other  times  the  catheter  was  used  regularly  whenever 
the  patients  complained  of  distress,  but  only  at  such  times.  The 
possibility  of  residual  urine  after  reestablishment  of  urination  was 
never  given  serious  consideration.  With  these  methods  of  treatment 
we  were  between  fires;  such  dangers  of  infection  as  the  catheter 
brings  were  present  and,  on  the  other  hand,  regular  and  complete 
drainage  of  the  bladder  was  not  secured.  As  would  be  anticipated, 
every  patient  who  did  not  possess  normal  bladder  function  after 
operation  was  a  source  of  anxiety  and  many  returned  with  urinary 
tract  infection  and  distress. 

The  465  cases  now  reported  have  been  studied,  at  the  time  of  their 
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stay  in  the  hospital,  with  the  special  object  of  combating  the  tend- 
ency to  postoperative  bladder  complications. 

Of  the  entire  series,  only  one  patient  developed  more  than  a 
transitory  irritation  of  the  urinary  tract.  Those  who  have  received 
the  prescribed  treatment,  with  proper  attention  to  the  principles 
involved,  have  all  recovered  in  most  satisfactory  manner.  Some 
have  revealed  bacteria  and  temporary  increase  in  the  number  of 
leukocytes  in  the  urine,  but  return  to  normal  has  been  prompt 
and  permanent. 

Certain  difficulties  have  been  encountered.  Nurses  are  so  im- 
pressed with  the  fear  of  catheter  infection  that  they  often  permit 
overdistention  of  the  bladder,  despite  explicit  orders  to  the  contrary. 
Again,  in  cases  which  have  begun  to  void  spontaneously  after  a  long 
period  of  catheterization,  it  seems  well  nigh  impossible  to  enforce 
the  rule  to  test  for  residual  urine;  some  of  these  cases  are  overlooked 
in  our  daily  rounds,  until  symptoms  call  this  neglect  to  our  attention. 
The  results  thus  far  have  been  temporary  infection  and  distress,  with 
rapid  relief  under  proper  routine.  The  above-mentioned  one  patient 
in  whom  the  outcome  was  unsatisfactory,  is  of  this  group.  In  her 
case  there  was  neglected  residual  urine  with  the  development  of 
cystitis  and  ascending  bilateral  colon-bacillus  kidney  infection. 

In  a  survey  of  the  literature  after  completion  of  the  above  subject 
matter,  I  find  that  Taussig(2),  in  1915,  arrived  at  conclusions  in 
many  respects  similar  to  mine.  He  says,  "The  danger  of  infection 
lies  less  in  the  technic  or  frequency  of  catheterization  than  in  the 
presence  of  urine  stagnation  in  the  bladder."  And,  again,  ''Some 
of  my  most  serious  infections  occurred  in  women  in  whom  I  had 
ceased  prophylactic  measures  as  soon  as  they  began  to  void 
spontaneously.*' 

More  than  passing  respect  should  be  paid  to  the  keenness  of 
Dudley's  observation.  Many  years  ago,  in  his  text-book(3),  in 
speaking  of  catheterization  as  a  cause  of  cystitis  after  operation, 
he  said.  "A  much  more  insidious  and  less  obvious  cause  is  failure 
of  the  patient  completely  to  empty  the  bladder  on  urination  and 
the  consequent  retention  of  decomposing  residual  urine  which  may 
set  up  cystitis." 

Residual  Urine  in  Nonoperated  Cases. — In  so  far  as  can  be  dis- 
covered, no  one  has  called  attention  to  the  part  played  by  habit 
in  the  causation  of  residual  urine.  Over  a  year  ago  I  had  a  patient 
who  had  for  years  neglected  to  void  more  than  once  or  twice  in 
twenty-four  hours,  solely  due  to  stress  of  household  duties.  She 
developed  inability  to  thoroughly  empty  the  bladder,  followed  by 
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accumulation  of  highly  offensive  residual  urine.  Through  frequent 
use  of  the  catheter  after  urination,  combined  with  other  measures  of 
lesser  importance,  the  residue  was  gradually  reduced  until  normal 
function  returned  at  the  end  of  six  weeks. 

In  the  case  of  a  tabetic  bladder  (male)  I  have  but  recently  com- 
pleted a  similar  course  of  re-education.  This  required  a  period  of 
one  month.  It  would  appear  probable  that  a  large  proportion  of 
tabetics  with  distress  caused  by  residual  urine  can  be  entirely  and 
permanently  relieved  of  their  bladder  symptoms. 

Recent  experiments  by  David (4)  support  a  belief,  expressed  by  me 
two  years  ago(5),  in  explanation  of  the  etiology  of  pregnancy  pyelitis. 
David  claims  to  demonstrate  that  cystitis  does  not  lead  to  kidney 
infection  if  the  bladder  empties  normally;  with  partial  obstruction  of 
the  bladder  he  finds  that  the  infection  ascends  to  the  kidney.  This 
is  in  agreement  with  my  observation  that,  in  pyelitis  of  pregnancy, 
a  collection  of  residual  bladder  urine  is  usual.  I  would  again  suggest 
that  retention  of  vesical  urine  is  a  factor  of  the  utmost  significance 
in  the  etiology  of  pyelitis,  especially  the  pyelitis  of  pregnancy. 

SUMMARY. 

A  study  devoted  to  postoperative  care  of  the  urinary  bladder  has 
been  made  throughout  the  period  of  convalescence  of  465  patients. 

Stasis  of  urine  is  believed  to  be  the  chief  cause  of  bladder  troubles 
after  operation;  treatment  has  therefore  been  based  upon  avoidance 
of  urine  stagnation.  The  result  has  been  that  postoperative  urinary 
tract  infections  have  disappeared  from  our  service  since  institution 
of  this  principle  in  treatment. 

There  are  many  cases  of  functional  inability  to  completely  empty 
the  bladder.  This  is  notably  true  of  the  bladder  of  pregnancy. 
Through  judicious  catheterization,  immediately  after  urination, 
it  is  believed  that  these  patients  can  often  be  saved  from  the  dangers 
of  pyelitis  of  pregnancy.  A  similar  treatment  of  the  failing  bladder 
of  tabes,  at  a  time  when  moderate  function  still  remains,  promises 
much  help  if  combined  with  intensive  antisyphilitic  therapy. 
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THE    MOST     EFFECTIVE     METHODS    OF    CONTROL   OF 
VENEREAL  DISEASES.* 

BY 
J.  MONTGOMERY  BALDY,  M.  D., 

Philadelphia,  Pa. 

It  seems  hardly  possible  that  an  imminent  menace  should  be 
able  to  so  permeate  a  people  as  to  endanger  the  very  vitality  of  the 
race  and  that  not  only  its  progress  should  be  ignored  but  that  a 
proper  consideration  of  the  matter  should  be  practically  suppressed 
by  almost  universal  sentiment.  And  yet  such  is  the  case  as  related 
to  the  venereal  diseases.  It  must  be  admitted  frankly  that  we  as 
a  profession  have  slept  at  the  helm  while  half  suspecting  the  truth; 
but  now  that  modern  methods  of  diagnosis  have  opened  our  eyes  to 
the  full  extent  to  which  our  communities  are  infected,  we  can  no 
longer  excuse  ourselves  on  the  score  of  insufficient  knowledge. 
Every  man  of  us  knows  and  must  realize  that  these  diseases  have 
progressed  so  far  as  to  have  reached  the  breaking  point  and  that 
immediate  and  permanent  danger  to  the  vitality  of  our  race  is 
seriously  threatened.  The  time  has  come  for  retrospection  and 
future  plain  speaking;  the  words  "syphilis"  and  "gonorrhea" 
should  be  made  as  common  household  words  as  are  "typhoid  fever" 
and  "diphtheria." 

It  is  fairly  generally  recognized  that  any  and  all  methods  of  control 
which  have  been  used  in  the  past  for  the  suppression  of  these  diseases, 
whether  legislative  or  educational,  have  proven  a  failure.  It  is 
also  fairly  well  recognized  that  there  are  several  definite  reasons 
why  it  is  difficult  to  control  venereal  diseases.  The  desire  for 
"no  publicity"  on  the  part  of  the  victims  most  frequently  drives 
them,  especially  those  of  the  middle  and  lower  classes,  to  the  drug 
store  clerk  and  to  the  quacks.  In  addition  to  this  it  is  well  known 
that  medical  institutions,  with  few  exceptions,  have  placed  the  ban 
upon  these  diseases  and  have  in  the  past  refused  them  admittance 
to  the  hospital  wards  or  private  rooms.  This  attitude  has  been 
due  to  two  principal  reasons,  first,  that  highly  Christian  spirit  of 
the  theologian,  "that  one  having  transgressed  must  take  his  medi- 
cine,"  thereby  totally  forgetting  the  future  innocent  victims,  as 

*  Read  at  the  Forty-third  Annual  Meeting  of  the  American  Gynecological 
Society,  Philadelphia,  May  16-18,  1918. 
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well  as  the  disastrous  effects  upon  human  society  and  the  efficiency 
of  the  citizens  of  the  State,  and,  second,  that  ultra-intelligent  opinion 
of  the  lay-manager  as  to  the  virulent  danger  of  spirochetes  and  gono- 
cocci  flying  through  the  air,  with  the  added  danger  of  entering  even 
into  the  nurses'  quarters.  The  consequence  is  that  sufferers  have 
all  been  driven  into  the  outer  darkness  and  all  methods  of  relief 
have  been  rendered  futile.  Until  the  community  ceases  its 
"holier  than  thou"  attitude  in  this  matter  and  drops  the  assumption 
that  "because  he  has  transgressed,  therefore  he  must  suffer,"  no 
better  results  will  obtain.  From  the  viewpoint  of  the  doctor  at 
least  this  is  not  a  religious  matter  and  the  theologian  should  be 
kept  strictly  out  of  this  part  of  the  field.  He  has  been  in  the  past 
so  thoroughly  negligent  as  regards  his  own  duties  that  as  physicians 
we  should  insist  that  he  keep  his  hands  off  our  side  of  the  issue. 
The  whole  incident  must  come  under  the  control  of  sanitation,  pure 
and  simple,  cold-bloodedly  and  effectively,  and  the  medical  pro- 
fession certainly  is  or  should  be  ready  for  this  stand. 

The  subject  may  be  properly  handled  from  this  viewpoint  and 
this  is  the  only  viewpoint  from  which  I  shall  consider  it;  namely, 
prophylaxis;  education  of  the  victim;  education  of  the  hospitals. 

As  to  prophylaxis:  There  has  been  no  hesitation  whatever, 
primarily,  from  a  social  viewpoint,  and,  secondarily,  from  a  surgical 
viewpoint,  in  teaching  the  public  that  "cleanliness  is  next  to  godli- 
ness, "  and  there  should  no  longer  be  any  hesitation  in  teaching  that 
same  public  that  their  safety  from  venereal  diseases  rests  in  clean- 
liness. I  am  not  going  to  assume  any  such  foolish  proposition  as 
that  the  sexes  will  not  come  together  or  that  they  can  be  kept  apart. 
We,  as  physicians,  know  that  whether  they  come  together  legally  or 
illicitly,  they  are  equally  in  danger  of  these  diseases.  Consequently, 
the  whole  community  should  be  taught  the  truth  in  regard  to  this 
matter  and  prophylaxis  of  venereal  diseases  should  be  shouted  from 
the  housetops  from  henceforth  on  and  every  man  and  every  woman 
should  be  taught  how  to  take  care  of  themselves  in  the  way  of  pre- 
vention following  contact  under  any  suspicious  circumstances. 
This  should  be  taught  in  the  family  to  boys  and  girls  coming  to 
puberty  and  the  information  should  be  emphasized  under  proper 
auspices  and  methods  in  the  schools.  There  should  be  no  time  there- 
after in  the  life  of  any  man  or  woman  in  which  the  physician  should 
fail  to  bring  home,  both  to  the  individual  and  to  groups,  as  the 
occasion  arises,  the  full  importance  of  these  matters.  The  teaching 
of  prophylaxis  is  striking  at  the  root  of  the  whole  matter  and  here 
is  where  the  hardest  blow  should  be  struck. 
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The  fear  of  publicity  after  one  has  fallen  a  victim  has  been  greatly 
emphasized  because  of  the  puritanical  stand  of  sentimentalists. 
The  community  has  been  so  taught  as  to  render  it  folly  for  any 
single  individual  to  attempt  to  face  their  criticism;  hence  the 
natural  desire  for  secrecy.  No  other  result  could  have  been  expected 
from  such  medieval  methods.  This  being  true,  grave  doubt  is 
thrown  upon  the  whole  proposition  of  registration.  I  am  not  fully 
prepared  to  express  an  opinion  finally  on  this  subject,  but  I  am 
strongly  inclined  to  think  that  the  movement  is  premature.  There 
are  too  many  involved  and  the  community  is  too  illy  prepared  to 
deal  with  the  subject  fairly  and  leniently.  The  questions  which 
arise  in  my  mind  which  I  am  unable  to  answer  in  the  affirmative 
are,  have  we  the  right  to  run  the  risk  of  destroying  the  usefulness 
of  the  individual  and  probably  destroy  the  family  and  hold  the  victim 
up  to  the  ridicule  of  his  fellows.  Suffice  it  to  say  that  where 
registration  has  been  tried,  it  has  so  far  proven  a  failure.  It  is  a 
well-recognized  fact  that  no  law  can  be  enforced  which  is  not  ac- 
cepted by  the  majority  of  those  interested;  in  this  case  the  victims 
and  the  doctors.  With  surprising  frequency  one  hears  physicians 
uttering  a  defy  of  such  a  law  and  a  point-blank  refusal  to  obey  its 
dictates.  One  sees  the  victim  refuse  to  go  to  the  doctor  for  treat- 
ment, or  if  he  goes,  goes  under  an  assumed  name.  I  think  there  is 
no  one  but  will  admit  that  if  these  facts  are  true,  then  registration 
is  a  failure  as  far  as  results  are  concerned.  The  point  of  doubt  in 
my  mind  is,  is  not  registration  premature,  even  if  desirable?  Pre- 
mature until  reasonable  methods  have  been  tried;  and  it  is  an  abso- 
lute fact  that  reasonable  methods  have  never  been  tried.  Then 
why  first  jump  to  the  extreme?  Registration  conduces  to  secrecy 
and  I  believe  it  goes  a  long  way  to  perpetuating  that  feature  of 
the  subject  which  we  all  acknowledge  must  be  overcome  in  order 
to  arrive  at  a  successful  issue. 

After  prophylaxis,  the  next  important  step  becomes  that  of  educa- 
tion of  the  victim.  Education  of  the  victim  should  include  a  full 
knowledge  of  the  seriousness  of  the  diseases  to  himself  and  his  own 
future;  to  his  family  and  to  their  future;  to  the  State  and  to  its 
interests.  One  method  of  the  educational  programme  in  which  I 
am  most  deeply  interested  is  that  portion  which  induces  the  victim 
to  leave  the  drug  store  and  the  quack  and  to  resort  for  aid  to  legiti- 
mate sources  of  relief;  physicians  well  qualified  to  treat  these  diseases. 
The  first  step  in  this  direction  must  be  to  secure  the  advantage  of 
numerous  and  safe  foci  for  treatment,  together  with  the  assurance 
of  secrecy.     Patients  go  to  the  drug  stores  and  quacks  because 


baldy:  control  of  venereal  diseases  241 

they  are  everywhere  available  and  because  these  people  do  not 
betray  the  confidence  of  their  clientele,  and  for  the  important  addi- 
tional reason  that  there  is  no  place  else  for  them  to  go  with  which 
they  are  familiar  and  which  is  of  as  easy  availability.  Taking  it  all 
in  all,  it  is  no  exaggeration  to  state  that  hospitals  as  a  rule  discourage 
this  type  of  clientele  and  only  too  frequently  render  their  treatment 
prohibitory  by  various  rules  and  by-laws.  Until  this  feature  of  the 
matter  has  been  overcome,  all  the  education  in  the  world  as  far  as 
the  victim  is  concerned  is  going  to  be  useless.  Efforts  must  be  taken 
in  the  direction  of  educating  boards  of  managers  of  hospitals  that  it 
is  important  to  repeal  any  rules  or  by-laws  of  a  prohibitory  character 
bearing  on  this  subject;  that  their  wards  and  private  rooms  must  be 
as  freely  opened  to  the  use  of  this  class  of  patients  as  they  are  to  the 
use  of  any  other  class  of  patients;  that  no  more  fuss  be  made  over 
their  reception  and  handling  than  is  made  in  the  case  of  any  other 
patients,  and  that  the  advice  of  their  superintendents  to  the  con- 
trary should  be  viewed  by  them  with  suspicion  of  the  superintend- 
ent's competency.  The  Pennsylvania  State  authorities  have  re- 
cently taken  up  the  matter  with  the  hospitals  of  the  State  and  the 
consent  of  practically  all  have  been  obtained  to  permit  the  admission 
of  venereal  diseases  into  their  wards  at  the  request  of  their  staff 
members  and  where  dispensaries  are  connected  with  the  hospital 
service,  special  venereal  clinics  have  been  instituted. 

The  next  step  must  be  in  the  direction  of  bringing  home  to  the 
victim  the  fact  that  the  hospitals  are  ready  and  prepared  to  meet 
their  needs  and  in  this  connection  it  must  be  seen  to  that  informa- 
tion in  regard  to  quacks  is  displaced  from  their  usual  places  of 
advertisement.  All  boards  of  health  should  make  it  prohibitory 
for  all  buildings,  public  or  private,  to  contain  any  advertisement 
whatever  by  individuals  in  their  toilet-rooms  in  regard  to  these 
diseases  and  they  should  further  see  to  it  that  where  in  the  past 
these  advertisements  have  appeared,  they  are  displaced  by  sub- 
stitution of  lists  of  proper  institutions  available  for  treatment, 
together  with  the  assurance  of  secrecy  to  patients  who  will  apply. 
The  mere  elimination  of  the  offensive  personal  advertisements  and 
the  replacing  of  them  by  the  proper  type  of  information  will  not  be 
sufficient,  unless  these  same  public  authorities  see  to  it  that  there 
be  no  relaxation  on  the  part  of  the  proprietors  who  allow  themselves 
to  be  influenced  by  monetary  considerations.  There  should  be  a 
periodic  inspection  of  all  public  toilets  in  any  and  every  community 
and  they  should  be  kept  properly  cleared  of  the  objectionable  ad- 
vertisements referred  to. 
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The  final  step  has  to  do  with  the  medical  profession  itself.  It  is 
thoroughly  well  known  that  the  treatment  of  gonorrhea  and  syphilis 
has  been  only  too  often  perfunctory  and  has  not  infrequently,  by 
the  confidence  engendered  in  the  victim,  been  the  means  of  his  or 
her  remaining  uncured.  The  Department  of  Health  of  New  York 
City  has  assumed  a  very  proper  attitude  in  this  matter  in  its  de- 
mands for  a  standardized  treatment  and  it  would  be  well  for  all 
authorities  to  follow  in  their  steps  in  this  matter.  The  " follow-up" 
becomes  almost  a  necessary  corollary  to  this.  Lastly,  efforts  should 
be  put  forth  to  secure  a  sufficient  number  of  treatment  foci  at  which 
materials  necessary  for  a  proper  and  effective  diagnosis  and  treat- 
ment be  furnished  free  to  any  and  everyone  unable  to  pay  and  no 
questions  asked. 

Past  conduct  has  so  fastened  these  diseases  in  the  community 
that  in  order  to  free  itself  for  its  own  safety,  both  individually  and 
collectively,  the  community  will  be  forced  to  put  its  hands  in  its 
pockets  and  buy  future  immunity.  All  this  may  appear  drastic, 
but  I  am  firmly  convinced  without  its  acceptance  in  toto  and  with- 
out the  loss  of  a  single  connecting  link,  the  situation  may  be  con- 
sidered hopeless. 


WHY  THE  MIDWIFE?* 

BY 
J.  CLIFTON  EDGAR,  M.  D., 

New  York,  X.  Y. 

We  desire  to  record  our  observations  upon  the  midwife  system  in 
the  City  of  New  York  during  the  past  six  and  a  half  years,  or  from 
August  i,  191 1,  at  which  date  the  Bellevue  School  for  Midwives 
began  its  work. 

We  wish  to  preface  our  remarks  with  the  statement  that  we  are 
opposed  to  the  midwife;  opposed  to  any  plan  or  system  by  which  she 
will  be  permanently  retained  and  perpetuated  as  a  practitioner  of 
obstetrics. 

This  was  our  attitude  in  the  past,  this  is  our  position  to-day. 

We  have  no  desire  to  champion  the  cause  of  the  midwife,  but 
merely  to  make  the  best  of  a  deplorable  situation,  to  render  her 
less  dangerous  to  obstetrics. 

In  the  past  we  have  mainly  contented  ourselves  with  repeating 
that  the  midwife  has  no  place  in  modern  obstetrics,  that  she  be 

*  Read  at  the  Forty-third  Annual  Meeting  of  the  American  Gynecological 
Society,  Philadelphia,  Pa.,  May  17,  1018. 


EDGAR:    WHY    THE    MIDWIFE?  243 

eliminated,  and  let  it  go  at  that.  With  notable  exceptions  little  was 
done  to  supervise  or  educate  her,  and  we  almost  entirely  lost  sight  of 
the  development  of  substitute  agencies.  For  the  moment,  and  par- 
ticularly during  this  time  of  war,  the  elimination  of  the  midwife  is 
an  impossibility;  she  is  a  necessary  evil  for  traditional,  social  and 
economic  reasons,  caring,  as  she  does  at  present,  for  some  30  to  40 
per  cent,  of  the  confinements  of  this  country. 

Much  criticism  attended  the  opening  of  the  Bellevue  Midwife 
School  on  August  1,  1911.  It  was  alleged  to  be  a  recognition  of 
the  midwife,  because  attempts  at  her  education  would  assist  in  her 
retention  and  perpetuation  as  a  medical  practitioner. 

In  the  City  of  New  York  in  1901  there  were  31 21  registered  mid- 
wives,  caring  for  40.3  per  cent,  of  all  the  women  confined.  On 
January  1,  1918  there  were  1658  midwives  caring  for  32.5  per  cent, 
of  the  confinements. 

Although  the  number  of  births  has  increased  in  New  York,  from 
103,881  in  1905  to  141,564  in  1917,  the  percentage  of  cases  cared  for 
by  the  midwives  has  fallen  10  per  cent.,  from  42.1  per  cent,  in  1905  to 
32.3  per  cent,  in  1917. 

There  are  two  main  causes  for  this  decline,  namely  the  extension 
of  substitute  measures  to  replace  the  midwife,  as  maternity  hospitals 
and  outdoor  maternity  services,  but  especially  the  increasing  tend- 
ency and  willingness  of  the  foreign-born  woman  to  employ  a  doctor 
who  is  a  man,  and  not  a  midwife  because  she  is  cheaper  and  a  woman. 

War  conditions,  with  the  cessation  of  immigration,  must  be 
reckoned  with  in  this  connection,  for  the  number  of  births  in  the 
City  of  New  York  shows  little  if  any  increase  since  1914 — 140,657 
in  1914  and  141,564  in  1917.  Even  so,  the  midwives  cared  for  5.3 
per  cent,  fewer  cases  in  191 7  than  in  1914 — 37.6  per  cent,  in  1914 
and  32.3  per  cent,  in  1917. 

The  decided  drop  in  the  demand  for  the  midwife's  services  in  New 
York  since  the  European  war  began  in  19 14  without  a  corresponding 
lowering  of  the  number  of  births  would  suggest  that  newly  arriving 
immigrants  are  the  ones  chiefly  employing  the  midwife. 

Hospital  records  bear  out  the  fact  that  foreign-born  women,  after 
their  first  confinement  under  the  care  of  a  midwife,  subsequently 
turn  to  the  maternity  hospital  or  a  physician  for  obstetric  aid. 

After  a  short  residence  in  this  country,  the  foreign-born  woman 
does  not  usually  persist  in  her  employment  of  a  midwife.  Her  ambi- 
tion is  eventually  to  be  in  a  financial  position  enabling  her  to  employ 
the  services  of  a  regular  practitioner. 
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NUMBER  OF  BIRTHS  AXI)  MIDWIVES  IN  THE  CITY  OF  NEW  YORK 
AND   PERCENTAGES  OF  BIRTHS  CARED  FOR  BY  MIDWIVES. 


Year 


Total   no.  Total   no.  Attended  by       Attended  by       Percentage  by 

midwives  births  physicians  midwives  midwives 


1905 

103,881 

60,051 

43,830 

42.1 

1906 

111,772 

63,661 

48,111 

43 

0 

iyo; 

120,722 

68,186 

52,536 

43 

5 

IQOS 

126,862 

71,210 

55,652 

43 

8 

IQOQ 

3J3I 

122,975 

73,359 

49,616 

40 

3 

IQIO 

i,5i5 

121,067 

77.071 

5i,996 

40 

2 

I9II 

1,488 

134,544 

82,788 

5i,756 

38 

4 

1912 

1,325 

135,133 

82,390 

52,743 

39 

2 

I9I3 

1,488 

134,134 

S3,77o 

50,364 

38 

0 

1914 

1,448 

140,647 

87,650 

52,997 

37 

6 

i9!5 

1,409 

141,256 

9i,34i 

49,915 

35 

3i 

1916 

1,798 

137,664 

91^77 

46,487 

32 

7 

1917 

1,656 

141,564 

94,039 

47,525 

32 

3 

During  the  existence  of  the  Bellevue  Midwife  School,  235  midwives 
have  been  graduated,  5125  confinements  have  been  conducted  by 
the  pupils — 1755  in  the  school,  3370  in  the  patients'  homes — with  a 
maternal  mortality  of  0.7.  Three  mothers  only  died  in  the  school 
itself,  a  mortality  of  0.05  per  cent.  Six  others  died  after  being  trans- 
ferred to  Bellevue  for  operation. 

The  5125  cases  cared  for  by  the  midwives  in  the  Midwife  School 
and  the  patients'  homes  are  practically  all  normal  labor  cases,  as  the 
fetal  and  maternal  dystocia,  and  bleeding  cases,  severe  toxemia  and 
other  abnormalities  are  sent  to  the  Bellevue  obstetric  service  for 
treatment.  As  far  as  the  handling  of  strictly  normal  labor  cases  by 
the  midwives  goes,  our  results  have  been  excellent.  The  records 
indicate  that  little  septic  infection  has  resulted. 

A  review  of  the  work  in  New  York  for  the  bettering  of  the 
conditions  of  the  midwife  during  the  past  six  years  is  a  source  of 
congratulation. 

So  far  as  the  City  of  New  York  is  concerned,  we  venture  the  state- 
ment that  at  the  present  time,  there  is  no  evidence  to  show  that  the 
midwife  is  the  menace  to  safe  obstetrics,  that  the  traditions  of  the 
past  have  painted  her,  always  with  the  provision  that  she  practices 
none  but  strictly  normal  obstetrics. 

In  our  opinion  this  is  due  to  the  influence  and  better  work  of  the 
graduates  of  the  Bellevue  School  for  Midwives  and  to  the  renewed 
activities  of  the  Health  Department  of  the  City  of  New  York.  The 
influence  of  235  Bellevue  alumnae  is  generally  for  good  among  the 
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existing  1656  midwives.  We  unhesitatingly  affirm  that  an  obstetric 
patient,  normal  or  otherwise,  is  safer  in  the  hands  of  a  graduate 
Bellevue  midwife  than  in  those  of  the  casual  and  indifferent 
practitioner. 

These  midwives  have  been  taught  their  limitations,  not  only  what 
to  do  to  the  best  of  their  ability,  but  what  not  to  do;  when  to  send 
the  patient  to  a  hospital  or  when  to  seek  the  aid  of  a  trained  obste- 
trician in  the  event  of  serious  delay  or  complication. 

The  Bellevue  graduate  is  a  marked  woman  among  the  other  mid- 
wives  and  is  generally  looked  up  to  with  envy  by  her  less  fortunate 
sisters,  although  the  former  occasionally  back-slides  and  falls  by  the 
wayside  into  the  nets  set  for  her  by  the  Department  of  Health.  The 
criminal  abortion  business  in  181 7  was  mainly,  if  not  entirely,  con- 
fined to  a  few  of  the  older  and  nongraduated  midwives,  who  had 
plied  their  trade  for  years  undetected,  and  to  physicians.  There  is 
a  general  uplift  among  the  midwives.  The  graduates  of  the  Bellevue 
School  for  several  years  have  maintained  an  Alumnae  Association 
with  monthly  meetings  at  the  School  and  a  certain  pride  is  taken  in 
belonging  to  the  Association  by  its  individual  members. 

At  the  meetings,  obstetric  matters  and  the  general  conduct  and 
welfare  of  the  midwife  are  discussed,  and  talks  upon  ethical  and 
medical  subjects — matters  pertaining  to  the  work  of  the  midwife — ■ 
have  been  given  during  the  year  by  Doctor  John  W.  Brannon, 
President  of  the  Board  of  Trustees  of  Bellevue,  Doctor  O'Hanlon, 
medical  superintendent  of  Bellevue,  Miss  Agnes  E.  Aikman,  resident 
superintendent  of  the  midwife  school,  and  the  attending  and  resi- 
dent staff.  No  one  can  attend  these  meetings  without  being  im- 
pressed with  the  ambition  of  its  members  to  practice  clean  and  safe 
normal  obstetrics  to  the  best  of  their  ability. 

Whether  it  be  coincidence  or  the  result  of  education  and  super- 
vision, the  fact  cannot  be  contradicted,  that  fewer  obstetric  tragedies 
the  result  of  midwife  obstetrics  now  find  their  way  to  the  obstetric 
wards  of  the  hospitals. 

Not  a  case  of  ruptured  uterus  that  could  be  traced  to  a  midwife 
has  been  admitted  to  our  Bellevue  and  Manhattan  Maternity 
Services  in  over  six  years.  Formerly  a  number  of  such  cases  came 
to  us  each  year.  The  last  five  instances  of  ruptured  uterus  observed 
by  us  in  hospital  practice  were  due  to  rupture  of  the  scar  of  a  pre- 
vious Cesarean  section,  rupture  following  a  ventral  fixation, 
rupture  of  the  scar  following  excision  of  a  tube,  or  to  prolonged  labor 
in  contracted  pelves.  All  of  these  cases  were  under  physicians'  care. 
Not  a  case  of  retained  placenta,  in  which  a  midwife  had  previously 
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administered  ergot,  has  in  recent  years  come  to  our  notice.  For- 
merly they  were  common  enough. 

Recently  a  midwife,  a  Bellevue  alumna,  followed  one  of  her  cases, 
a  persistent  R.  O.  P.  position  to  our  Bellevue  Wards,  in  which  she 
had  actually  made  the  diagnosis  of  the  cause  of  the  delay,  and  re- 
quested the  nearest  Police  Precinct  to  transfer  the  case  by  ambulance 
to  Bellevue.  This  midwife,  moreover,  brought  with  her  a  rough 
history  of  the  course  of  labor,  ungrammatical  to  be  sure  but  never- 
theless interesting. 

On  the  other  hand  some  midwives,  but  not  the  majority,  are  im- 
possible, hopelessly  stupid,  and  should  never  be  allowed  access  to  an 
obstetric  case.  This  is  clearly  indicated  by  the  fact  that  it  becomes 
necessary  to  drop  35  percent,  of  the  pupil  midwives  of  the  Bellevue 
School,  for  general  incompetency,  early  in  their  course  of  study. 

REPORT  OF  THE  BELLEVUE  MIDWIFE  SCHOOL,  FROM  AUGUST   I,    IOII 
TO   JANUARY    I,    1918. 

Applicants  for  training  are  accepted  from  residents  of  New  York 
City,  between  the  ages  of  twenty-three  and  thirty-five,  who  must  be 
cleanly  in  their  person  and  homes,  and  of  good  moral  character. 
There  are  no  fees  for  instruction;  board  and  lodging  are  also  fur- 
nished free  of  charge.  Applicants  serve  a  probation  period  of  four 
weeks,  after  which  they  are  registered  pupils  if  they  have  shown 
suitable  aptness.  They  must  live  in  the  school  and  pursue  a  six 
months'  course,  during  which  they  are  taught  the  management  of 
normal  confinements,  and  to  recognize  abnormalities.  Instruction 
is  given  by  a  visiting  obstetrician,  the  resident  obstetricians  and 
superintendent.  In  addition,  practical  demonstrations  are  given 
and  bedside  clinics  are  held  daily  in  the  wards  of  the  school. 

During  the  first  two  months,  the  work  includes  the  care  of  the 
mothers  and  babies  in  the  school;  the  second  two  months,  assisting 
at  labors  in  the  hospital  and  in  the  tenement  district,  attending 
clinics,  and  postpartum  calls  on  out-patients  under  the  supervision 
of  a  graduate  nurse.  During  the  last  two  months,  pupils  deliver 
patients,  first  in  the  school  and  then  in  the  district,  under  the  direc- 
tion of  the  resident  obstetricians.  In  conjunction  with  the  school, 
a  prenatal  clinic  is  held  every  afternoon  at  two  o'clock.  At  the 
clinic,  applicants  for  care  during  confinements  are  registered,  short 
histories  are  taken,  urine  is  examined,  physical  and  pelvic  exam- 
inations are  made,  instruction  as  to  hygiene  is  given  to  the  patient, 
probable  date  of  confinement  estimated  and  patients  told  to  return 
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at  definite  intervals.  This  is  an  important  feature  in  the  course 
of  the  pupils,  as  each  is  required  to  serve  a  definite  time  in  the  clinic 
and  make  examination  under  the  direction  of  the  resident  ob- 
stetrician. Pupil  midwives  serve  at  least  ten  hours  daily,  every 
week. 

Each  pupil  midwife  in  the  school  delivers  not  less  than  twenty 
cases,  at  least  two  of  these  must  be  primiparse.  As  a  minimum, 
ioo  confinements  are  witnessed  by  each  pupil.  When  this  course  is 
completed,  a  practical  and  oral  examination  is  given  by  a  visiting 
obstetrician,  and  if  the  candidate  passes  these  successfully,  a  diploma 
is  granted. 

Since  the  establishment  of  the  school  in  August,  191 1,  the 
following  statistics  are  available: 

Number  of  inquiries  or  applications  from  prospective  midwives 1,297 

Number  entered  school 250 

Number  of  pupil  midwives  dropped  from  roster  on  account  of  illness,  in- 
competence, character,  etc 83 

Number  of  pupil  midwives  in  school  at  the  present  time 22 

Number  of  the  graduates  of  the  school: 

1012 25 

1913 22 

1914 40 

1915 63 

1916 38 

1917 jo^ 

Total 235 

NATIONALITY  OF  GRADUATES. 

Italian 64  Danish 2  Lithuanian 4 

German 37  Romanian 1  Armenian 3 

American 36  Slavish 3  Indian 

Hungarian 23  Bohemian 2  Portuguese 

Polish 21  Russian 14  Turk 

Irish 7  Swedish 1  Belgian 

English 6  Finnish 6  Dutch 

Austrian n  Norwegian 3  French 2 

Scotch 5  Swiss 1 

NUMBER  OF  APPLICATION  OF  PATIENTS. 

August,  iqii  to  January,  1912 39 

January,  1912  to  January,  1913 421 

January,  1913  to  January,  1914 1,218 

January,  1914  to  January,  1915 i,35i 

January,  1915  to  January,  1916 1,730 

January,  1916  to  January,  1917 1,642 

January,  1917  to  January,  1918 1,481 

7,882 


2  is 
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NATIONALITY  OF  PATIENTS. 

August,  191 1  to  January,  1918. 

Italian 2062  (37.  5  per  cent.)       German 118(2.1 

American 1465  (26. 1  per  cent.) 

Irish 378    (6 . 8  per  cent.) 

(5.9  per  cent.) 

(3.0  per  cent.) 

(5.7  per  cent.) 

(2  .6  per  cent.) 

(1 . 1  per  cent.) 


Russian 328 

Hungarian 165 

Austrian 309 

Turkish 143 

Polish 61 


per  cent.) 

Greek 87(1.5    percent.) 

Canadian 10 

English 77(i-5    per  cent.) 

Syrian 17(0.3    percent.) 

Scotch 15  (o.  28  per  cent.) 

Spanish 29  (0.5    per  cent.) 

Armenian 44  (o.  78  per  cent.) 


Also  smaller  proportions  of  Roumanians,  Swiss,  Dutch,  Bulgarians, 
Egyptian,  Finns,  Mexicans,  Swedish,  French,  Bohemians,  Arabians, 
etc.,  etc. 

It  is  the  Italians  who  largely  demand  midwife  services.  It 
should  be  stated  also  that  the  majority  of  the  1465  noted  as  American 
(born  in  the  United  States),  were  of  Italian  parentage. 


PATIENTS  DELIVERED. 


In  school  hospital  In  own  homes 

August,  19 1 1  to  January,  19 12 54  6 

August,  191 2  to  January,  1913 184  131 

August,  1913  to  January,  1914 230  464 

August,  1914  to  January,  1915 207  630 

August,  1915  to  January,  1916 336  884 

August,  1916  to  January,  191 7 321  795 

August,  1917  to  January,  1918 320  730 


1755 


Total. 


337o 
5125 


NUMBER  OF  MATERNAL  DEATHS  AT  THE  SCHOOL. 

1.  Septic  pneumonia,  edema  of  lungs  (delivery  normal) 1 

2.  Accidental  hemorrhage,  hydramnios 1 

3.  Suicide,  ruptured  uterus 1 


NUMBER    DIED    AFTER    BEING    TRANSFERRED    TO   BELLEVUE. 

1.  Rupture  of  uterus  (ventral  fixation  had  been  done) .  : 

2.  Puerperal  sepsis  (labor  uneventful,  negative  blood  culture) .  . 

3.  Ruptured  pelvic  abscess,  myocarditis 

4.  Placenta  previa 

5.  Cerebral  embolus 

6.  Eclampsia 

Total 9 

Maternal  mortality,  0.7  per  cent. 
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NUMBER  OF  IXFAXT  DEATHS  AND  CAUSES. 

Prematurity 16       Abscess  of  parotid  gland i 

Atelectasis 8       Pneumonia 3 

Syphilis 2       Fractured  skull 1 

Generalized  hemorrhages  or  hemo-             Cong,  malformation  of  heart 6 

philia 7       Rupture  of  adrenal  gland 1 

Malnutrition 1       Cerebral  hemorrhage 5 

Unknown 4       Melena  neonatorum 1 

Total 56 

NUMBER   OF   CASES   TRANSFERRED   TO   BELLEVUE    (MOTHERS). 

Contracted  pelvis 22       Hydramnios 2 

Abscess  of  mammary  gland 2       Phlebitis 2 

Alcoholism 1       Secondary  syphilis 1 

Psycopathic 6       Toxemia 2 

Influenza 2       Otitis  media 1 

Miscarriage 1       Sepsis,  puerperal 2 

Salpingitis  and  pelvic  cellulitis.. .  .      2  (one  bad  Widal  reaction) 

Ventral  fixation 1       Hemorrhage 1 

For  Cesarean  section 3       Retained  Secundines 2 

Placenta  previa 1 

Total 54 

Number  of  revoked  licenses  from  graduates  of  Bellevue  Hospital  School  of 

M  id  wives o 

Bleeding  cases  and  those  of  marked  maternal  and  fetal  dystocia 
are  transferred  from  the  school  to  the  Bellevue  Obstetric  Wards 
for  treatment. 

Hence,  the  majority  of  cases  delivered  at  the  School  are  normal 
ones.  As  far  as  the  handling  of  these  normal  cases  is  concerned, 
the  results  have  been  excellent  with  little  sepsis  and  practically 
no  true  ophthalmia  neonatorum. 

The  conservative  nature  of  the  teaching  at  the  Bellevue  School 
for  Midwives  is  shown  by  the  fact  that  in  the  first  four  years  of  its 
existence,  the  forceps  was  used  only  67  times  in  the  first  2731 
cases,  or  once  in  each  forty  cases — a  forceps  percentage  of  2.4 
per  cent. 

Not  the  least  advantage  of  our  primitive  attempt  to  educate 
the  midwife  at  the  Bellevue  School,  is  the  thorough  teaching  of 
each  candidate  for  graduation  her  limitations.  The  material  that 
we  have  to  work  with  is  often  poor,  if  not  impossible;  our  standards 
of  education  as  yet  may  not  be  of  the  highest;  the  six-month  course 
allowed  us  is  all  too  short  for  anything  like  an  adequate  training, 
but  one  important  fact  is  instilled  into  the  brain  of  each  midwife, 
and  that  is  the  knowledge  of  her  own  limitations — the  knowledge 
of  what  not  to  do,  and  when  to  seek  the  aid  of  a  practising  physician. 
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If  we  must  have  the  midwife  among  us,  then  let  us  hope  that  the 
standard  of  her  education  be  placed  so  high  that  only  the  more 
intelligent  will  be  able  to  successfully  compete  for  license  to  practise. 


SUPERVISION  BY  THE  NEW  YORK  DEPARTMENT  OF  HEALTH. 

During  1917  the  Bureau  of  Child  Hygiene  of  the  Department 
of  Health  of  the  City  of  New  York  has  been  active  in  the  super- 
vision of  the  New  York  midwife.  The  Bureau  records  show  a 
marked  increase  in  the  suppurative  eye  conditions  other  than  true 
ophthalmia  neonatorum  reported  by  midwives,  and  a  marked  de- 
crease in  the  number  of  cases  of  true  ophthalmia  neonatorum. 
It  is  believed  that  this  is  due  to  the  fact  that  practically  all  mid- 
wives  now  use  the  1  per  cent,  nitrate  of  silver  solution  supplied 
to  them  by  the  Department  of  Health,  and  that  possibly  a  large 
number  of  the  cases  of  nonspecific  conjunctivitis  is  due  to  silver 
catarrh. 

The  Bureau  of  Child  Hygiene  of  the  New  York  Dept.  of  Health  has 
encouraged  the  registration  of  expectant  mothers  who  are  to  be 
attended  by  midwives  for  prenatal  observation  and  care.  The  mid- 
wives,  as  a  result,  in  1917  voluntarily  registered  1865  expectant 
mothers. 

The  New  York  Department  of  Health  has  further  cooperated  with 
the  New  York  Police  Department  for  instilling  into  the  heart  of  the 
midwife  the  fear  of  the  law.  As  a  result,  during  1917  the  Depart- 
ment of  Health  caused  the  arrest  of  twenty-four  midwives,  and 
incidentally  of  four  physicians,  for  attempted  criminal  abortion.  Of 
the  total  of  twenty-eight  cases,  ten  were  dismissed,  three  acquitted, 
three  had  sentence  suspended  and  twelve  cases  are  pending  in  the 
courts.  Three  physicians  were  arrested  for  selling  medicines  to 
produce  criminal  abortions.  One  was  acquitted;  the  cases  are 
pending  in  two. 

Two  physicians  and  three  midwives  were  arrested  for  producing 
criminal  abortions.     The  five  cases  are  pending. 

One  physician  and  three  midwives  were  arrested  for  permitting 
an  abortion;  one  was  dismissed,  three  are  pending. 

Thus  it  appears  that  thirty  midwives  were  arrested  in  connection 
with  criminal  abortion,  and  at  the  same  time  fourteen  regular  phy- 
sicians. Although  the  net  was  originally  set  for  midwives,  half 
as  many  physicians  as  midwives  were  caught  in  its  meshes. 

Various  record  forms  for  the  control  of  the  midwife's  work,  and 
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pamphlets  for  aid  in  her   business   have  been  prepared.     These 
include: 

(i)  Record  of  the  cases  attended  by  midwives:  The  inside  of  the 
sheet  is  kept  by  the  midwife;  the  front  is  a  summary  of  the  activi- 
ties of  the  midwives  for  the  quarter;  and  the  back  is  a  record  of 
the  visits  of  the  nurse  and  the  inspector  to  the  individual  midwife. 
(2)  Is  a  form  of  letter  sent  to  midwives  urging  them  to  register 
their  expectant  mothers.  (3)  Is  the  form  used  by  midwives  in 
referring  expectant  mothers  to  us.  (4)  Rules  and  regulations 
governing  the  practice  of  midwives  in  New  York  City.  (5)  Copies 
of  four  hand-books  given  midwives  to  aid  them  in  various  phases 
of  their  practice.  (6)  A  form  of  report  slip  used  by  the  nurses 
who  visit  midwives.  (7)  A  record  of  investigation  of  stillbirths 
occurring  in  the  practice  of  midwives.  (8)  A  form  of  report  used  in 
investigation  of  sore-eye  cases  occurring  in  the  practice  of  midwives. 
(9)  A  report  form  used  in  the  investigation  of  a  death  from  con- 
ditions associated  with  pregnancy. 

No  matter  from  what  angle  one  views  the  midwife  question, 
the  anomalous  situation  presents  itself,  namely,  on  the  one  hand 
physicians  and  even  trained  nurses,  before  they  are  permitted  to 
enter  upon  the  practice  of  their  profession,  are  required  to  receive 
several  years'  instruction  in  the  care  and  treatment  of  the  sick,  as 
well  as  special  instruction  in  the  treatment  and  care  of  pregnant 
and  child-bearing  women  and  new-born  infants. 

On  the  other  hand  midwives  who  care  for  some  30  to  40  per  cent, 
of  the  confinements  of  the  country,  are  frequently  granted  licenses 
to  practice  with  practically  no  previous  training,  or  as  in  the  City 
of  New  York,  a  six  months'  training,  and  to  begin  with  are  often 
hopelessly  ignorant  and  incompetent.  Even  after  the  weeding  out 
of  applicants  for  admission  to  the  Bellevue  Midwife  School,  it  be- 
comes necessary  to  drop  from  the  school  some  35  per  cent,  of  those 
already  pupil  midwives  for  general  incompetence  and  unfitness. 

If  wre  accept  the  figures  for  191 7  of  Dr.  Grace  L.  Meigs,  of  the 
Children's  Bureau  of  the  U.  S.  Department  of  Labor  at  Washington, 
there  has  been  no  diminution  in  the  maternal  mortality  in  child- 
birth in  this  country  in  recent  years,  apparently  there  has  been  a 
slight  increase. 

The  still  birth  mortality  of  the  United  States  averages  3.4  per  cent. 
Over  15,000  parturients  die  annually. 

During  1917  there  were  141,564  living  births  in  the  City  of  New 
York  and  in  the  same  year  6120  stillbirths  were  reported  to  the 
Department  of  Health,  although  the  actual  number  undoubtedly 
was  very  much  higher.  This  is  a  stillbirth  mortality  of  4.1  per  cent. 
The  infant  mortality  in  the  first  month  following  labor,  for  the 
registration  area  of  the  United  States  is  appalling. 
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The  situation  is  deplorable,  especially  in  view  of  all  that  we  have 
striven  to  attain  for  a  higher  medical  education,  and  when  we  com- 
pare the  obstetric  mortality  with  what  has  been  done  in  recent 
years  in  the  prevention  and  lowering  of  the  death  rate  of  typhoid, 
diphtheria,  yellow  fever  and  tuberculosis.  Who  is  to  blame? 
Where  is  the  leak?  What  is  the  remedy  for  this  tremendous  and 
unnecessary  loss  of  life? 

Both  physicians  and  midwives  are  responsible.  Whether  the  latter 
more  so  than  the  former  is  an  open  question.  All  too  frequently 
the  blame  rests  directly  with  the  patient  herself,  who  will  not 
appreciate  or  cannot  be  made  to  understand  the  importance  of 
prenatal  care  and  safe  obstetrics. 

The  hi  id-wife  is  still  a  menace  to  safe  obstetrics,  so  is  the  recent  graduate, 
so  is  the  patient  herself. 

Broadly  speaking  half  the  obstetric  maternal  death  rate  is  due 
to  puerperal  septicemia,  and  the  remaining  half  to  other  conditions, 
— pregnancy  toxemia,  maternal  and  fetal  dystocia  and  the  hemor- 
rhages. No  figures  are  available  but  much  of  the  puerperal  septi- 
cemia, if  not  most  of  it,  is  antedated  by  the  prepartum  conditions 
just  enumerated,  possible  of  detection  and  relief  during  pregnancy. 

We  venture  the  assertion  that  the  most  available  remedy  for  the 
moment  is  to  be  found  in  prenatal  observation.  Better  obstetrics 
at  time  of  labor,  to  be  sure,  but  prophylactic  obstetrics  as  well 
by  improved  prepartum  care. 

How  shall  the  situation  be  met?  Elimination  of  the  midwife  will 
not  do  it.  Higher  standards  of  medical  education  thus  far  have 
failed  to  accomplish  it. 

Two  special  problems  present  themselves.  That  of  (i)  the  large 
city  and  of  (2)  pioneer  rural  district.  The  solution  of  the  city 
problem,  we  believe,  rests  in  the  establishment  of  maternity  centers 
and  clinics,  and  of  the  rural  in  the  county  maternity  hospital  and 
rural  nursing  service  along  the  lines  proposed  by  Dr.  Grace  L.  Meigs. 

We  have  a  Maternity  Service  Association  already  under  way  in 
New  York,  its  object  being  to  promote  prenatal,  puerperal  and  post- 
natal care  of  the  poor  women  of  New  York. 

Essentially,  the  project  is  for  improvement  in  the  care  of  obstetric 
patients,  both  mother  and  child.  The  plan  is  to  limit  the  field  of 
each  maternity  hospital,  by  dividing  the  City  into  zones  correspond- 
ing to  the  present  sanitary  zones  of  the  Health  Department  and 
establishing  maternity  centers  and  maternity  clinics  in  each  zone. 
The  individual  hospitals  agree  to  the  limited  district  or  zone  and  if 
patients  outside  of  the  district  come  to  a  given  hospital,  such  patients 
are  referred  to  their  particular  district. 

The  hospitals  with  their  nurses  and  social  workers  in  cooperation 
with  those  of  the  maternity  centers  and  clinics  follow  up  each  patient 
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registered  for  the  district  and  see  to  it  that  she,  the  patient,  presents 
herself  to  the  proper  assigned  hospital  for  prenatal  care. 

The  centers,  hospitals  and  clinics  "comb  the  district"  so  to  speak 
for  abnormal  cases  and  see  that  treatment  is  forthcoming. 

To  illustrate  the  working  of  the  first  maternity  center,  established 
at  219  East  Seventy-ninth  Street,  in  the  so-called  Zone  VII,  this 
being  the  district  to  which  the  Manhattan  Maternity  is  now  confin- 
ing its  work,  let  me  state  that  during  January,  1918,  twenty  patients 
suffering  from  various  prenatal  and  postpartum  conditions  were 
referred  by  the  doctors  and  nurses  of  the  maternity  center  to  the 
Manhattan  Maternity.  Nine  of  these  women  received  into  the 
hospital  were  instances  of  pregnancy  toxemia.  Five  were  primi- 
parae,  four  multipara;,  the  blood  pressure  ranged  from  normal  to 
228  mm.;  all  had  albumin  in  the  urine,  four  had  casts,  and  one  had 
blood;  gastric  disturbances  were  present  in  all  and  edema  in  most; 
eleven  convulsions  occurred  in  one  woman  and  two  in  another  after 
admission;  seven  had  labor  induced  by  Champetier  de  Ribes  bags; 
the  two  convulsive  cases  went  into  labor  spontaneously.  In  only 
one  instance  were  forceps  used.  In  one  twin  case  version  and  breech 
extraction  was  demanded.  In  a  fetus  dead  from  prolapse  of  the  cord, 
perforation  and  extraction  were  performed.  All  the  nine  mothers 
are  alive  to-day. 

Of  the  ten  children,  there  being  a  twin  case,  one  was  lost  from 
prolapse  of  the  cord,  one  was  stillborn  at  term,  probably  from  toxe- 
mia, and  one,  a  3-pound  macerated  fetus,  was  delivered.  This 
last  patient  had  experienced  seven  previous  stillbirths.  She  had  a 
negative  Wassermann  reaction.  One  can  hardly  question  but  that 
the  saving  of  all  the  mothers  and  the  seven  babies  out  of  ten  was  due 
to  the  early  recognition  and  treatment  of  the  preeclamptic  state. 

A  plan  for  better  and  safer  obstetrics  in  our  outlying  rural  districts* 
as  Doctor  Meigs  suggests,  must  recognize  two  main  problems:  (1) 
The  best  practical  care  of  normal  cases  and  (2)  the  detection  of 
abnormal  cases  and  their  care. 

Doctor  Meigs  suggests  a  unit  plan  for  a  rural  county  to  include: 

1.  A  rural  nursing  service,  centering  at  the  county  seat,  with 
nurses  especially  equipped  to  discern  danger  signs  of  pregnancy. 
The  establishment  of  such  a  service  would  undoubtedly  be  the  most 
economical  first  step  in  creating  the  network  of  agencies  which  will 
assure  proper  pre-  and  postnatal  care  for  normal  and  abnormal  cases. 

2.  An  accessible  county  center  for  maternal  and  infant  welfare  at 
which  mothers  may  obtain  simple  information  as  to  the  proper  care 
of  themselves  during  pregnancy  as  well  as  for  their  babies. 

3.  A  county  maternity  hospital,  or  beds  in  a  general  hospital,  for 
proper  care  of  abnormal  cases,  and  normal  cases  when  necessary. 
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4.  Skilled  attendance  at  confinement  accessible  and  obtainable  for 
each  woman  in  the  county. 

The  growth  and  spread  of  two  such  plans,  the  maternity  center  and 
clinic  for  the  city  and  the  rural  nursing,  maternity  county  center,  and 
county  hospital  for  the  outlying  rural  districts,  would  offer  a  remedy 
for  the  reduction  of  the  present  maternity  and  infant  mortality, 
and  at  the  same  time  supply  the  only  practical  substitute  measures 
for  the  midwife. 

We  can  thus  visualize  in  the  not  too  remote  future  a  gradual  but 
certain  lessening  of  the  number  of  midwives.  Possibly  the  rural 
districts  will  hold  out  the  longest. 

Until  the  substitute  measures  present  themselves  supervision  and 
education  of  the  midwife  are  our  only  resources  to  lessen  the  mid- 
wife evil. 

There  is  no  speculating  on  postbellum  conditions,  but  at  the  mo- 
ment these  substitute  agencies  to  replace  the  midwife  are  lacking  in 
about  one-third  of  the  confinement  of  this  country.  The  hospitals 
care  for  only  approximately  35  per  cent,  of  the  births  of  the  City  of 
New  York. 

When  the  substitute  measures  are  forthcoming,  the  demand  for 
the  midwife  will  automatically  lessen  and  cease. 

The  present  drive  throughout  the  country  for  the  reduction  of 
infant  and  maternal  mortality  and  the  ever  increasing  importance 
attached  to  prenatal  care  as  a  prominent  factor,  is  certain  eventually 
to  react  against  the  recognition  and  existence  of  the  midwife.  The 
importance  of  prenatal  observation  and  care  in  the  lessening  of  infant 
and  maternal  mortality  can  scarcely  be  overestimated. 

So  long  as  the  recognition  of  the  midwife  exists,  pregnancy  toxemia, 
eclampsia,  maternal  and  fetal  dystocia,  will  claim  an  avoidable 
and  unnecessary  toll  of  infant  and  maternal  mortality. 

By  education  and  supervision  the  midwife  may  be  rendered  reason- 
ably safe  perhaps  for  strictly  normal  labor,  safe  even  for  a  minimum 
of  sepsis,  safe  for  the  prevention  of  ophthalmia  neonatorum,  but  she 
is  not  safe  and  no  amount  of  education  can  fit  the  material  with  which 
we  have  been  brought  in  contact  with  for  the  early  recognition  and 
care  of  prenatal  complications,  and  maternal  and  fetal  dystocia, 
which  cause  most  of  the  infant  and  maternal  mortality.  Who  shall 
determine  what  is  a  strictly  normal  labor?  The  midwife?  Never! 
She  is  too  incompetent.     Only  the  trained  obstetrician  can  do  so. 

The  midwife  can  never  stand  upon  her  own  responsibility.  For 
safe  obstetrics  the  obstetrician  must  ever  perform  the  prenatal 
examination  and  care.     He  must  ever  be  at  hand  for  the  maternal 
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and  fetal  dystocia  of  labor  and  the  complications  of  the  postnatal 
period.  The  maternal  mortality  in  childbirth  in  the  United  States  is 
still  15,000  a  year. 

In  spite  of  present  high  obstetric  maternal  and  infant  mortality, 
never  before  has  the  standard  of  obstetric  work  by  physicians  been 
so  high,  in  the  City  of  New  York  at  least,  as  it  is  to-day.  Better 
and  safer  obstetrics  is  being  practised  by  physicians  every  year. 
This  is  indicated  by  the  ever  diminishing  number  of  obstetric 
tragedies,  the  result  of  incompetency  and  neglect  received  into  our 
maternity  wards. 

One  cannot  bat  be  optimistic  as  regards  the  future  of  safe  obstetrics 
in  the  hands  of  the  coming  generation  of  physicians. 

No  such  pleasing  outlook  for  obstetrics  in  general  applies  to  the 
midwife.  Her  fitness  for  safe  obstetrics  is  self-limited.  And  yet 
she  attends  between  30  to  40  per  cent,  of  our  confinements. 

28  West  Fifty-sixth  Street. 


THE  OBSTETRICIAN'S  RESPONSIBILITY  FOR  THE  CON- 
SERVATION   OF    INFANT    LIFE.* 

BY 
COLLIN  FOULKROD,  M.  D., 

Philadelphia,  Pa. 

This  Society  cannot  allow  the  present  meeting  to  pass  without 
discussing,  however  indefinitely,  the  problems  to  be  presented  in 
this  paper. 

Events  move  rapidly  and  before  we  realize  it,  we  will  be  plunged 
into  the  midst  of  a  reconstructive  age,  for  which  we  are  ill  pre- 
pared and  about  which  we  have  thought  little. 

The  purpose  in  bringing  such  a  topic  before  this  Society  will 
also  be  amply  justified  by  a  careful  study  of  the  economic  unrest 
which  exists,  or  is  foreshadowed,  in  almost  all  nations. 

The  time  has  passed  when  the  physician  can  isolate  himself 
entirely  from  the  needs  of  the  world  outside  of  medicine. 

He  must,  strange  to  say,  in  many  instances,  be  the  student  who 
will  point  out  the  causes  for  economic  unrest;  his  must  be  the 
council  that  will,  in  many  ways,  offer  the  solution  for  such  conditions. 

Tardiness  on  our  part  in  not  discussing  and  cogitating  to  forceful 
conclusions,  in  not  including  in  our  studies,  the  interrelation  of 

*  Read  at  the  Forty-third  Annual  Meeting  of  the  American  Gynecological 
Society,  Philadelphia,  May  16-18,  1918. 
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the  physical  and  social  life,  has  led  in  the  past  to  unwise  and  un- 
necessary legislation,  and  in  other  instances  to  no  legislation  where 
it  is  badly  needed. 

The  abnormal  destruction  of  lives,  not  only  on  the  battlefield, 
but  by  starvation  and  disease,  will,  in  a  short  period,  bring  us  face 
to  face  with  a  world  overpopulated  by  nonproducing  consumers 
and  a  dearth  of  producers. 

Already  this  is  creating  a  demand  for  a  scientific  development  of 
the  sane  and  morally  right  methods  to  repopulate  the  world,  not 
only  by  conserving  infant  life,  but  by  proposing  and  seeing  that 
there  are  put  in  force  economic  and  social  rules  which  will  rapidly 
increase  the  number  of  healthy  children  born,  and  guarantee  to  those 
children  the  right  to  live  and  develop. 

It  is  imperative  that  we  get  out  of  our  minds  the  assumption  that 
such  things  can  be  put  off  until  after  the  war. 

The  war  may  last  ten'  years  or  longer  and  all  too  late  we  will 
awake  to  the  fact  that  it  cannot  be  won  on  the  battlefield,  but  may 
be  won  by  the  number  of  forceful,  educated  citizens  left  after  the 
battlefield  has  absorbed  all  of  the  military  effectives. 

Let  us  face  another  fact.  The  laboring  man  will  perhaps  be  held 
loyal  during  the  war  by  the  exigencies  of  threatened  disaster,  but 
after  the  war  one  of  two  things  will  happen,  either  as  a  nation  we 
must  solve  the  Bolsheviki  problem,  or  we  must  face  chaos. 

Does  not  this  problem  belong  to  you,  Gynecologist  and 
Obstetrician? 

Let  us  face  another  fact.  The  number  of  lives  lost  by  the  present 
wholesale  abortions  and  prevention  of  pregnancies,  is  far  in  excess 
of  our  present  population.  Would  the  saving  of  those  lives  have 
overpopulated  the  world?     Ask  that  question  five  years  hence. 

It  is  not  enough  to  make  a  great  furor  about  saving  babies,  we 
must  solve  another  problem;  what  is  the  reason  for  prevention  of 
pregnancies  and  abortions?     We  can  think  of  several: 

i.  Inability  to  support  many  children; 
2.  Woman's  part; 

(a)  Social  customs  and  standards; 

(b)  Fear  of  death. 

Let  us  discuss  these  factors  at  length,  because  they  are  at  the 
basis  of  our  problem  and  their  solution  offers  the  only  reasonable 
solution. 

The  standards  of  the  past  generation  have  been  openly  stated 
in  terms  of  dollars,  rather  than  of  human  life,  that  is,  a  husband  and 
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wife  have  taken  pains  to  carefully  balance  their  monetary  income 
against  the  possibility  of  begetting  children  and,  while  laws  are 
general  to  prevent  measures  being  used  to  avoid  conception,  it  is 
the  rule,  rather  than  the  exception,  for  the  minister,  the  lawyer, 
the  doctor,  the  business  man  and  artisan,  to  use  such  methods  that 
he  may  lay  by  enough  money  to  be  thought  wealthy  or  to  enjoy 
life. 

Would  this  be  so  if  the  State  should  value  each  healthy  child 
as  a  distinct  asset,  and  be  willing  to  pay  that  family  enough  money 
to  rear  that  child  to  a  certain  age? 

Or  further,  if  the  State  should  place  a  premium  on  children, 
that  childless  couples  would  perforce  be  compelled  to  pay  a  heavier 
tax  to  support  these  children  of  others. 

You  immediately  think  that  such  measures  fit  rather  a  country 
on  the  decline,  e.g.,  France,  but  let  us  awake  to  this  fact  that  the 
Americanization  of  any  family,  or  individual,  immediately  brings 
that  family  in  the  same  decadent  class  as  France,  that  is,  a  census 
of  native  citizens  would  show  a  startling  preponderance  of  deaths 
over  births  in  this  country;  it  has  only  been  the  influx  of  the  foreign 
immigrant  who  has  saved  us,  stop  that  as  effectively  as  it  has  been, 
and  then  picture  what  we  face. 

Let  us  next  consider  woman's  part.  The  exaltation  of  comfort 
and  ease  over  rigorous  training,  over  pain  gratuitously  sought,  that 
we  may  learn  to  endure,  will  ever  produce  a  decadent  nation,  and 
so  the  dictum  of  the  society  leader,  that  it  is  vulgar  to  have  many 
children,  that  a  woman  is  a  fool  to  endure  so  much  pain,  that  she 
is  more  of  a  fool  to  give  up  the  best  years  of  her  life  to  rearing  chil- 
dren, when  she  might  be  enjoying  travel,  the  theater,  cards  and 
athletics,  is  still  more  to  the  point. 

Here  again  necessity  knows  no  law,  and  to-day,  where  a  few  years 
ago  pleasures  were  entered  into  with  a  zest,  in  the  short  space  of 
one  year,  we  are  ripe  for  new  social  customs,  for  sacrifices,  for  pains, 
and  all  that  loyalty  demands,  that  we  may  prove  the  greatest  nation. 

(b)  Fear  of  death.  I  seldom  see  it  for  its  own  sake,  but  here  the 
field  of  maternity  or  health  insurance  should  come  in.  Many 
mothers  with  large  families  think,  and  justly  so,  that  they  are  of 
more  value  to  these  children  than  a  doubtful  unborn  child. 

It  then  is  to  the  glory  of  our  women  that  the  majority  of  them 
daily  face  a  possible  death  without  flinching. 

Is  it  not  true  then,  if  each  soldier  in  war  time  is  worth  $10,000 
as  an  insurance  risk,  that  these  brave  women  are  worth  as  much  to 
their  country  in  the  field  of  childbirth? 
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There  should  then  be  not  only  health  insurance  to  make  up 
for  the  health  capacity  lost  during  confinement,  but  also  a  direct 
insurance  against  death,  to  be  rated  on  the  comparative  mortality 
tables  of  maternity  and  of  soldiers. 

Let  us  then  revert  to  our  premise  that  the  number  of  children 
lost  by  prevention  of  pregnancy  and  by  abortions  is  far  greater  than 
those  lost  after  birth. 

This  problem  merits  careful  study;  and  after  such  study 
there  should  be  proposed  in  these  war  times  social  standards  to 
correct  this  evil,  and  laws  should  be  enacted  to  provide  both  health 
and  maternal  insurance. 

Argument  as  to  the  possibility  of  imposing  such  new  social  stand- 
ards is  not  needed.  Such  argument  will  be  presented  by  the  further 
progress  of  the  war. 

The  point  at  which  our  argument  is  needed  before  a  body  of 
medical  men  is  to  make  them  believe  that  the  wage-earning  capacity 
of  the  individual  of  all  classes  is  in  any  manner  interwoven  with 
this  loss  of  life. 

It  is  essential  to  call  attention  to  the  fact  that  the  solution  of  these 
conditions  rests  in  an  equable,  economic  adjustment  of  wealth,  in 
which  every  individual  born  in  a  state  is  valued  as  highly  as  every 
other  one,  and  that,  after  all,  the  state  is  but  a  large  trust  created  that 
each  may  get  his  due  of  wealth  and  pleasure,  and  not  that  out  of 
iooo  only  one  shall  have  rest  and  pleasure. 

The  objective  hereafter  must  be,  not  how  many  dollars  can  one 
man  pile  up,  but,  how  soon  can  he  reach  a  standard  on  the  income 
from  which  he  can  live  comfortably.  For  the  striving  for  more 
wealth,  is  fatal  to  a  man's  health;  could  he  know  that  his  comfort 
would  be  secure  he  would  stop  at  that  and  there  would  be  fewer 
widows  in  our  land.  There  would  also  be  fewer  dissatisfied  men 
among  the  thousands,  there  would  be  larger  families,  and  earlier 
marriages. 

We  know  that  childbirth  at  from  eighteen  to  twenty-five  is  the 
ideal  time,  and  has  less  accidents,  less  trauma,  produces  less  fear 
of  future  births. 

We  surmise  that  such  conditions  would  eradicate  some  of 
our  present  social  diseases  and  perhaps,  divorces;  would  certainly 
remove  the  present  causes  of  widepread  neurasthenia  and  marital 
dissatisfaction. 

I  can  hear  the  criticism  of  half-baked  socialism,  premature  and 
immature.  I  know  little  or  nothing  of  socialism  as  usually  pro- 
posed,  but   I  fear  it    would    not   solve   our   problems.     It   seems 
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to  me  rational  that  if  it  should  be  necessary  in  order  to  correct  a 
medical  ill,  that  we  must  needs  step  outside  of  medicine  in  our 
investigations  and  in  our  proposals;  that  we  would  be  but  half-baked 
investigators  if  timidity  dictated  any  other  than  publicly  announced 
basic  causes. 

We  have  through  years  of  peace  become  unpatriotic,  in  that  we 
have  placed  luxury  and  ease  above  the  individual. 

That  state  or  race  only  can  live,  which  by  its  laws  and  customs 
values  at  the  true  worth  the  individual  born  into  that  common- 
wealth. 

It  takes  a  serious  war  to  refresh  our  memory,  and  yet  no  war  has 
produced  such  tendencies  as  the  present  in  that  it  is  awakening  in 
the  consciousness  of  the  millions,  that  he  and  his  progeny  have  an 
equal  right  to  live,  to  learn  and  enjoy. 

So  France  is  the  first  to  value  her  children  enough  to  provide  for 
them,  to  honor  the  parents  for  producing  them,  to  regard  them  as 
the  greatest  asset  of  the  nation. 

We  would  do  well  to  stud}-  also  these  problems  and  provide  a  suffi- 
cient monetary  return  to  feed,  clothe  and  educate  such  children,  to 
insure  our  mothers  against  disease  and  death  during  their  pregnancy. 

This  leads  to  the  development  of  an  extension  of  the  present 
admirable  prenatal  care  of  pregnant  women,  than  which  there  is  no 
more  fertile  field  for  saving  of  life  among  the  lower  classes,  so  called. 

Such  social  service  work  needs  only  this  comment  in  passing,  that 
slowly  but  surely  the  march  of  this  army  of  trained  nurses  and  women 
workers  into  every  house  in  the  community,  is  going  to  expose 
the  causes  of  disease  and  defectives,  is  surely  bringing  a  reconstruc- 
tion of  our  cities  and  housing,  so  that  the  day  will  come  when  every 
family  will  demand  light,  air,  and  a  small  plot  for  garden  and  exercise. 

The  congestion  of  our  large  cities  must  disappear,  and  with  it 
will  disappear  a  certain  percentage  of  the  diseases  of  pregnancy. 

Each  decade  is  marked  by  some  particular  advance  in  the  art  of 
obstetrics.  The  past  one  may  be  defined  as  embracing  the  era  of 
perfecting  and  applying  the  operation  of  Cesarean  section  to  the 
complications  of  delivery.  By  so  doing  it  has  been  possible  in  good 
hands  to  reduce  the  fetal  and  maternal  mortality  in  all  forms  of 
mechanical  and  in  some  forms  of  medical  complications. 

This  decade  has  also  been  productive  of  a  great  awakening  of  the 
splendid  results  of  prenatal  care  in  eliminating  eclampsia  from  our 
diseases. 

In  producing  a  demand  from  the  layman,  a  demand  for  more 
careful  obstetrics,  one  has  only  to  read  the  pamphlets  published  by 
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the  Children's  Bureau  of  the  Department  of  Labor  on  Prenatal 
Care  and  on  Infant  Mortality,  to  be  alive  to  the  fact  that  inaction 
on  our  part  has  lead  to  a  popular  demand  for  the  elimination  from 
the  risks  of  such  conditions  as  toxemia,  eclampsia,  and  likewise  septic 
infection. 

DeLee  pointed  out  in  191 1  that  it  is  in  all  probability  much  safer 
for  men  to  go  into  battle  than  for  women  to  have  children.  The 
death  rate  of  women  in  childbirth  has  been  estimated  at  about  0.75 
per  cent. 

Puerperal  septicemia  seems  to  be  the  only  form  of  wound  infection 
in  Wisconsin  and  probably  in  the  United  States,  the  occurrence  of 
which  has  remained  totally  unaffected  in  the  past  decade  by  the 
advancement  of  scientific  knowledge  and  genuine  public  agitation 
for  the  control  of  infectious  diseases.  Attention  is  called  to  the 
following  statistical  statement: 

In  Wisconsin  in  1915,  deaths  from  accidents  of  pregnancy, 

6.3  per  cent 20 

Deaths  from  puerperal  hemorrhage,  13.5  per  cent 43 

Deaths  from  other  accidents,  6.1  per  cent 19 

Deaths  from  puerperal  septic  infection,  41.2  per  cent 131 

Deaths  from  puerperal  albuminuria  and  convulsions,  22.9  per 

cent 73 

Deaths  from  phlegmasia  alba  dolens,  6.9  per  cent 22 

Deaths  following  childbirth,  3.2  per  cent 10 

Total 31S 

Total  per  100,000 12.9 

Sepsis 5-3 

Per  1000  live  births 5.6 

Puerperal  sepsis  per  1000  live  births 2.3 

While  this  is  true  of  the  general  practitioner,  it  is  gratifying  to 
note  the  report  of  Harrar  in  the  American  Journal  of  Obstetrics, 
January,  1918,  where  the  record  of  deaths  from  puerperal  infection 
was  shown  to  be  0.95  per  thousand  in  the  indoor  service  and  0.85  per 
thousand  in  the  outdoor  service  of  the  New  York  Lying-in  Hos- 
pital, while  eclampsia  shows  0.43  per  thousand  indoor  service  and 
0.37  per  thousand  for  outdoor  service. 

This  is  almost  living  up  to  Williams'  dictum  that  in  well-regulated 
hospitals  the  deaths  from  puerperal  infection  should  be  reduced 
from  the  old  figures  of  20-40  per  cent,  to  0.25  per  cent. 

The  investigations  of  the  Children's  Bureau  of  the  U.  S.  Department 
of  Labor,  of  Wisconsin,  of  Massachusetts,  of  New  York  and  of  Newark, 
have  not  been  productive  of  any  definite  program  to  make  this  ques- 
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tion  a  national  one,  to  propose  laws  fitted  to  our  country  and  the 
needs. 

Such  investigations  have  so  far  stopped  short  of  basic  causes. 

In  all  the  literature  I  have  gone  over  I  have  found  only  one  man 
courageous  enough  to  tell  the  truth,  Berry,  "The  Menace  of  the 
Birth-rate." 

As  a  nation  we  must  pay  our  families  for  producing  effectives  and 
guarantee  them  the  right  to  develop  by  a  system  of  government, 
which  shall  be  truly  democratic.  We  must  insure  our  mothers.  We 
must  awaken  our  women  to  their  responsibility. 

Advanced  prenatal  work  will  in  time  eliminate  preventable 
diseases  and  will  bring  the  application  of  modern  methods  to  non- 
preventable  diseases. 
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PERNICIOUS     ANEMIA    COMPLICATING     PREGNANCY. 
WITH  REPORT  OF  A  CASE.* 

by 
PALMER  FINDLEY,  M.  D., 

Omaha,  Neb. 

In  1908  I  reported  before  this  Society  a  case  of  pernicious  anemia 
in  pregnancy.  But  one  other  paper  on  this  subject,  that  by  E.  P. 
Davis  in  1891,  has  been  presented  to  the  Society  before  or  since. 
During  the  past  year  an  additional  case  has  come  under  my  observa- 
tion which  presents  an  interesting  phase  of  the  subject.  This 
case  was  in  what  my  consulting  internist,  Dr.  A.  D.  Dunn,  of 
Omaha,  called  the  incipient  stage  of  pernicious  anemia  and  is  pre- 
sented with  the  object  of  raising  the  question  as  to  whether  or  not 
there  is  a  time  in  the  course  of  pernicious  anemia  when  the  inter- 
ruption of  pregnancy  may  forestall  further  progress  of  the  disease. 

A  review  of  the  literature  leads  very  directly  to  the  conclusion 
that  pregnancy  and  the  puerperium  favor  the  development  and 
hasten  the  course  of  pernicious  anemia.  That  while  pernicious 
anemia  is  not  a  disease  peculiar  to  pregnancy  it  is  nevertheless 
true  that  the  disease  occurs  with  unusual  frequency  in  the  course 
of  pregnancy  and  the  puerperium.  Eichhorst  in  the  series  of  fifty 
cases  of  pernicious  anemia,  in  women  found  twenty-nine  were  asso- 
ciated with  pregnancy  and  labor.  Clivio,  Caruso  and  Bertino  find 
0.15  per  cent,  pernicious  anemia  in  all  pregnancies,  while  Lebert  and 
Meyer-Riigg  estimate  the  frequency  at  0.22  per  cent.  We  are  told 
that  pernicious  anemia  is  more  common  in  women  than  in  men  but 
excluding  all  cases  arising  in  the  period  of  gestation  the  percentage  of 
frequency  is  not  known.  Prolonged  lactation,  frequent  child-bearing, 
the  toxemias  of  pregnancy  and  unfavorable  hygienic  surroundings 
factors  to  be  reckoned  with  but  are  not  conclusive.  Neither  post- 
partum hemorrhages  nor  puerperal  infection  tend  to  develop  per- 
nicious anemia  if  we  are  to  judge  from  case  records.  It  is  of  interest 
to  note  that  with  few  exceptions  pernicious  anemia  rarely  develops 
in  primipara  and  is  more  frequently  observed  in  a  pregnancy  which 
has  been  preceded  by  the  birth  of  several  children  in  rapid  succession. 

In  reviewing  the  reports  of  cases,  one  is  struck  with  the  frequency 

*  Read  at  the  Forty-third  Annual  Meeting  of  the  American  Gynecological 
Society,  Philadelphia,  May  16-18,  1918. 
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with  which  it  is  recorded  that  the  patient  was  seemingly  in  perfect 
health  until  early  in  the  second  semester.  As  a  rule  she  had  borne 
several  children  without  mishap,  that  there  were  no  evidences  of 
ill  health  until  the  sLxth  or  seventh  month  of  gestation  when  there 
was  observed  a  rapidly  increasing  pallor,  associated  with  digestive 
disturbances,  hemorrhages  from  the  nose,  stomach  or  bowel,  rapidly 
failing  strength,  dyspnea,  vertigo,  headaches,  disturbed  vision, 
palpatation  of  the  heart  and  eventually  edema  of  the  lower 
extremities,  loss  of  reflexes,  ataxia,  rapid  pulse  rate  and  the 
development  of  a  low  grade  of  temperature. 

The  blood  findings  in  the  mother  are  characteristic.  The  red 
cells  are  decreased  in  number,  even  to  250,000.  The  blood  does  not 
show  a  proportionate  decrease  in  its  hemoglobin  content  but  there 
is  marked  alteration  in  shape  and  size  of  the  individual  cells. 
Macrocytes  and  microcytes  abound  and  megaloblasts  are  always 
in  evidence.  Nucleated  red  cells  are  not  as  a  rule  present  until  the 
disease  is  well  advanced,  they  tend  to  appear  in  showers  and  in 
some  cases  have  failed  to  appear  or  at  least  have  not  been  found 
even  in  the  last  stages  of  the  disease.  Poikilocytosis  is  a  marked 
feature,  fibrin  and  blood  placques  are  diminished  and  the  leuko- 
cytes are  not  increased  in  number. 

Furthermore  the  postmortem  findings  are  quite  characteristic. 
All  organs  and  tissues  of  the  body  are  very  anemic,  there  is  fatty 
degeneration  of  the  heart,  liver,  kidney,  stomach,  intestine  and 
intima  of  blood-vessels  and  small  hemorrhagic  areas  are  found  in 
the  brain,  spinal  cord,  kidney,  pancreas,  pleura  and  pericardium. 
The  spleen  may  or  may  not  be  enlarged,  there  is  no  enlargement 
of  the  lymph  nodes  and  in  the  bone  marrow  we  find  the  characteristic 
lemon-yellow  color.  As  one  possible  explanation  for  the  frequency 
with  which  miscarriages  occur,  it  is  noted  that  fatty  degeneration 
of  the  placenta  and  decidua  has  been  found  in  a  number  of  instances. 

Such  are  the  clinical  and  anatomical  findings  in  typical  cases 
but  there  is  a  time  in  the  development  of  the  disease  when  a  positive 
diagnosis  cannot  be  made.  This  may  be  called  the  incipient  stage 
of  pernicious  anemia,  a  time  in  the  course  of  the  disease  when  an 
existing  pregnancy  may  hasten  the  development  of  a  hopeless 
condition  which  without  the  influences  of  pregnancy  might  have 
been  averted.  This  brings  up  the  question  as  to  whether  pernicious 
anemia  is  ever  curable.  We  are  all  familiar  with  the  fact  that  in 
the  course  of  the  disease  there  are  periods  of  marked  improvement 
to  be  inevitably  followed  sooner  or  later  by  recessions.  That  a 
permanent  cure  is  possible  is  conceded  but  the  percentage  of  cures 
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is  extremely  small,  too  small  to  justify  the  hope  in  any  given  typical 
case.  We,  therefore,  come  readily  to  the  conclusion  that  when  a 
frank  case  of  pernicious  anemia  complicates  pregnancy  there  is 
little  or  no  hope  of  effecting  a  permanent  cure  in  the  mother.  A 
study  of  recorded  cases  justifies  the  assertion  that  if  the  disease 
develops  in  the  first  trimester  the  mother  will  not  live  to  mature 
the  baby,  that  miscarriage  with  speedy  death  of  the  mother  will 
occur  in  more  than  half  the  cases.  Where  the  disease  is  not  manifest 
before  the  seventh  or  eighth  month  of  gestation  miscarriage  with 
death  of  the  fetus  in  utero  or  soon  after  delivery  will  occur  in  full 
50  per  cent,  of  cases.  But  in  an  almost  equal  number  of  cases 
pregnancy  is  not  interrupted,  labor  is  terminated  at  or  near  term 
and  a  healthy  child  is  born,  showing  no  evidence  of  blood  alteration. 
In  such  event  we  have  gained  the  life  of  the  child  with  no  added 
sacrifice  on  the  part  of  the  mother  whose  fate  was  sealed  with  the 
recognition  of  the  disease. 

In  every  frank  case  of  pernicious  anemia  complicating  pregnancy 
the  maternal  mortality  is  100  per  cent.,  although  in  exceptional 
cases  death  may  be  deferred  for  a  period  of  weeks,  months  and  even 
a  year  or  more  following  childbirth.  Beyer-Gurowitsch  reported 
one  case  of  pernicious  anemia  that  lived  seven  years  after  the 
termination  of  pregnancy  and  another  that  lived  eleven  years. 
There  may  be  periods  in  which  improvement  may  be  great  but 
the  end  result  is  always  the  same.  The  earlier  in  pregnancy  the 
disease  appears  the  more  rapid  its  course  and  the  graver  the 
prognosis.  Where  the  disease  is  manifest  in  the  first  half  of 
pregnancy  it  is  indeed  exceptional  for  the  child  to  reach  maturity 
or  for  the  mother  to  long  survive  the  pregnancy.  The  rapidity  of 
the  course  of  the  disease  when  complicating  pregnancy  is  indicated  in 
the  case  of  Saniter2  who  reports  a  seven  months'  pregnancy  in  which 
the  mother  was  apparently  perfectly  well  and  within  fourteen 
days  the  hemoglobin  was  30  per  cent,  and  the  red  blood  cells 
1,000,000.  Death  commonly  follows  close  upon  labor,  not  from 
great  loss  of  blood,  for  this  is  exceptional,  but  from  collapse.  In 
93  cases  collected  by  Tcherthoffs,  70  died.  In  this  number  death 
was  rarely  found  to  precede  birth  of  the  child.  Of  63  children, 
34  were  stillborn.  Labor  was  unusually  easy  and  postpartum  loss 
of  blood  was  slight.  Where  the  patient  lives  on  through  the  puer- 
perium  it  is  of  interest  to  note  that  the  lochia  is  so  profuse  as  to 
exhaust  the  patient  in  many  instances.  Bertino  has  observed  that 
an  enlarged  spleen  in  the  puerperium  is  an  unfavorable  sign.  Ac- 
cording to  Bertino  the  maternal  mortality  of  pernicious  anemia  is 
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about  50  per  cent,  in  pregnancy  and  M.  Grafe  finds  that  about  50 
per  cent,  of  all  cases  abort  in  the  course  of  pernicious  anemia.  The 
cause  of  abortion  is  said  by  P.  Muller  to  be  fatty  degeneration  of 
the  placenta  and  maternal  decidua.  No  evidence  of  pernicious 
anemia  has  been  observed  in  the  fetus.  This  accounts  for  the  not 
inconsiderable  number  of  healthy  children  born  at  or  near  full 
term  in   the  course  of  the  disease. 

The  management  of  these  cases  may  be  said  to  be  in  the  interest  of 
the  mother  in  the  early  stages  of  the  disease  and  of  the  child  in  the  late 
stages  of  the  disease.  Where  the  disease  is  well  advanced,  the  child 
living  and  approaching  the  period  of  viability,  pregnancy  should 
be  allowed  to  proceed  to  term  if  possible  in  the  hope  of  delivering 
a  healthy  child.  The  case  of  the  mother  is  hopeless  and  no  good 
could  come  from  sacrificing  the  child  by  the  interruption  of 
pregnancy. 

Labendzinski  advises  against  the  interruption  of  pregnancy 
in  pernicious  anemia,  save  as  a  last  resort.  It  is  argued  that  the 
interruption  of  pregnancy  does  not  save  the  mother  and  may  lose 
the  child.  On  the  other  hand,  Magnes  argues  that  the  delivery  of 
the  child  may  favorably  influence  the  course  of  pernicious  anemia 
and,  therefore,  would  interrupt  pregnancy. 

Gusserow,  Stieda,  Grafe,  Clivio  and  Ravano  advocate  the  inter- 
ruption of  pregnancy  in  pernicious  anemia,  while  Olshausen,  Zweif  el, 
Bishof,  Garipuy  and  Claude  are  skeptical  of  the  procedure  because  of 
the  very  high  mortality  following  the  induction  of  labor.  They  refer 
particularly  to  the  wasting  of  the  patient's  strength  from  profuse 
lochial  discharges.  Magnes  reports  a  cure  following  the  interrup- 
tion of  pregnancy  and  marked  improvement  in  a  case  is  recorded 
by  Thies.  It  is  fair  to  assume  that  life  may  be  prolonged  and  a 
possible  cure  effected  in  the  early  stage  of  the  disease.  Caruso  would 
interrupt  pregnancy  when  the  erythrocytes  are  below  1,000,000, 
when  the  megaloblasts  are  present  and  when  the  number  of  normo- 
blasts exceeds  the  megaloblasts.  Mace  would  interrupt  pregnancy 
when  the  degenerative  changes  in  the  blood  are  in  excess  of  the  re- 
generative changes,  i.e.,  when  there  exists  a  disproportion  between  the 
hemoglobin  content  and  the  red  cells,  the  red  cells  greatly  decreased 
in  number,  the  hemoglobin  greatly  reduced  and  the  color  index  low. 
Caruso  would  interrupt  pregnancy  as  soon  as  megaloblasts  appear 
in  the  blood. 

In  the  second  case  here  recorded  there  were  all  the  findings  of 
a  typical  case  of  pernicious  anemia  of  an  early  stage.  No  nucleated 
red  cells  were  found  but  it  is  well  known  that  nucleated  red  cells  often 
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appear  in  showers,  in  many  instances  they  are  not  in  evidence  until 
near  the  end  of  the  disease  and  in  the  so-called  aplastic  type  they 
never  appear.  If  the  interruption  of  pregnancy  is  to  accomplish  any 
lasting  good  the  pregnancy  should  be  terminated  in  the  incipient  stage 
of  the  disease.  It  is  only  in  such  cases  that  I  can  see  any  justifica- 
tion for  the  sacrifice  of  the  child.  May  I  add  that  as  in  the  second 
case  where  latent  infections  in  the  teeth  and  tonsils  were  removed 
it  is  imperative  that  such  latent  infections  should  be  eradicated  in 
these  early  cases  of  pernicious  anemia. 

Case  Report. — Mrs.  F.,  aged  twenty-eight,  primipara,  was  operated 
May  4,  191 6,  for  an  incomplete  abortion.  At  this  time  she  was  very 
anemic  as  the  result  of  persistent  uterine  bleeding.  She  never 
fully  regained  her  strength  and  remained  anemic  to  the  time  of 
her  third  pregnancy.  From  about  the  onset  of  this  pregnancy 
her  strength  rapidly  failed  and  her  anemia  progressed  rapidly. 
She  consulted  me  in  the  fourth  week  of  her  pregnancy  at  which  time 
she  presented  the  clinical  picture  of  a  pernicious  anemia.  My 
consultant,  Dr.  A.  D.  Dunn,  advised  the  interruption  of  pregnancy 
because  of  the  finding  of  a  progressive  anemia  with  a  low  grade  of 
temperature  and  the  following  blood  findings: 

Red    cells 3,250,000 

Hemoglobin 60  per  cent. 

White  count 5.700 

Megaloblasts few  in  number 

Red  cells  showed  great  variation  in  size,  shapes  and 
staining  qualities. 

There  were  no  nucleated  red  cells  in  evidence.  No  free  hydro- 
chloric acid  was  found  in  the  stomach  contents.  The  tonsils  were 
infected  and  the  a:-rays  showed  two  alveolar  abscesses.  There 
was  a  low-grade  temperature.  It  may  be  noted  that  the  classical 
findings  of  pernicious  anemia  were  all  present  with  the  exception 
of  nucleated  red  cells.  The  case  was  regarded  as  one  of  incipient 
pernicious  anemia,  which  was  feared  would  progress  with  the 
advance  of  pregnancy.  The  bowel  was  plastered  to  the  fundus  of 
the  uterus  and  on  the  left  side  the  ovary  was  cystic  and  the  size 
of  a  small  orange.  An  abdominal  hysterectomy  was  performed 
and  the  tubes  resected.  Convalescence  was  uninterrupted  and  six 
weeks  following  the  operation  the  hemoglobin  had  increased  to 
70  per  cent.,  the  red  cells  to  3,725,000.  The  tonsils  and 'infected 
roots  of  teeth  were  removed  before  the  patient  left  the  hospital. 

Note. — The  report  of  my  previous  case  appears  in  the  Transac- 
tions of  the  American  Gynecological  Society,  1908,  page  in. 
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Exstrophy  of  the  bladder  is  rather  infrequently  met  with  and  it 
is  exceptionally  rare  in  females.  C.  H.  Mayo(i)  quotes  Neudorfer's 
statement  that  this  anomaly  is  found  once  in  50,000  births;  according 
to  Spooner,  quoted  by  Haggard(2),  it  was  noted  four  times  in  116,500 
births,  or  once  in  every  29,185.  Eighty  or  go  per  cent,  of  the  cases 
are  males,  and  Guetshau  (quoted  by  Haggard)  was  able  to  find 
reports  of  only  thirty-five  adult  women  thus  deformed.  Mayo(i) 
states  that  approximately  one-half  of  these  unfortunates  die  during 
the  first  ten  years  of  life,  and  that  the  great  majority  die  before  they 
are  forty.  Hence  very  few  girl  babies  thus  afflicted  reach  adult 
life  and,  naturally,  very  few  of  those  who  attain  maturity  become 
mothers.  We  have  observed  one  such  case,  however,  and  after  a  very 
thorough  search,  have  been  able  to  find  only  thirteen  others  reported 
in  the  literature. 

In  complete  exstrophy  the  anterior  bladder  wall  is  lacking  and  the 
posterior  wall  forms  part  of  the  lower  anterior  abdominal  wall, 
being  present  as  a  reddish  triangular  area  with  base  downward  and 
apex  upward  toward  the  umbilicus.  In  some  cases  the  latter  struc- 
ture is  fused  with  the  apex  of  this  triangle.  The  urachus  is  absent 
and  the  urethra  is  represented  by  a  shallow  groove.  In  females  the 
clitoris  is  split  and  the  labia  do  not  meet  anteriorly.  The  vagina  is 
very  short  and  the  cervix  frequently  protrudes.  The  ureters  open 
at  the  lower  part  of  the  triangular  area,  but  it  may  be  difficult  to 
find  them  on  account  of  the  excoriations  and  incrustations  present. 
The  pelvis  is  split  (though  we  may  infrequently  find  split  pelvis 
without  bladder  exstrophy),  the  pubic  bones  being  separated  from  7 
to  14  cm.,  and  joined  by  a  fibrous  band.     Williams^)  states :  "  There 

*From  the  Department  of  Obstetrics  and  Clinical  Gynecology,  School  of 
Medicine,  Tulane  University  of  Louisiana. 
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is  descent  of  the  promontory  of  the  sacrum  and  absence  of  union  of 
the  symphysis;  there  is  marked  transverse  widening  of  the  posterior 
portion  of  the  pelvis,  while  its  anterior  portions  are  more  or  less 
parallel.  External  pelvimetry  in  such  cases  shows  a  marked  flaring 
of  the  anterior-superior  spines  of  the  ilium."  Jellett(4)  observes  that 
"the  sacrum  is  longer  than  normal,  is  narrow,  and  is  displaced  for- 
ward into  the  pelvis,  lying  deeply  between  the  iliac  bones,  to  which 
it  is  attached  in  some  cases  by  an  osseous  union.  The  conjugate 
diameter  is  diminished  in  length,  and  the  transverse  diameter, 
though  often  actually  diminished,  is  relatively  increased  by  the 
outward  displacement  of  the  innominate  bones.  The  anterior- 
superior  iliac  spines  flare  outward  and  are  directed  forward,  while 
the  anterior  parts  of  the  pelvic  bones  may  be  almost  parallel." 

With  such  marked  deviations  from  the  normal,  it  would  seem  that 
dystocia  would  be  the  rule,  and  the  literature  bears  out  this  assump- 
tion. Williams  says  that  the  pelvis  may  be  regarded  as  being  con- 
siderably enlarged,  the  dystocia  being  due  to  abnormalities  of 
mechanism  resulting  from  the  absence  of  a  resistant  anterior  pelvic 
wall.  Schickele  reports  a  case  with  dystocic  labor,  terminated  by 
incising  the  hymen  and  the  cervix  and  performing  Ritgen's  maneuver. 
He  states  that  he  found  reports  of  eight  other  cases,  with  spontaneous 
labor  in  two  only;  in  the  other  six,  however,  no  great  difficulty  was 
experienced.  Jellett,  on  the  other  hand,  states  that  these  patients 
deliver  rapidly,  as  there  is  no  resistance  in  front.  Of  the  fourteen 
cases  included  in  this  report,  only  four  had  easy  or  fairly  easy  de- 
liveries. Again,  one  would  imagine  that  sepsis  would  be  the  rule, 
in  view  of  the  dystocia,  the  frequency  of  operative  interference,  and 
the  difficulty  in  maintaining  even  a  moderate  degree  of  asepsis; 
but,  in  these  fourteen  reported  cases,  the  puerperal  periods  were 
uneventful  and  all  the  mothers  lived.  However,  prolapsus  uteri 
was  a  very  common  sequel. 

Case  Report. — -The  patient  observed  by  us  was  a  negro  female,  aged 
thirty-nine,  in  very  good  general  health,  who  was  admitted  to  our 
obstetrical  service  on  Dec.  22,  1914.  She  was  about  six  months 
pregnant,  and  the  bladder  and  pelvis  presented  the  typical  appear- 
ance shown  in  Figs.  1  and  2.  The  vagina  was  very  short  and  the 
cervix  was  just  within  the  orifice.  Later,  the  cervix  protruded  and 
became  eroded.  Repeated  attempts  were  made  to  secure  a  skia- 
graph, but  the  constant  dribbling  of  urine  during  the  exposures  spoiled 
each  plate.  The  measurements  were:  spines  25,  crests  28,  external 
conjugate  21,  trochanteric  32;  thus  there  was  not  much  flaring  of 
the  iliac  bones.  (Fig.  3  is  a  schematic  drawing  of  this  pelvis.) 
Labor  began  at  4.30  p.  m.  on  March  21,  1915,  and  she  was  delivered 
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by  forceps  (C.  J.  M.)  at  7.10  the  next  morning.  Interference  was 
necessary  because  the  force  of  the  labor  pains  was  expended  chiefly  in 
producing  a  bulging  downward  of  the  soft  parts,  with  no  real  progress 
of  the  child.  This  we  believe  to  be  due  to  the  lack  of  a  resistant 
anterior  pelvic  wall,  as  stated  by  Williams.  The  child  was  a  female, 
weighing  6  pounds,  lying  in  the  L.  O.  A.  position.     The  cervix  and 


Fig.  i. 

perineum  were  slightly  lacerated  and  were  sutured.  In  spite  ofjthe 
abnormalities  present  and  the  consequent  impossibility  of  obtaining 
asepsis,  the  convalescence  was  absolutely  normal  and  afebrile.  She 
was  discharged  about  two  weeks  later.  Subsequently  she  returned 
to  our  gynecological  service  suffering  with  prolapsus  uter  in  addition 
to  the  exstrophy.  However,  she  refused  her  consent  to  any  operative 
procedures,  even  for  the  relief  of  the  prolapse. 

Upon  looking  up  the  literature,  we  find  that  the  first  case  of  this 
character  was  reported  by  Bonnet(s)  in  1722-  She  was  twenty-three 
years  old,  conceived  shortly  after  marriage,  and  passed  through  a 
normal  pregnancy.  Labor  was  long  and  difficult,  and  delivery  was 
finally  effected  by  incision  of  the  vaginal  orifice  and  extraction  of  the 
child  by  inserting  a  finger  in  its  mouth.     Both  lived,  but  the  mother 
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developed  prolapsus  uteri  and  a  rectovaginal  fistula.  Hamilton (6) 
reported  the  next  case  in  1835;  this  is  the  first  American  case.  The 
ectopia  was  marked,  and  the  vulva  and  vagina  were  almost  rudi- 
mentary. This  patient  became  pregnant  at  forty.  Labor  at  term 
lasted  four  and  one-half  days,  and  was  finally  terminated  by  incising 
the  svmphvseal  region.     The  child  was  dead,  but  the  mother  lived 


Fig.  2. 

to  the  age  of  eighty.  Ayers(7)  reported  the  first  case  which  was 
subjected  to  operation;  she  was  twenty-eight  years  old  and  was 
successfully  operated  upon  four  months  before  term  by  a  method 
devised  by  the  author.  She  delivered  a  dead  child  (footling) 
spontaneously  at  term  after  a  long  and  very  difficult  labor.  Uterine 
prolapse  developed  later.     Litzman(8)  reports  the  case  of  a  woman 
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Fig.  3- 


Fig.  4. — (From  Jellett's  "Midwifery,"  1910.) 
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twenty-five  years  old,  upon  whom,  after  a  labor  of  three  days,  a 
forceps  delivery  was  unsuccessfully  attempted.  She  then  delivered 
a  dead  child  spontaneously,  the  forceps  having  torn  her  so  that 
this  was  possible.  Gunsberg(Q)  reported  a  case  in  whom  pregnancy 
occurred  twice;  the  first  labor  was  terminated  by  incisions,  the 
second  was  spontaneous.  Both  children  lived.  Giisserow(io) 
reported  a  case  terminated  by  incisions  and  extraction  of  a  dead 
child;  the  mother  developed  prolapse.  Klein(n)  and  Waldstein(i2) 
each  reported  a  similar  case,  with  living  children  delivered  after  mak- 
ing incisions.  Both  mothers  developed  prolapse.  Schickele(i3)  re- 
ported the  case  of  a  woman  aged  eighteen  and  one-half  years,  who 


Fig.  5. — (Fom  Jellett's  "  Midwifery,"  1910.) 


also  had  a  bicornate  uterus.  A  long,  difficult  labor  was  terminated 
by  incising  the  hymen  and  the  cervix  and  performing  Ritgen's 
maneuver.  Both  mother  and  child  lived.  Moorhead(i4)  per- 
formed successfully  a  modified  Maydl  operation  upon  a  woman  who 
had  previously  borne  two  children,  the  labors  being  followed  by 
prolapse.  \Vinslow,s(i5)  case  is  especially  interesting;  he  operated 
upon  her  in  1886  (when  she  was  six  years  old),  covering  the  defect 
by  turning  in  flaps  of  skin.  She  subsequently  married,  and  between 
1901  and  1905  passed  through  four  labors,  all  dystocic;  two  children 
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lived.  Adam ( 1 6)  reported  a  case  in  which  labor  lasted  only  four 
hours;  there  was  considerable  laceration  of  the  soft  parts  with  sub- 
sequent sloughing  and  pyrexia,  and  prolapse  developed  afterward. 
Jellett(4)  reported  a  case  delivered  normally  at  term  in  the  Rotunda 
Hospital  (Figs.  4  and  5).  As  noted  above,  none  of  the  patients 
suffered  from  puerperal  infection,  in  spite  of  the  frequency  of  opera- 
tive interference.  Adam's  case,  which  was  delivered  the  most 
rapidly,  suffered  from  extensive  sloughing,  with  temperature  which 
was  no  doubt  due  to  the  local  condition. 

Of  these  fourteen  cases,  one  (Window's)  had  had  a  plastic  opera- 
tion twenty-five  years  before;  one  was  operated  upon  successfully 
when  five  months  pregnant  (Avers);  one  was  operated  upon  after 
two  labors  (Moorhead);  and  one  was  operated  upon  later  for  pro- 
lapse (Adam).  The  others  had  nothing  done  for  them.  As  above 
noted,  our  patient  returned  later  but  would  not  consent  to  an  opera- 
tion. However,  we  are  hoping  that  she  can  be  persuaded  to  consent 
to  an  attempt  at  repair,  utilizing  one  of  the  methods  recently  elabor- 
ated by  Mayo,  Haggard,  and  others. 
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(With  one  illustration.) 

The  clinical  study  of  the  causes  of  the  life  important  subject  of 
pelvic  peritonitis,  of  female  genitalia  origin,  from  close  personal  ob- 
servations in  a  great  number  and  variety  of  "operated"  cases,  with 
especial  attention  to  the  "  etiologic  intricacies/'  appears  to  the  author 
of  paramount  importance,  especially  in  making  the  diagnosis,  and 
also  the  decision  when  to,  and  when  "not''  to  operate. 

The  female  pelvis  is  naturally  the  most  frequent  site  of  peritonitis, 
because  the  uterus  with  its  very  varied  functional  changes  and  great 
liability  to  (a)  wound  surface  (puerperal)  infection  and  (b)  gonor- 
rheal infection,  and  (c)  gonorrheal-mixed  infection  forms,  with  the 
two  patent  Fallopian  tubes,  two  direct  open  ways  from  the  vagina 
to  the  pelveoperitoneal  cavity.  In  "health,"  with  an  intact  uterine 
mucosa  (nonpregnant  condition),  the  pelvic  peritoneum  is  guarded 
from  an  ascending  infection,  by  the  normal,  acid,  antiseptic  vaginal 
mucous  on  the  resistant  skin-like  vaginal  mucosa,  from  all  the 
ordinary  pus,  pneumococcus,  colon,  and  most  other  microorganisms 
(except  the  gonococcus).  All  of  these  are  constantly  gaining  access 
to  the  vagina  by  capillarity,  intercourse,  examinations,  etc.;  but  there 
are  times  of  less  or  more  vulnerability  both  "nonpuerperal"  as  well 
as  "puerperal"  which  demand  a  special  detailed  explanation  of  the 
many  modes  and  sites  of  origin,  intensity  and  routes  of  travel  to 
the  peritoneal  cavity. 

(^4)  Ascending  female  genitala  "intact  mucosa"  infections,  pre- 
dispose to  peritonitis  of  from  very  slight  to  very  acute,  but  compara- 
tively rarely  of  fatal  severity. 

(i)  Those  via  the  intact  (nonmenstruating)  uterine  mucosa  and 
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tubes  due  to  (a)  Noeggerath's  catarrh,  (b)  a  true  Neisser's  gonorrhea 
or  (c)  gonorrheal-mixed  infection. 

(2)  Infection  during  menstruation,  not  only  from  gonorrhea  but 
also  occasionally  from  nongonorrheal  pus,  may,  in  rare  cases,  ascend 


Fig.  i. — Scheme  of  zones  of  peritonitis.  1.  Zone  of  suppuration  and  necrosis 
with  pseudomembranous  or  free  exudate  or  pus.  "Entire  inhibition"  and  loss 
of  regenerative  power.     2.  Zone  of  "only  partial  inhibition"  of  regenerative 


power,  plastic  adhesions, 
limiting  circumscription. 


3.  Zone  of  "regeneration  and  connective  tissue 


via  the  "near- wound"  surface  of  the  "partially  denuded"  endo- 
metrium during  normal  menstruation,  or 

(3)  After  the  casting  out  of  a  dysmenorrheic  "membrana  exfolia- 
tiva" (which,  in  some  of  these  cases,  is  probably  really  the  "true" 
decidua  of  an  early  intrauterine  pregnancy,  i.e.,  an  abortion,  for  a 
woman  though  pregnant  may  menstruate  regularly  for  two  or  indeed 
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in  rare  cases,  three  months) ;  or  the  casting  out  of  the  "false "  decidua 
(false  abortion)  of  an  extrauterine  pregnancy. 

(4)  The  "alkaline"  menstrual  blood  also  reduces  the  normal 
vaginal  mucous  during  the  period,  making  the  Jewish  law  of  sexual 
abstinence  for  seven  days  after  menstruation  of  more  than  passing 
importance. 

(5)  The  submucous  uterine  fibroid,  which  frequently  causes  uter- 
ine contractions  (a)  often  acts  as  a  pump-valve  and  rapidly  sucks 
up  the  recently  introduced  infection  immediately  from  the  vagina 
into  the  less  resistant  uterus,  very  commonly  resulting  by  extension, 
in  pus  tubes  and  peritonitis.  Ascending  infection  of  the  uterus  in 
fibroid  cases,  is  also  predisposed  (b)  by  the  vaginal  acidity  reducing, 
frequently  constant,  alkaline  (submucous  fibroid)  hemorrhage,  (c) 
the  general  systemic  anemia,  as  well  as  (d)  the  proneness  of  the  grow- 
ing fibroid  to  create  an  endometric  wound  surface.  In  one  case  seen 
by  the  author  in  consultation,  a  nullipara  aged  thirty-five,  death 
occurred  from  peritonitis  after  the  spontaneous  expulsion  of  a  sub- 
mucous fibroid.  Vaginal  operations  on  pedunculated  submucous 
fibroids  that  are  apparently  very  simple  to  remove,  are  very  fre- 
quentlv  fatal  either  from  septicemia,  thrombosis  and  pulmonary 
embolism  or  peritonitis,  also  the  possibility  (e)  of  "inversion  uteri" 
and  accidental  excision  of  a  part  of  the  inverted  uterine  wall  also, 
with  perhaps  opening  the  peritoneal  cavity,  must  never  be  forgotten 
as  a  very  possible  accident  in  these  operations.  (In  one  such  case 
that  came  under  my  observation  prolapse  of  the  intestines  and 
strangulation  terminated  fatally.)  (f)  Lastly,  an  overlooked  con- 
comitant abortion  and  infection  undiagnosed  because  of  the  fibroid 
hemorrhage  or  indeed  a  true  gonorrhea  may  be  the  cause  of  pus 
tubes  and  peritonitis  in  fibroid  cases. 

The  relation  of  intact  mucosa  (gonorrheal)  infection  clinically  to 
peritonitis  is  peculiarly  variable  and  deserves  special  mention,  (a) 
In  simple  gonorrhea  there  results  probably  in  every  case  some  as- 
cending catarrhal  endosalpingitis  and  accompanying  peritonitis  by 
extension,  usually  comparatively  mild,  indeed  it  is  often  diagnosed 
as  dysmenorrhea  when  recurring  at  the  time  of  the  period,  or  ''mid- 
dle ovulations"  pain  when  between  periods,  (b)  Pus  tubes  occur 
onlv  in  from  4  to  6  per  cent,  of  gonorrheal  cases  and  these  probably 
only  in  rare  instances  due  to  the  greater  virulence  of  the  gonococcus 
alone,  or  theoretically  an  insufficiency  of  antibodies;  or  more  usually 
the  so-called  gonorrheal  pyosalpinges  and  acute  peritonitis  are 
probably  due  to  an  added  staphylococcus,  or  streptococcus  (mixed 
cronorrheal)  infection:  e.g.,  following  an  abortion. 
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Among  other  interesting  cases  operated  was  one  sterile  nullipara 
with  a  spontaneous  acute  tuboovarian  abscess.  I  had  treated  her 
locally  for  gonorrhea  just  sixteen  years  previously. 

The  author  would  like  to  call  attention  in  this  connection  to 
severe  acute  "  nonpostabortive "  pyosalpinges  and  peritonitis  in 
women  soon  after  cohabiting  with  men  suffering  from  a  "mixed" 
Neisserian  infection,  often  apparently  acquired  by  a  too  early  or 
carelessly  selfadministered  urethral  injection  treatment.  So  many 
cases  of  this  kind  have  been  observed  by  the  writer,  that  he  respect- 
fully suggests  that  the  injection  treatment  of  male  gonorrhea  deserves 
very  careful  reconsideration  by  the  "genitourinary"  specialist,  for 
a  cure  demands  not  only  subsidence  of  symptoms  but  nonsterility 
of  the  male  and  nontransmissibility  of  infection  to  the  female. 

(B)  The  ascending  female  genitalia  wound  surface  puerperal 
infection  and  peritonitis  occurs:  (i)  after  a  true  abortion  or  term 
labor,  in  which  latter  a  puerperal  wound  surface  liable  to  infection 
extends  from  the  (usually  torn)  perineum  to  the  fundus  uteri  (indeed 
immediately  after  labor  the  torn  cervix  may  often  protrude  from  the 
introitus  vaginas),  whence  ascending  infection  through  the  patent 
tubes  or  other  route,  is  very  liable. 

(a)  The  left  side  of  the  pelvic  cavity  was  often  most  markedly 
involved  in  bilateral  uterotubal  peritonitis  because  of  the  very 
close  proximity  and  early  adhesions  of  the  left  tube  to  the  sigmoid 
or  rectum  and  often  probably  early  added  colon  infection.  In  one 
case,  C.  H.,  aged  thirty-two,  para-ii,  second  month  abortion,  acute 
symptoms  were  absent  till  actual  perforation  of  the  sigmoid  had 
occurred. 

(b)  Right-sided  peculiarities,  e.g.,  adhesions  of  the  tube  to  the 
vermiform  appendix  or  the  reverse  were  less  frequent  but  common. 

(2)  After  a  "false  abortion"  (extrauterine  pregnancy)  and  ex- 
pulsion from  the  uterus  of  the  "false  decidua"  (without  or  with 
rupture  of  the,  e.g.,  tubal  pregnancy)  leaves  a  uterine  wound  surface 
and  the  "lochial"  blood  also  reduces  the  protective  acidity  of  the 
vaginal  mucous.  As  the  symptoms  are  the  same,  as  in  normal 
pregnancy  criminal  abortion  attempts  (not  always  confessed  to) 
with  the  introduction  of  infection  also  occur  in  these  extra- 
uterine pregnancies  under  the  impression  that  the  pregnancy  is 
intrauterine. 

(3)  In  ruptured  extrauterine  (usually  tubal)  pregnancy  (and  con- 
cealed hematocele  retrouterine)  the  systemic  anemia  invites  and 
the  blood  in  the  patent  tube  forms  a  culture  media  for  the  easy 
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ascent  of  infection  through  the  tubes  to  the  already  irritated  peri- 
toneal surface. 

Immediately  after  rupture  the  anemia,  frequent  pulse,  usually 
subnormal  temperature,  sudden  onset  and  shock,  point  more  defi- 
nitely to  ectopic,  than  later,  when  the  temperature  may  rise  two  or 
three  degrees,  though  the  persistent  anemia,  the  lessened  spasm  and 
pain  over  the  abdominal  wall.  Careful  consideration  of  the  sub- 
jective history  should  ordinarily  suffice  to  save  these  cases  from  being 
so  frequently  operated  as  appendicitis. 

(4)  Infection  after  uterine  curettage  (even  under  strict  anti- 
sepsis) though  rare  (a)  in  the  "intact  mucosa"  cases,  is  very  fre- 
quent (b)  ih  postabortion  cases,  both  where  there  is  still  active  infec- 
tion, as  well  as  also  in  those  cases  in  which  there  were  previous  signs 
of  infection  but  in  which  the  temperature  and  leukocyte  count  have 
become  normal  or  nearly  normal.  This  may  be  because  the  now 
granular  endometric  surface  has  become  resistant  to  the  still  viru- 
lent pus  cocci  present.  The  dilatation  makes  fresh  tears  of  the 
cervix  and  the  curettage  a  fresh  wound  surface,  so  that  re-infection 
and  parametric  abscess  or  peritonitis,  or  even  septicemia  and  death 
may  occur,  (c)  If  peritonitis  follow  curettage  for  abortion  the  pos- 
sibility of  ectopic  pregnancy  rupture  as  a  cause  must  also  be 
borne  in  mind. 

(5)  Lastly,  in  the  puerperal  infectious  cases  there  were  four  very 
important  points  that  stood  out  clinically: 

(a)  In  simple  puerperal  (postterm  and  postabortions)  endometri- 
tis and  metritis,  entirely  free  from  any  sign  of,  or  history  of,  a  pre- 
vious gonorrhea,  an  ascending  peritonitis  via  the  healthy  tubes  was 
comparatively  rare,  while, 

(b)  In  the  puerperal  cases  in  which  there  had  probably  been  a 
previous  catarrhal  salpingitis  (due  to  a  previous  gonorrhea),  pus 
tubes  and  peritonitis  following  puerperal  infection  (especially  post- 
abortion), were  relatively  frequent. 

(c)  That  belated  puerperal  infection,  pus  tubes  and  peritonitis 
can  occur  in  some  of  the  latter  cases,  i.e.,  beginning  later  than  the 
usual  three  to  five  days  after  term  labor  or  abortion,  is  undoubted. 
In  these  cases  the  puerperium  may  run  a  normal  or  nearly  normal 
course  and  pus  tubes  and  peritonitis  occur  from  nine  to  thirty  days, 
after  labor,  as  noted  recently  in  two  of  my  cases  in  the  Presbyterian 
Hospital,  neither  of  whom  were  examined  vaginally  or  had  had  any 
opportunity  since  labor  for  sexual  intercourse;  but  a  previous  attack 
of  gonorrhea  was  confirmed  by  the  male  history  in  both  cases,  one 
of  which  had  a  fist-sized  uterine  fibroid. 
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(d)  That  in  extremely  rare  cases  unilateral  gonorrheal  pus  tubes 
may  cause  antepartum,  intrapartum,  as  well  as  postpartum  peri- 
tonitis, must  be  borne  in  mind.  The  consideration  of  the  three  main 
routes  by  which  ascending  female  genitalia  infections  lead  to  peritonitis, 
viz.:  by  (i)  continuity,  (2)  contiguity  and  (3)  direct,  are  too  important 
to  omit,  especially  as  the  term  puerperal  fever  is  generally  wrongly 
taken  to  mean  an  infection  of  the  uterus  only. 

(1)  Ascent  of  infection  by  continuity  (a)  directly  along  the  patent 
pus  tubes  into  the  peritoneal  cavity,  or  if  a  sactosalpinx  purulenta 
(adhesion  closure  of  the  fimbriated  extremity)  has  occurred,  (b)  the 
infection  may  "wander"  through  the  closed  tube  wall  to  the  peri- 
toneal cavity  or  (c)  spontaneous  or  traumatic  (not  always  neces- 
sarily rough)  vaginal,  examinations  rupture  of  a  pus  tube  can  occur, 
either  at  the  adherent  fimbriated  end  or  at  some  place  in  the  con- 
tinuity of  the  tube  wall. 

Case  I. — Keyes  Surgical  service,  Cook  County  Hospital;  C.  B.y 
aged  forty-two,  brought  to  Hospital  with  pus  tubes.  Examination 
on  entry  resulted  in  acute  general  peritonitis  and  death  in  ten  hours; 
the  autopsy  revealed  a  large  ruptured  pus  tube. 

Careful  examination  in  pus  tubes  or  circumscribed  peritonitis 
cases,  if  followed  by  a  marked  rise  in  temperature,  without  or  with 
chill,  and  the  symptom-complex  of  peritonitis,  even  though  it  sub- 
side again  rapidly,  should  always  be  a  forewarning  of  the  virulence 
of  the  infection  to  be  handled  at  the  operation. 

Case  II. — Keyes  service,  Cook  County  Hospital.  A.  H.,  aged 
twenty-seven,  temperature  fell  from  102. 50  F.  on  entry  to  normal; 
careful  reexamination  bimanually  for  diagnosis  was  followed  by  a 
sudden  rise  of  temperature  and  subsidence  again  to  normal.  Opera- 
tion after  the  temperature  had  been  entirely  normal  for  five  days, 
salpingectomy  of  large  pus  tubes  and  drainage  was  followed  by  death 
in  thirty-six  hours  from  acute  general  peritonitis. 

Before  every  laparotomy  for  pus  tubes  and  peritonitis,  it  is 
extremely  important  to  carefully  consider  the  etiology  and  length  of 
time  of  its  existence,  e.g.,  (a)  a  purely  gonorrheal  (intact  mucosa 
case)  case  may  usually  be  operated  at  any  time  with  success  and 
should  be  very  carefully  differentiated  from  (b)  a  recent  puerperal 
case,  which  demands  that  the  temperature  be  allowed  to  subside  to 
normal  for  as  many  days  as  possible  before  operating.  Indeed,  in 
the  early  abortion  cases  (so  often  criminal)  the  subjective  history  is 
so  often  purposely  misleading  as  to  make  the  differentiation,  and  con- 
sequently the  operative  prognosis  of  peritonitis,  very  difficult,  (c) 
Lastly,  in  gonorrheal  peritonitis  secondary  infection  via  adherent 
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appendix  or  intestines  may  cause  markedly  increased  virulence  and 
graver  prognosis. 

(2)  Infection  of  the  peritoneum  by  contiguity. 

Puerperal  infection,  so  often  undefined  under  the  general  term 
"fever,"  occurs  as  endometritis  followed  by  (a)  metritis,  para-  and 
peri-metritis,  i.e.,  peritonitis  in  turn;  or,  (b)  a  phlebothrombosis 
suppurativa  of  the  uterine  veins  (especially  at  the  placental  site) 
and  rupture  or  wandering  through  the  vein  wall,  first  into  the  para- 
metrium, secondly  wandering  through  by  the  parametric  pus  of  the 
overlying  peritoneum,  or  less  frequently  rupture  through  both  vein 
and  broad  ligament-peritoneum  can  occur  at  once,  into  the  peritoneal 
cavity;  or  (c)  phlegmasia  alba  dolens;  or  (d)  sudden  pleuritic  pain 
pointing  to  pulmonary  embolism  infarct  or  lung  abscess  and  empyema 
as  a  complication,  or  sudden  death,  in  these  cases  is  comparatively 
common.  (In  two  of  the  latter,  one  died  under  treatment  as  pneu- 
monia. In  the  second  the  cause  of  the  empyema  was  unsuspected 
till  discrepancies  in  the  history  led  to  a  pelvic  examination.) 

(3)  Direct  intraperitoneal  penetrating  tear  wounds  of  the  female 
genitalia  can  occur,  either 

(a)  Of  the  intact  uterine  wall,  or  through  a  previous  Cesarean 
cicatrix;  or 

(b)  Of  the  healthy  cervix  either  into  the  parametrium  or  intra- 
peritoneally  during  the  enormous  stretching  of  a  spontaneous  or 
(premature)  instrumental  term  labor,  or  an  intentional  cervix  dila- 
tation, e.g.,  for  curettage,  especially  via  old  cervix,  scars  or  carcino- 
matous foci,  with  secondary  or  primary  peritonitis.  (The  essayist 
saw  the  late  Dr.  Henrotin  during  very  careful  cervix  dilatation  for 
simple  curettage,  tear  through  an  old  cicatrix  in  a  (nonpregnant) 
multiparous  cervix  into  the  parametrium  with  violent  hemorrhage 
from  the  torn  uterine  artery  which  had  already  distended  the  broad 
ligament  by  the  time  the  abdomen  was  opened,  and  the  vessel  ligated. 
The  patient  made  a  good  recovery.) 

(4)  Accidental  intraperitoneal  perforation  via  the  cervix  or 
uterine  corpus  wall,  probably  often  occurs  (even  unknown)  to  the 
most  careful  operator  either  by  sound,  dilator,  or  curet  especially 
during  the  friability  of  acute  or  chronic  infectious  infiltration. 
Perforation  of  the  uterus  by  the  criminal  abortionist,  or  indeed 
by  the  patient  herself  with  resultant  peritonitis  or  even  often 
unrecognized  intestinal  prolapse  and  strangulation  is  probably  much 
more  common  than  diagnosed. 

In  laparotomies  on  adult  women,  it  is  not  uncommon  to  encounter 
at  the  operation  a  very  small  localized  or  punctate  perimetritis,  with 
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perhaps  omental  or  intestinal  or  other  adhesions  to  the  posterior 
surface  of  the  uterus,  difficult  to  account  for  except  that  the  uterus  has 
been  at  some  time  accidentally  perforated,  a  surmise  not  always  sup- 
ported (by  the  often  intentionally  withheld  true  subjective  history), 
but  often  apparently  confirmed  by  the  absolutely  normal  appearance 
of  the  rest  of  the  peritoneum,  uterus  and  tubes.  The  occasional 
finding  intraperitoneally  in  acute  peritonitis  cases  in  women,  of 
catheters,  knitting  needles,  etc.,  passed  through  the  uterine  wall  by 
an  abortionist  or  even  by  the  patient  herself,  is  the  experience  of 
every  operator. 

(5)  Uterovesical  cul-de-sac  acute  peritonitis  circumscribed  (with 
anterior  parametritis)  occurred  in  one  case  of  confessed  criminal 
abortion  in  a  multipara  with  acute  retroflexion  uteri;  the  bougie  had 
evidently  passed  through  the  anterior  cervix  wall  into  the  anterior 
para-tissues  between  the  bladder  and  uterus  and  then  "penetrated" 
intraabdominally. 

(C)  Pelvic  Hernia  as  a  Cause  of  Peritonitis. — Virchow's,  Douglas's 
sac  strangulated  hernia,  occurred  in  three  cases.  In  one  case 
(not  previously  operated)  the  writer  found  a  12-inch  long  gangre- 
nous strangulated  loop  of  the  ilium.  Suspicion  of  a  criminal  abor- 
tion with  ascending  tuboperitoneal  infection  or  more  likely  uterine 
perforation  as  the  cause  of  the  peritonitis  in.  a  case  of  a  previously 
retroverted  uterus,  was  not  confirmed  by  the  history  obtainable. 
In  two  postoperative  cases  of  Virchow's  hernia,  the  strangulation  of 
the  intestine  followed  a  salpingo-oophorectomy  for  tubal  infection 
in  which  the  operator  had  omitted  to  anchor  the  fundus  of  the  uterus 
forward.  The  danger  of  postoperative  pelvic  adhesions — strangu- 
lation of  intestine,  even  after  years  of  perfect  health,  should  always 
be  borne  in  mind,  in  every  woman  with  an  abdominal  scar.  Thus 
far  the  writer  has  only  seen  one  clean  case  totally  devoid  of  intra- 
abdominal adhesions  at  the  second  laparotomy,  and  it  is  apparently 
impossible  to  expect  adhesionless  results  in  cases  operated  for  in- 
flammatory conditions.  It  is  quite  probable  that  the  modern  dry 
roll  sponge  kills  as  many  from  adhesions  as  did  the  old  small  wet 
sponges  from  being  left  accidentally  in  the  abdomen. 

(D)  Ovarian  Tumors  as  a  Cause  of  Peritoneal  Irritation  or  Peri- 
tonitis, due  to  rupture  and  discharge  of  their  simple  contents  or 
after  suppuration  or  pedical  torsion. 

(a)  Spontaneous  rupture  of  an  adult  head-sized  ovarian  retention 
cyst,  the  empty  ruptured  sac  of  which  I  removed  by  laparotomy 
at  Cook  County  Hospital,  caused  no  macroscopic  change  in  the 
appearance  of  the  peritoneum,  the  fluid  was  completely  resorbed, 


282      KI  VI  s:   PELVIC  PERITONITIS  of  female  genitalia  origin 

nor  did  the  patient  complain  of  any  symptoms  at  the  time  or  after 
the  rupture.  I  had  examined  and  diagnosed  the  "cyst"  five  days 
previous  to  the  operation.  The  examination  immediately  before 
the  operation  was  negative. 

(b)  Ovarian  abscess  rupture  was  uncommon,  more  usually  the 
thinned  out  site  became  early  adherent  to  the  neighboring  perito- 
neum and  omentum. 

(Torsion  of  a  simple  retention  cyst  pedicle  of  any  marked  degree 
was  not  met  with,  possibly  due  to  their  lighter  weight  and  more 
spherical  shape,  thus  supporting  the  idea  that  torsion  in  ovarian 
tumors  is  due  to  the  true  newgrowth  enlarging  so  often  more  at  one 
pole  than  the  other,  thereby  causing  an  overbalancing  and  pedical 
torsion.) 

(c)  The  cystoadenoma  pseudomucinosum  also  apparently  caused 
little  if  any  peritoneal  irritation  by  the  rupture  of  loculi  and  dis- 
charge of  pseudomucin  in  the  peritoneal  cavity.  Very  large 
pseudomucinomata  caused  an  accompanying  mechanical  ascites, 
even  when  still  benign.  One  such  case  had  been  tapped  monthly 
for  six  months  as  simple  ascites.  In  a  second  case  the  microscope 
showed  malignant  degeneration  of  the  pseudomucinoma  as  an 
additional  cause  of  the  ascites.  A  third  case  of  adult  head-sized 
pseudomucinoma  contained  a  pint  of  pus  in  one  large  loculus  which 
was  adherent  to  the  neighboring  intestine;  this  case  had  been  under 
treatment  some  days  for  supposed  possible  malaria  and  even  when 
diagnosed,  the  tumor,  due  to  the  inflammatory  infiltration  and  hard- 
ness, was  mistaken  for  a  uterine  fibroid  with  pus  tubes. 

(d)  Slow  torsion  in  pedunculated  ovarian  tumors,  with  a  history 
of  one  or  more  attacks  of  peritonitis  and  the  formation  of  omental 
and  peritoneal  adhesions,  was  common,  especially  when  rising  out 
of  the  pelvis  into  the  more  roomy  multiparous  abdomen.  One 
multipara  I  attended  in  four  quite  severe  attacks  of  peritonitis 
before  I  could  persuade  the  patient  to  submit  to  an  operation, 
which  resulted  in  complete  recovery. 

(e)  Rapid  torsion  with  tumor  necrosis  and  acute  peritonitis 
was  not  met  with  in  my  recent  series  of  cases,  due  possibly  to  the 
present-day  earlier  diagnosis  and  operation. 

(/)  Of  the  cystomapseudomyxomatosa,  there  was  one  case  in 
my  service,  with  the  usual  slight  peritoneal  irritation  and  distention 
from  pseudomyxomatosum  peritonei,  recovered  from  the  first 
operation,  and  then  was  lost  sight  of. 

(g)  Cystoma  serosum  with  abdominal  pain  and  very  abundant 
ascites  occurred  in  seven  cases.     The  ages  ranging  from  nineteen 
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to  sixty  years.  All  recovered — one  living,  with  no  recurrence 
of  tumor  or  ascites,  or  discomfort  for  three  and  one-half  years, 
and  then  died  of  multiple  malignant  tumors  of  the  peritoneum.  One 
case  died  after  one  year  of  intercurrent  pneumonia.  One  case, 
the  youngest,  is  still  alive  and  perfectly  well  after  seven  years.  In 
none  of  the  cases  was  it  possible  to  remove  all  the  polypoid  peritoneal 
implantations;  both  ovaries  were  removed  in  every  case. 

In  the  malignant  tumors  the  early  ascites  often  apparently  made 
the  actual  abdominal  pain  less  by  stopping  adhesion  formation 
with  the  intestines  the  secondary  torsion  of  which  latter  apparently 
caused  most  of  the  early  subjective  disturbance  in  tumor  torsion 
cases  also  ovarian  malignant  tumors  grew  more  generally  even  in 
shape. 
Peoples  Gas  Bldg. 


A  RESUME  OF  FACTS  CONCERNING  MALIGNANT 
TUMORS  OF  THE  BREAST.* 

BY 
CHARLES  F.  NASSAU,  M.  D., 

Philadelphia,   Pa. 

Benign  tumors  are  much  less  frequent  than  malignant  tumors. 
According  to  Rodman,  in  an  analysis  of  5000  mammary  tumors,  16.5 
per  cent,  were  benign. 

We  must  not  forget  that  a  tumor  may  have  existed  for  years  as 
apparently  a  benign  growth  and  suddenly  it  may  assume  a  malignant 
character. 

Apparently  cancer  is  increasing  in  frequency.  Whether  this  is  due 
to  the  fact  that  the  public  is  being  better  educated  and  that  the 
medical  profession  is  undoubtedly  better  trained  in  the  diagnosis,  it 
is  hard  to.  say,  but  I  am  personally  inclined  to  believe  that  cancer  is 
more  frequent  than  it  was  twenty-five  years  ago.  Of  course,  we  all 
know  that  age  exerts  a  definite  influence  in  the  predisposition  of 
cancer.  Cancer  of  the  female  breast  is  of  course  more  common  than 
in  the  male.  According  to  the  Johns  Hopkins  Hospital  report,  there 
were  only  three  cancers  of  the  breast  in  the  male  in  307  cases. 

The  sexual  state  has  a  distinct  bearing  upon  mammary  cancer. 

Fewer  cases  are  seen  before  than  after  the  menopause.     It  is  more 

common  in  married  than  in  single  women,  and  in  those  who  have  borne 

children,   than   those  who  have  not.     Multiparas  are  most  often 

*Read  at  a  meeting  of  the  Philadelphia  Obstetrical  Society,  March  7,  1918. 
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affected.  Women  who  have  nursed  their  children  have  the  highest 
percentage  of  cancer. 

Traumatism,  whether  due  to  an  actual  blow  or  to  pressure  seems 
to  exercise  a  definite  influence. 

The  mammary  gland  is  usually  immune  to  disease  during  lacta- 
tion, but  it  should  never  be  forgotten  that  in  rare  instances  malignant 
tumors  may  develop  during  pregnancy  and  the  period  before  lacta- 
tion. According  to  Bloodgood,  all  induration  in  the  breast  before 
delivery  in  women  over  twenty-five  years  of  age  should  always  be 
explored.  He  has  noted  eight  cases  of  cancer  in  the  lactating  breast 
and  Finney  states  that  in  Halsted's  clinic  he  has  observed  carcinoma 
during  lactation  in  2  per  cent,  of  the  cases.  It  has  been  my  own 
experience  that  at  times  it  is  almost  impossible  to  make  a  diagnosis 
between  a  chronic  suppurative  mastitis  and  cancer. 

In  connection  with  the  question  of  suppuration  in  the  breast, 
there  is  a  condition  probably  more  often  seen  by  obstetricians  than 
the  general  surgeon — the  acute  carcinoma  of  the  breast,  first  de- 
scribed by  Volkmann  in  1875,  and  known  by  a  number  of  different 
names.  The  best  description  that  I  have  been  able  to  find  is  in  the 
Reference  Handbook  of  the  Medical  Sciences.     It  is  as  follows: 

"It  represents  a  virulent  or  foudroyant  type  of  carcinoma  of  the 
breast,  producing  intense  irritation  of  the  tissues  accompanied  by  a 
rapid  infiltration  of  round  cells  and  inflammatory  symptoms.  Both 
the  scirrhus  and  medullary  types  have  been  observed.  The  invasion 
is  sudden  and  the  progress  is  extremely  rapid,  with  all  the  symptoms 
of  acute  inflammation.  There  may  exist  in  the  beginning  a  small 
nodule  or  indurated  mass,  but  ordinarily  it  commences  as  an  acute 
inflammatory  and  diffuse  process,  without  any  definite  palpable 
tumor,  and  the  entire  gland  is  enlarged,  firm  and  painful.  Some- 
times there  may  be  a  feeling  of  fluctuation.  The  subcutaneous  veins 
are  enlarged  and  the  skin  is  edematous,  brawny,  reddened,  and  ad- 
herent, presenting  a  striking  resemblance  to  acute  mastitis,  and  for 
which  it  has  been  mistaken.  The  infiltrated  and  brawny  skin  may 
early  show  small  abscesses  and  necrotic  areas,  and  the  inflammatory 
process  may  extend  to  the  surrounding  integument  of  the  thorax; 
but  a  general  breaking  down  of  the  whole  breast  has  not  been  ob- 
served. A  condition  of  'orange  skin'  or  'pig  skin'  has  been  noted; 
and  the  nipple  is  usually,  but  not  always,  retracted.  There  may  be 
both  local  and  general  elevation  of  temperature.  The  disease 
rapidly  advances,  involvement  of  the  axillary  and  superclavicular 
glands  and  general  metastasis  or  carcinomatosis  occurs  at  an  early 
stage,  the  toxemia  is  profound,  and  death  results  sometimes  in  a 
few  weeks  but  seldom  later  than  twelve  months.  It  is  commonly 
associated  with  pregnancy  and  lactation,  and,  in  consequence  is 
encountered  in  young  women  and  before  late  middle  life,  that  is,  dur- 
ing the  period  of  the  physiological  activity  of  the  gland. 
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"A  section  of  the  tumor  shows  a  rather  firm  and  fibrous  tissue, 
of  a  dark  red  or  purplish  color,  and  sometimes  with  both  small 
abscesses  and  hemorrhagic  areas  scattered  over  the  surface.  There 
may  be  also  necrotic  spots,  and  in  some  places  the  abscesses  may  be 
of  rather  large  size.  The  skin  shows  edema  and  induration  which 
may  extend  some  distance  beyond  the  limits  of  the  breast. 

"The  only  diagnostic  difficulty  is  in  confusing  the  disease  with 
acute  suppurative  mastitis,  from  which  the  differentiation  is  by  no 
means  easy.  In  fact  the  distinction  may  not  be  made  until  after 
operation  or  a  section  of  the  growth  is  submitted  to  the  microscope. 
However,  any  supposed  case  of  mastitis  that  does  not  yield  to  treat- 
ment within  a  comparatively  few  days  or  in  which  abscess  is  not 
promptly  determined,  especially  if  occurring  during  pregnancy, 
should  be  viewed  with  suspicion.  In  acute  cancer  it  is  probable 
that  the  temperature  is  not  so  high  as  in  suppurative  mastitis,  and 
again,  in  acute  cancer  the  inflammatory  process  is  probably  more 
diffuse,  the  skin  is  more  extensively  implicated,  more  brawny  and 
generally  adherent  to  underlying  tissues.  Early  implication  of  the 
lymph  nodes  may  be  present  in  both  affections. 

"The  course  is  progressively  downward  and  uniformly  fatal,  and 
unless  the  diagnosis  is  quickly  made,  treatment  is  without  avail. 
Therefore,  early  diagnosis  and  prompt  radical  removal  of  the  breasts, 
muscles,  and  infected  axillary  and  superclavicular  glands  offers  the 
only  hope  in  these  cases." 

It  is  not  a  part  of  my  subject  to  enter  into  a  description  of  benign 
tumors  of  the  breast. 

Diagnosis. — In  making  a  diagnosis  of  malignant  disease  of  the 
breast  I  believe  it  is  well  to  pay  attention  to  the  family  history,  for 
heredity  is  undoubtedly  an  etiological  factor.  Age,  of  course,  exer- 
cises a  definite  influence  in  predisposition.  From  forty  to  sixty 
years,  the  so-called  cancer  age,  it  attains  its  highest  rate;  in  other 
words,  cancer  is  intimately  associated  either  with  the  activity  or 
the  involution  of  the  breast.  I  believe  that  the  proper  mental  atti- 
tude to  assume  when  one  sees  a  patient  in  the  cancer  age  with  a  tumor 
of  the  breast  is,  first  of  all,  that  the  growth  is  cancer;  secondly,  prove 
that  it  is  not  cancer  if  you  can.  It  is  only  in  this  way  that  the  great- 
est good  will  be  done  to  the  greatest  number  of  patients  and,  while 
here  and  there,  one  may  err  in  judgment  and  do  an  unnecessary 
operation,  yet  the  rare  unnecessary  operation  will  more  than  com- 
pensate for  the  larger  number  of  operations  upon  cases  where  cancer 
is  in  its  earliest  stages,  perhaps  developing  in  the  wall  of  a  hitherto 
harmless  cyst.  To  wait  for  all  of  the  so-called  typical  signs  of  can- 
cer: the  adherent  skin,  retraction  of  the  nipple,  fixation  of  the  breast 
upon  the  pectoral  muscle,  axillary  involvement,  bleeding  from  the 
nipple,  is  to  be  in  a  state  of  surgical  uncertainty  where  none  of  the 
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patients  operated  upon  will  have  more  than  the  slightest  chance  of  a 
cure.  Of  course,  in  these  advanced  stages  the  nature  of  the  disease 
is  unmistakable,  but  it  is  in  the  early  cases,  where  decision  for  or 
against  malignancy  is  of  the  utmost  importance,  that  the  diagnosis  is 
difficult,  sometimes  almost  impossible.  Because  the  lymph  nodes 
are  involved  does  not  mean  that  the  growth  is  cancer,  for  they 
may  be  enlarged  by  inflammatory  conditions.  On  the  other  hand, 
the  axillary  lymphatics  may  be  infected  with  carcinoma,  and  yet  not 
be  palpable.  The  symptom  of  retraction  of  the  nipple  only  oc- 
curs early  when  the  growth  is  situated  close  to  the  nipple.  One  of 
the  earliest  means  of  diagnosis  of  cancer  is  that  of  Halsted's,  who 
calls  attention  to  the  punctate  depressions  of  the  skin  demonstrated 
by  drawing  the  breast  to  one  side  and  putting  the  tissues  between 
the  breast  and  the  skin  on  the  stretch. 

Is  it  good  practice  in  doubtful  cases  to  excise  a  portion  of  the 
tumor? 

I  believe  that  it  is  never  justifiable  to  excise  a  piece  of  any  growth 
in  the  breast  and  depend  upon  the  pathological  report  as  to  whether 
a  radical  operation  should  be  performed  at  a  later  period.  It  is 
debatable  whether  the  excision  of  a  piece  of  the  tumor  with  imme- 
diate diagnosis  by  means  of  the  frozen  section  is  a  wise  procedure. 
The  surgeon  should  be  sufficiently  skilled  in  the  macroscopic  diag- 
nosis of  the  freshly  cut  tumor  surface  together  with  the  question  of 
the  infiltration  of  tissue  and  the  type  of  tumor  with  which  he  is 
dealing  to  make  up  his  mind  for  or  against  radical  operation  without 
the  use  of  the  frozen  section;  the  frozen  section  is  merely  confirma- 
tion; and  is  of  negative  value.  If  the  report  of  the  frozen  section  is 
that  malignancy  is  present,  all  right.  If  the  report  of  the  frozen  sec- 
tion is  negative,  there  still  remains  the  question  whether  the  piece 
excised  has  perhaps  failed  to  include  the  malignant  area,  as  for 
instance,  in  the  cancer  cysts  of  the  breast. 

Prognosis  and  Mortality. — In  regard  to  the  postoperative  diagno- 
sis, there  is  no  certainty  of  an  absolute  cure  except  postmortem 
demonstration  that  the  body  is  free  from  cancer. 

Test  of  the  value  of  an  operation  depends  upon  its  bringing  about 
a  local  cure.  Volkmann's  three-year  limit  does  not  hold  even  for 
local  recurrence,  but  being  generally  accepted  as  the  standard,  is  the 
one  available  criterion.  Without  operation,  cancer  of  the  breast 
may  prove  fatal  in  from  twenty  to  twenty-eight  months,  in  extreme 
cases  as  little  as  two  months,  or  the  disease  may  not  return  for 
twenty  years.  The  average  length  of  life  after  operation  has  been 
estimated  as  from  fourteen  to  twentv-five  months  when  recurrence 
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takes  place.  The  radical  operation  at  one  time  had  a  mortality  as 
high  as  23  per  cent.  In  skilful  hands  it  is  now  probably  less  than  i 
per  cent.  The  fallacy  of  setting  an  arbitrary  time  limit  as  an  index  of 
cure  is  shown  by  a  glance  at  the  figures  in  Keen's  Practice  of  Surgery, 
where  Barker  estimated  that  30  per  cent,  of  those  living  three 
years  after  operation  died  later  of  cancer.  General  metastases 
occur  in  about  1 7  per  cent,  of  all  cases  and  are  unaccompanied  by  any 
local  recurrence  in  about  30  per  cent.  Clinical  experience  teaches 
that  the  sooner  the  patient  receives  the  proper  treatment  the  better 
the  chance  for  a  cure.  Of  course,  the  hope  of  a  permanent  cure 
rests  to  a  certain  extent  upon  the  type  of  the  growth.  With  adher- 
ent skin  and  involvement  of  the  axillary  glands  the  hope  of  cure  is 
practically  nil.  The  surgeon  should  never  assume  a  fatalistic  stand- 
point and  stand  idly  by,  but  wherever  possible  each  and  every  recur- 
rence should  be  vigorously  attacked  if  there  seems  to  be  any  hope 
whatever  of  getting  round  the  growth. 

Of  palliative  operations  there  is  not  much  to  say  except  that  some- 
times it  is  perfectly  justifiable  to  relieve  the  patient  of  a  foul  ulcerat- 
ing growth  even  when  there  is  no  hope  of  cure.  I  would  be  very 
conservative  in  the  recommending  of  palliative  operations,  but  it  is 
a  fact  that  now  and  then  a  patient  will  live  a  considerable  period  of 
time  after  what  was  apparently  a  hopeless  surgical  attack. 

The  question  of  what  constitutes  an  operable  stage  is  not  easy  to 
determine,  but  as  a  general  proposition,  any  case  is  operable  as  long 
as  the  growth  has  not  gone  through  the  pectoral  muscle  and  caused 
adherence  to  the  ribs,  in  other  words,  if  the  breast  is  still  movable. 
The  consideration  of  axillary  involvement  is  a  serious  one  because  if 
there  is  the  slightest  reason  to  believe  that  the  glands  are  adherent 
along  the  vein  then  the  case  must  be  taken  from  the  list  of  radical, 
and  placed  in  the  list  of  palliative  operations. 

It  would  seem  that  there  is  very  little  choice  in  the  matter  of  anes- 
thetics. Ether,  I  think,  all  will  agree  is  the  best.  In  the  hands  of  a 
very  skilful  person  nitrous  oxid  and  oxygen  may  be  used.  In  very 
rare  cases,  principally  in  feeble,  thin,  old  women,  local  anesthesia  may 
prove  perfectly  satisfactory. 

Time  forbids  any  discussion  of  operative  technic.  As  a  rule  the 
wider  the  excision  of  the  skin  and  underlying  fat  and  fascia,  the 
better  the  outlook.  While  Halsted  has  laid  down  the  general  princi- 
pals of  operation  followed  by  every  surgeon,  Willy  Meyer's  modifica- 
tion does  facilitate  the  procedure  and  causes  less  blood  loss.  In  the 
early  cases  if  the  surgeon  would  excise  so  much  skin  that  it  would  be 
necessary  to  graft  the  wound,  the  general  results,  I  am  sure,  would  be 
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better.  Whatever  incision  is  used,  whether  the  wound  is  closed  or 
not,  care  should  be  taken  that  the  arm  is  not  bound  down  to  the  side 
by  postoperative  cicatricial  contraction. 

Surgical  after-treatment  consists  in  letting  the  patient  get  well. 
It  may  be  necessary  to  give  one  hypodermic  injection  of  morphine 
but  the  sooner  the  patient  gets  out  of  bed  after  the  third  day  the 
more  rapid  will  be  the  convalescence.  As  soon  as  may  be  possible  all 
breast  cases  operated  upon  for  malignant  disease  should  undergo  a 
thorough  course  of  s-ray  treatments  given  by  a  master  who  can  give 
the  largest  dosage  without  risk  of  burning  the  skin.  In  absolutely 
inoperable  cases  the  patient  should  at  least  be  given  hope  by  means 
of  tf-ray  treatments.  I  have  had  no  experience  with  the  use  of 
radium  in  cancer  of  the  breast  although  in  other  recurrences  and 
growths  I  have  seen  great  good  result  in  some  instances.  I  had 
one  patient  who  had  recurrence  within  six  months  after  a  radical 
breast  operation  and  who  later  developed  cancer  of  the  other 
breast.  This  woman  was  kept  alive  by  Dr.  Manges  for  more  than 
six  years  and  she  died  without  ever  having  any  skin  ulceration. 


CLINICAL  CASE  REPORTS. 

REPORT  OF  A    CASE   OF   FETUS    PAPYRACEOUS,  WITH 
A  TWIN  PREGNANCY. 

BY 
GEORGE  CLARK  MOSHER,  M.  D  , 

Kansas  City,  Mo. 
(With  one  illustration.) 

In  standardizing  a  method  of  technic,  one  of  the  most  essential 
points  upon  which  we  must  lay  emphasis  is  the  possible  variation 
from  the  normal  or  average.  Therefore  one  should  always  be 
ready  to  check  the  unexpected  when  it  comes  up  for  diagnosis. 

The  internes  of  the  maternity  service  in  the  Kansas  City  General 
Hospital  have  been  taught  obstetric  diagnosis  by  abdominal  palpa- 
tion and  rectal  examination,  great  stress  being  laid  on  the  importance 
of  avoidance  of  possible  risk  of  infection  to  the  patient  by  vaginal 
exploration  in  labor. 

Hence,  the  striking  object  lesson  from  the  case  which  follows 
because  of  the  rarity  of  the  occurrence  of  the  phenomenon  and  the 
loss  of  landmarks  upon  which  the  examiner  must  ordinarily  depend. 

The  writer  was  recently  called  by  his  interne  who  had  been  unable 
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to  make  a  satisfactory  diagnosis  in  the  case  of  a  multipara  admitted 
at  term  and  in  labor,  whose  McDonald  measurement  was  38  cm. 
and  apparently  the  fetus  lay  in  L.O.A.,  head  free  above  the  brim. 
The  fetal  heart  was  126  and  in  the  left  lower  quadrant.  On  rectal 
examination,  he  found  a  profusion  of  small  parts,  arms  and  legs 
protruding  through  the  cervix  which  made  him  doubt  his  previous 
opinion  of  a  first  position  baby. 

It  was  found  that  a  small  fetus  was  lying  transversely  and  through 
the  dilated  cervix  were  the  arms  and  legs  which  were  easily  exposed. 
The  fetus,  mummified  apparently  since  the  fifth  month,  was  delivered 
by  version.  Immediately,  then,  appeared  the  head  of  the  second 
twin  which  was  born  without  event  and  proved  to  be  51  cm.  in  length 
and  weighed  7  pounds  4  ounces.  The  placenta  as  shown  in  the  illus- 
tration, has  two  cords  inserted  into  its  periphery  and  the  remarkable 


Fig.  i. — Twin  pregnancy,  single  placenta,  mummified  fetus  to  left. 

thing  in  connection  with  the  case  in  addition  to  the  confusion  in 
diagnosis  was  the  fact  that  the  single  placenta  continued  to  feed  the 
living  child  in  a  physiological  way  after  the  other  twin  had  perished, 
its  cord  still  attached  to  the  placenta  but  each  fetus  being  in  separate 
amnion.  Mother  and  living  child  left  the  hospital  after  an 
uneventful  lying-in  period. 

In  looking  up  the  literature  of  fetus  papyraceous  for  a  living  twin 
born  at  term  with  a  mummified  companion,  it  is  found  that  eighty- 
eight  cases  have  been  previously  reported  with  some  variation 
occasionally;  in  America  26,  the  earliest  recorded  1807;  in  France 
23,  the  earliest  181 1;  England  21,  earliest  1856;  Holland  4;  Hun- 
gary 2 ;  Russia  3 ;  Spain  3 ;  Japan  3 ;  South  Africa  1 ;  Chili  1 ;  Turkey 
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i.  This  condition  is  simply  another  evidence  of  the  effort  of  nature 
to  protect  the  race  in  its  embryo  stage  and  is  an  example  of  the 
survival  of  the  fittest. 


TRANSACTIONS  OF  THE  AMERICAN  GYNE- 
COLOGICAL SOCIETY. 


Forty-third  Annual  Meeting,  Held  at  Philadelphia,  Pennsylvania, 
May  16,  17  and  18,  1918. 

The  President,  Dr.  John  G.  Clark,  of  Philadelphia,  in  the  Chair. 

The  address  of  welcome  was  made  by  Dr.  Richard  C.  Norris,  of 
Philadelphia  and  was  responded  to  by  Dr.  J.  Wesley  Bovee,  of 
Washington,  D.  C.     The  reading  of  papers  was  then  proceeded  with. 

Dr.  Fred  L.  Adair,  of  Minneapolis,  Minnesota,  read  a  paper  on 


THE    FETAL   ANATOMY    OF    THE    FEMALE    PELVTS. 
(For  original  article  see  page  175.) 

Dr.  John  A.  Sampson,  of  Albany,  New  York,  read  a  paper  on 


THE    ESCAPE    OF   FOREIGN    MATERIAL   FROM    THE    UTERINE 
CAVITY   INTO   THE   UTERINE  VEINS. 

(For  original  article  see  page  161.) 
DISCUSSION. 

Dr.  George  W.  Kosmak,  of  New  York  City,  stated  that  the  work 
of  Dr.  Sampson  was  a  striking  demonstration  of  the  warning  that  we 
ought  to  stay  out  of  the  uterus  as  much  as  possible,  because  the  in- 
vasion of  this  organ,  particularly  in  the  puerperal  state  and  at  other 
times,  was  attended  with  a  great  deal  of  danger.  The  observations 
which  the  speaker  made  some  years  ago  with  reference  to  the  extru- 
sion of  irrigating  fluid  through  the  Fallopian  tubes  demonstrated 
this  to  him  in  such  a  dramatic  manner  that  he  would  never  forget 
the  subject,  and  he  thought  that  Dr.  Sampson's  remarks  and  his 
demonstration  had  shown  in  a  very  convincing  fashion  the  possi- 
bility of  the  invasion  of  the  general  venous  system  by  the  mechan- 
ical method  as  pointed  out  in  the  injected  specimens. 

Dr.  John  O.  Polak,  of  Brooklyn,  New  York,  said  that  the  dem- 
onstration of  the  protection  of  the  endometrium  against  invasion 
from  curetting  the  uterus  was  to  him  particularly  impressive.  Years 
ago  we  were  taught  not  to  operate  during  the  menstrual  period, 
yet  in  the  hurry  of  hospital  work  that  rule  was  sometimes  violated. 
Dr.  Sampson  had  given  a  clear  demonstration  of  why  in  some  of 
these  cases  infection  took  place.     Again,  it  was  shown  how  indiscrim- 
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inate  curettage,  the  teaching  of  which  had  been  disseminated  by 
medical  teachers  and  followed  out  by  so  many  thousands  of  prac- 
titioners, was  dangerous,  and  why  we  got  such  disastrous  effects. 

Dr.  Thomas  J.  Watkins,  of  Chicago,  emphasized  what  Dr. 
Polak  had  said.  The  paper  of  Dr.  Sampson  was  of  great  value  in 
bringing  before  the  Society  positive  evidence  against  curettage  of  the 
puerperal  uterus  and  the  Society  should  put  itself  on  record  against 
any  such  procedure.  Whenever  the  question  of  puerperal  infection 
came  up  before  a  body  of  gynecologists  and  obstetricians,  it  was  to 
him  surprising  and  shocking  to  observe  the  number  of  men  who  con- 
tinued to  curet  and  wash  out  the  puerperal  uterus.  What  Dr. 
Sampson  had  said  was  an  excellent  argument  against  it.  He  called 
attention  to  a  series  of  investigations  which  he  and  Dr. 
Curtis  had  made  bearing  on  the  subject.  The  uteri  in  about  200 
cases,  which  were  removed  by  hysterectomy,  were  examined  bac- 
teriologically  by  Dr.  Curtis  and  it  was  found  that  in  nearly  all  of 
these  cases  the  endometrium  was  sterile,  whether  it  was  a  chronic  in- 
flammatory case  or  not,  except  those  in  whom  a  preliminary  curet- 
tage had  been  done.  But  if  the  curettage  had  been  made  two  or 
three  days  or  two  weeks  before  hysterectomy  and  even  if  under 
aseptic  precautions,  the  interior  of  the  uterus  invariably  contained 
bacteria.  The  work  of  Dr.  Sampson  also  emphasized  the  danger  of 
increasing  infection  by  curettage  and  especially  increasing  the  dan- 
gers of  doing  a  hysterectomy  a  few  days  after  a  preliminary  curettage. 

Dr.  J.  Wesley  Bovee,  of  Washington,  D.  C,  referred  to  the  work 
he  had  been  doing  in  the  last  two  years,  discarding  routine  curettage 
that  was  so  common  and,  he  feared  too  common  still.  Where  it  was 
necessary  to  invade  the  uterine  cavity,  he  had  preceded  this  by  the 
injection  of  iodin.  In  two  cases  in  which  he  injected  the  cavity 
previous  to  removing  the  body  of  the  uterus  for  a  Neisserian  infec- 
tion, he  found  iodin  in  the  blood  channels  in  the  uterine  body,  con- 
sequently this  induced  him  to  discard  the  injections  of  iodin.  The 
paper  of  Dr.  Curtis  had  shown  that  the  interior  of  the  uterus  was 
nearly  always  a  harmless  structure  above  the  internal  os,  and  now 
Dr.   Sampson's  paper  confirmed  positively  that  position. 

Dr.  Guy  L.  Hunner,  of  Baltimore,  Maryland,  read  a  paper  on 

elusive  ulcer  of  the*  bladder;  further  notes  on  a  rare  type 
of  bladder  ulcer,  with  a  report  of  twenty-five  cases.* 

Dr.  Arthur  H.  Curtis,  of  Chicago,  Illinois,  presented  a  paper 
read  by  Dr.  Thos.  J.  Watkins,  on 

THE  BLADDER  OF  WOMEN  AFTER  OPERATION. 
(For  original  article  see  page  230.) 

He  reviewed  briefly  the  work  he  reported  two  years  ago,  which  he 
believed  demonstrated  that  postoperative  catheter  cystitis  was 
really  urinary  tract  infection  caused  by  residual  vesical  urine. 

*  Original  article  with  discussion  to  be  published  in  the  September  issue. 
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DISCUSSION. 


Dr.  John  A.  Sampson,  of  Albany,  found  that  after  a  radical 
operation  for  carcinoma  of  the  cervix  a  severe  cystitis  was  a  frequent 
complication  which  he  attributed  to  interference  with  the  blood 
supply  and  with  its  function.  Some  of  those  patients  in  whom  there 
was  incidentally  a  vesicovaginal  fistula  were  not  troubled  with 
cystitis  and  he  even  went  so  far  as  to  suggest  that  possibly  in  these 
severe  cases  the  formation  of  a  temporary  vesicovaginal  fistula  would 
obviate  the  cystitis.  One  of  the  most  satisfactory  ways  of  treating 
a  severe  cystitis  was  carried  out  by  Dr.  Kelly  in  his  clinic,  namely, 
free  drainage  and  rest. 

Dr.  Guy  L.  Hunner,  of  Baltimore,  agreed  with  the  essayist  that 
retention  of  urine  was  perhaps  the  chief  factor  in  producing  cystitis 
and  this  was  most  often  due  to  postoperative  overdistention  of  the 
bladder.  It  seemed  to  him  that  interference  with  the  circulation 
and  traumatism  to  the  bladder  itself  did  not  have  an  important  bear- 
ing on  the  question  of  postoperative  cystitis;  but  if  these  cases  were 
allowed  to  go  on  after  operation  with  overdistention  of  the  bladder,  a 
partial  paresis  which  might  last  for  several  days  or  weeks,  creating 
the  most  favorable  condition  for  infection. 

Dr.  J.  Riddle  Goffe,  of  New  York  City,  asked  Dr.  Watkins  as  to 
the  treatment  after  washing  out  the  bladder. 

Dr.  Watkins,  in  closing  the  discussion  for  Dr.  Curtis,  and  in 
replying  to  Dr.  Goffe,  stated  that  they  always  passed  the  catheter 
as  soon  as  the  patient  had  any  bladder  distress.  They  never  allowed 
the  patient  to  have  this  distress  in  the  bladder  on  account  of  the 
presence  of  urine.  After  a  patient  had  been  catheterized  for  two  or 
three  days,  they  also  catheterize  once  a  day  after  that  until  they 
were  sure  the  woman  was  not  carrying  an  excess  of  residual  urine. 
Daily  catheterization  was  stopped  as  soon  as  they  were  convinced 
that  the  patient  was  not  carrying  a  large  amount  of  stagnant  urine. 

Dr.  Le  Roy  Broun,  of  New  York  City,  asked  to  what  extent 
residual  urine  was  found  and  in  what  quantity. 

Dr.  Watkins  replied  that  they  almost  invariably  found  a  crippled 
bladder  in  women  that  had  to  be  catheterized  every  two  or  three 
days.  The  cases  that  required  catheterization  very  seldom  carried 
stagnant  urine. 

Dr.  J.  Wesley  Bovee,  of  Washington,  D.  C,  read  a  paper  on 


TUBAL   AND    OVARIAN   HEMORRHAGE;    ITS    ETIOLOGICAL   RELATION    TO 
PELVIC   HEMATOCELE   AND   EXTRAUTERINE   PREGNANCY. 

Dr.  John  O.  Polak,  of  Brooklyn,  N.  Y.,  presented  a  paper  on 


FURTHER  STUDY  OF  THE  END  RESULTS  OF  THE  CONSERVED  OVARY 
AFTER  HYSTERECTOMY. 


(For  original  article  see  page  iqq.V 
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Dr.  Edward  H.  Richardson,  of  Baltimore,  Maryland,  by  invita- 
tion, read  a  paper  on 


THE    EFFECT   OF   HYSTERECTOMY   UPON    OVARIAN   FUNCTION. 

The  author  stated  that  the  purpose  of  his  paper  was  to  present  an 
analysis  and  impartial  estimate  of  the  existing  evidence  for  and 
against  retention  of  ovarian  tissue  after  hysterectomy.  Such  a  study 
seemed  both  timely  and  desirable  for  two  reasons:  first,  because  our 
knowledge  of  ovarian  function  had  been  substantially  increased  dur- 
ing recent  years,  chiefly  through  the  intensive  study  of  endocrin- 
ology; and  second',  because  there  had  arisen  a  sharp  division  of 
opinion  among  those  most  competent  to  decide  this  matter.  One 
group  was  persistently  advocating  the  routine  conservation  of 
healthy  ovaries  after  hysterectomy,  while  a  minority  was  vigorously 
condemning  the  practice  as  scientifically  without  justification. 
From  a  review  of  this  interesting  controversy  it  very  soon  became 
apparent  that  at  least  some  of  the  conflicting  opinions  and  a  good 
deal  of  confusion  had  come  about  from  failure  to  fully  appreciate 
the  scope  and  complexity  of  the  problem  involved. 

Regarding  the  functions  of  the  ovary,  the  essayist  stated  that  in 
the  light  of  recent  investigations  and  from  a  biological  point  of  view, 
the  only  conception  of  the  ovary  which  was  tenable  today  was  that 
of  a  complex  glandular  organ  possessing  fundamentally  a  dual  func- 
tion. One  of  these  related  to  the  phenomena  of  reproduction  of  the 
species,  while  the  other  was  concerned  primarily  with  the  elaboration 
of  one  or  more  specific  internal  secretions.  The  author  analyzed  at 
length  the  evidence  upon  which  this  conception  was  based. 

The  author  quoted  Konstandinidis  as  having  reported  a  post- 
operative study  of  ioo  cases  of  hysterectomy  with  retention  of  both 
ovaries  and  34  cases  with  retention  of  one  ovary.  One  sentence 
from  the  summary  stated  that  of  these  134  cases,  one-half  showed 
more  or  less  vasomotor,  nearly  one-third  trophic,  and  about  one- 
seventh  psychic,  disturbances.  Of  the  half  with  vasomotor  dis- 
turbances, in  only  37  per  cent.,  were  these  symptoms  severe  and 
nearly  one-half  of  these  were  furnished  by  the  group  from  whom 
one  ovary  had  been  removed.  Of  the  one-third  exhibiting  trophic 
disturbances,  by  which  the  author  meant  a  slight  tendency  to  adi- 
posity, only  23  per  cent,  were  found  in  the  group  in  whom  both 
ovaries  had  been  retained.  Furthermore,  a  majority  of  all  the 
patients  showing  this  tendency  to  adiposity  were  at  the  normal 
menopause  age.  This  study,  therefore,  argued  eloquently  for 
ovarian  retention. 

These  citations  fairly  represented  the  available  clinical  data  and 
sufficed  to  illustrate  the  conflict  of  opinion  and  confusion  which  such 
studies  had  brought  about.  The  truth  of  the  matter  was  that  no 
clinical  investigations  had  been  made  with  proper  regard  for  all  of 
the  various  factors  which  in  reality  determined  the  fate  of  retained 
ovaries  and  without  knowledge  of  which  one  could  not  possibly  esti- 
mate with  any  degree  of  accuracy  to  what  extent  hysterectomy  had 
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disturbed  their  function.  These  factors  were,  first,  a  knowledge  of 
the  individual  patient's  condition  prior  to  hysterectomy,  both  in 
the  psychic  domain  and  in  that  of  the  autonomic  nervous  system, 
as  already  outlined;  second,  the  cases  must  be  grouped  according 
to  age  both  at  the  time  of  operation  and  at  the  time  of  subsequent 
observation;  third,  they  must  be  grouped  according  to  the  pathology 
for  which  the  operation  was  performed;  and  finally,  with  reference 
to  the  operative  technic,  whether  or  not  proper  measures  were  era- 
ployed  to  duly  safeguard  subsequent  ovarian  circulation. 

With  the  cooperation  of  Dr.  Howard  A.  Kelly,  the  essayist  had 
undertaken  such  a  study  of  a  selected  group  of  cases  from  the  gyne- 
cological department  of  the  Johns  Hopkins  Hospital.  This  study 
had  not  yet  progressed  far  enough  to  warrant  conclusions  being 
drawn,  but  the  data  thus  far  gathered  indicated  very  clearly  that 
these  statistics  would  furnish  convincing  clinical  evidence  of  the 
value  of  ovarian  retention  within  reasonable  limits. 

The  author  presented  the  following  conclusions. 

i.  The  ovary  was  a  glandular  organ  of  complex  function,  our 
knowledge  of  which  was  at  present  far  from  complete. 

2.  The  uterus  was  not  essential  to  a  continuation  of  ovarian  func- 
tion, except  as  regards  menstruation  and  reproduction. 

3.  The  advocates  of  total  ablation  had  not  furnished  convincing 
evidence  of  the  correctness  of  their  contention. 

4.  The  disturbances  of  ovarian  function  attributed  to  hysterec- 
tomy were  partly  those  associated  with  normal  menstruation  and 
partly  those  arising  from  damage  to  the  ovary  through  operative 
trauma  or  disease. 

5.  The  weight  of  evidence  furnished  by  anatomical,  experimental 
and  clinical  investigations  was  overwhelmingly  in  favor  of  retention 
of  sound  ovaries  both  before  and  after  the  menopause  age. 


DISCUSSION. 

Dr.  Howard  A.  Kelly,  of  Baltimore,  Maryland,  stated  that  he 
believed  in  practice  it  was  best  to  conserve  the  ovaries  and  as  much 
of  the  healthy  structures  as  could  be  retained  in  women  who  were 
under  forty,  and  in  women  of  forty  or  forty-two  it  was  best  not  to 
be  conservative.  In  the  past  conservatism  had  been  decidedly  over- 
done. Gynecologists  had  done  entirely  too  much.  When  one  could 
conserve  either  ovary  and  a  portion  of  the  uterus  and  keep  up  men- 
struation, if  only  for  a  year  or  two,  it  was  a  great  advantage. 

Dr.  Walter  W.  Chipman,  of  Montreal,  Canada,  said  that  every 
effort  should  be  made  to  care  for  the  circulation  of  the  ovary  that 
was  left  behind.  He  pleaded  guilty  of  not  being  sufficiently  careful 
in  this  respect  in  the  past.  He  now  was  conservative  in  the  matter 
of  the  ovary.  If  one  could  tell  a  woman  after  an  operation  that  her 
sexual  organs  were  preserved,  it  was  a  great  psychological  comfort 
to  her.  It  went  without  saying  that  when  the  ovaries  were  diseased 
they  should  be  removed.  He  had  given  up  the  resection  of  diseased 
ovaries. 
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Dr.  Henry  T.  Byford,  of  Chicago,  stated  that  one  important 
thing  was  not  to  pay  so  much  attention  to  the  symptoms  of  the  meno- 
pause. One  should  not  enumerate  these  symptoms  to  patients,  but 
give  them  ovarian  extract  and  when  they  knew  they  were  getting  it, 
the  psychological  condition  would  be  kept  up,  which  was  so  neces- 
sary in  these  cases,  and  there  would  be  less  operating.  With  a  little 
treatment  or  advice  along  the  line  of  suggestion,  he  did  not  think 
we  would  have  to  do  quite  so  much  surgery  as  had  been  done  in  the 
past. 

Symposium  on  Cystocele  and  Prolapse. 

cystocele:  review  of  the  literature,   with  a  further  pre- 
liminary REPORT  OF  AN   OPERATION. 

Dr.  Reginald  M.  Rawls,  of  New  York  City,  read  a  paper  on  this 
subject.1 

Dr.  Dougal  Bissell,1  of  New  York  City,  contributed  a  paper  on 

LAPPING  OF  THE  VAGINAL  FASCIA. 

Dr.  Walter  W.  Chipman,  of  Montreal,  Canada,  read  a  paper, 
illustrated  with  lantern  slides,  on 

PROLAPSUS   UTERI. 

Dr.  John  G.  Clark  and  Dr.  Charles  C.  Norris,  of  Philadel- 
phia, contributed  a  joint  paper  on 

the  end  results  obtained  in  a  series  of  cases  operated  upon 
for  prolapsus  and  for  cystocele. 

Dr.  J.  Montgomery  Baldy,  of  Philadelphia,  presented  a  paper  on 

THE  MOST  EFFECTIVE  METHODS  OF  PREVENTING  VENEREAL  DISEASES. 
(For  original  article  see  page  238.) 


Second  Day,  Friday,  May  17,  19 18. 
Dr.  Ralph  H.  Pomeroy,.  of  Brooklyn,  read  a  paper  entitled 

SHALL  WE  CUT  AND  RECONSTRUCT  THE  PERINEUM  FOR  EVERY  PRIMI- 

PARA? 

(For  original  article  see  page  211.) 

1  The  operative  procedure  described  by  Dr.  Rawls  was  published  in  a  prelimi- 
nary communication  in  the.  American  Journal  of  Obstetrics,  March,  1918, 
and  his  complete  paper  as  read,  will  appear  in  a  subsequent  issue.  Dr.  Bissell's 
operation  was  described  in  articles  published  by  him  in  the  June  and  July  issues 
of  this  Journal. 
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DISCUSSION. 


Dr.  Barton  Cooke  Hirst,  of  Philadelphia,  stated  there  was 
something  wrong  with  obstetrical  work  when  50  per  cent,  of  women 
had  lacerations  of  the  genital  canal.  Whether  this  problem  could  be 
solved  by  Dr.  Pomeroy's  proposition  or  not  was  too  early  to  decide, 
but  he  thought  there  was  great  merit  in  the  procedure  advocated. 
There  was  no  disputing  the  fact  that  once  the  vulvar  orifice  was  cut 
it  would  shorten  the  second  stage  of  labor  and,  if  it  had  to  be  cut, 
the  speaker  would  prefer  to  cut  it  in  this  way  rather  than  by  episi- 
otomy  which  he  had  done  a  number  of  times.  Episiotomy  did  not 
save  the  pelvic  floor  nor  pelvic  muscles.  He  had  been  able  to  demon- 
strate this  beyond  question. 

Dr.  William  R.  Nicholson,  of  Philadelphia,  had  been  using  peri- 
neal section  in  practically  all  cases  for  the  last  five  or  six  months. 
Nothing  had  pleased  him  so  much  as  this  apparently  simple  proce- 
dure advocated  by  the  essayist.  He  was  convinced  that  if  any  of  the 
Fellows  would  use  it  they  would  find  that  in  a  certain  percentage  of 
cases  it  would  be  unnecessary  to  stretch  the  sphincter. 

Dr.  J.  Clifton  Edgar,  of  New  York  City,  said  he  had  felt  the 
need  of  some  method  -of  increasing  the  parturient  outlet  and  in  most 
of  the  primiparous  confinements  he  at  first  did  episiotomy  for  five 
or  six  years,  and  it  was  practically  in  every  one  of  his  cases  of  funnel 
pelves,  with  a  transverse  diameter  of  8  centimeters  or  under. 
It  was  not  altogether  a  satisfactory  episiotomy.  But  he  never  re- 
gretted cutting  the  primiparous  outlet  and  in  a  number  of  instances 
he  had  regretted  not  having  done  so.  In  the  last  two  cases  of  com- 
plete lacerations  with  funnel  pelves,  with  a  transverse  diameter  of 
7.5  centimeters,  against  his  better  judgment  he  was  influenced  not 
to  cut,  and  there  was  a  laceration  in  consequence  of  it.  He  said  he 
would  try  the  method  recommended  by  the  essayist. 

Dr.  John  O.  Polak,  of  Brooklyn,  had  used  the  method  advocated 
by  the  essayist  for  five  years.  The  levators  were  subjected  to  the 
same  conditions  that  the  abdominal  muscles  were  during  labor.  If 
one  examined  a  woman  after  a  long  labor  he  would  find  a  diastasis  of 
the  recti  muscles,  a  separation  of  the  fascia,  no  matter  whether  she 
was  injured  or  not.  If  one  took  midwife  cases,  where  they  had  been 
left  entirely  to  nature,  the  women  had  rectoceles  and  cystoceles 
because  of  the  long  stretching  out  of  the  structures.  It  was  the 
preservation  of  these  on  which  Dr.  Pomeroy  made  his  decision  and 
this  decision  should  not  be  arrived  at  too  late. 

Dr.  Harold  A.  Miller,  of  Pittsburgh,  stated  that  all  obstet- 
ricians would  admit  the  premise  that  practically  all  primiparse 
were  torn  during  the  first  labor,  and  the  incision  suggested  by  the 
essayist  was  very  much  better  than  a  double  episiotomy. 

Dr.  George  Gray  Ward,  Jr.,  of  New  York  City,  said  he  had 
been  using  the  method  described  by  Dr.  Pomeroy  for  two  years  with 
great  satisfaction.  He  thought  it  was  a  good  thing  to  use  the  sub- 
cuticular method  of  suturing  in  doing  this  operation  as  it  made  an 
extremely  satisfactory  wound.     The  use  of  a  retractor  to  aid  in  doing 
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this  work  was  an  important  thing.  If  the  operation  was  not  done 
in  a  hospital,  the  operator  very  often  had  to  work  under  disadvan- 
tageous circumstances  in  these  cases;  he  did  not  have  the  proper  light 
and  self-retaining  retractor  in  doing  this  operation  as  where  he  had 
an  abundance  of  help  to  insure  a  more  perfect  result. 

Dr.  Charles  Child,  of  New  York  City,  believed  thoroughly  in 
the  value  of  constructive  work  on  the  perineal  floor  after  over- 
stretching due  to  laceration  in  childbirth,  and  he  believed  more 
firmly  in  precautionary  measures  to  prevent  that  stretching  and 
laceration  where  it  could  be  possibly  carried  out.  His  experience 
with  lateral  incision  for  this  purpose  dated  back  to  1895.  Since 
then  he  had  had  ample  opportunity  to  perform  both  single  and  double 
lateral  incisions,  and  the  results  had  been  entirely  satisfactory. 

Dr.  Pomeroy,  in  closing,  stated  that  if  one  should  accidentally 
go  through  the  sphincter,  suturing  was  a  harmless  procedure.  The 
parts  were  free  from  inflammation,  and  there  was  very  little  likeli- 
hood of  the  sutures  sloughing  out. 

Dr.  J.  Clieton  Edgar,  New  York  City,  read  a  paper  entitled 

"why  the  midwiee?" 

1 

(For  original  article  see  page  242.) 
DISCUSSION. 

Dr.  William  R.  Nicholson,  of  Philadelphia,  expressed  himself  as 
being  fully  in  accord  with  the  views  enunciated  by  the  essayist. 
The  idea  was  prevalent  that  if  a  man  thought  his  duty  lay  in  any 
way  toward  the  education  or  the  control  of  the  midwife,  he  there- 
fore was  a  strong  supporter  of  the  midwife  idea.  This  was  a  mis- 
taken idea. 

In  the  city  of  Philadelphia  in  the  last  four  years  33,320  cases  had 
been  under  supervision.  Of  that  number,  33,278  had  been  inspected, 
that  is,  after  the  baby  was  born  a  woman  graduate  acting  as  inspector 
went  to  the  home  and  saw  the  baby  and  the  woman  and  the  midwife 
who  conducted  the  case  after  labor.  There  were  rules  compelling 
midwives  to  send  for  help  after  a  certain  number  of  hours.  They 
could  send  for  any  doctor  of  their  choice  if  they  so  desired.  No  one 
had  any  legal  right  to  prevent  them  from  doing  this.  These  mid- 
wives  had  had,  out  of  30,278  delivered  cases,  thirty-two  deaths. 
Four  of  these  deaths  occurred  in  the  hands  of  an  unlicensed  mid- 
wife, and  they  had  had  twelve  cases  of  septic  death.  They  had 
delivered  in  the  hospital  thirty-two  cases  only  out  of  30,000  confine- 
ments. They  had  not  lost  an  eye  from  ophthalmia  neonatorum  for 
three  years.  The  supervision  of  the  midwife  should  be  controlled 
by  the  State,  and  the  women  who  were  to  be  delivered  by  midwives 
must  be  inspected  and  records  kept  of  the  places  where  they  lived. 

Dr.  George  W.  Kosmak,  of  New  York  City,  stated  that  the  mid- 
wife, like  poverty  and  taxes,  would  probably  be  with  us  for  a  great 
many  years  to  come.  The  existence  of  the  midwife  should  be  recog- 
nized, but  we  should  try  and  do  what  we  could  to  get  along  without 
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her.  There  were  a  number  of  accessory  factors  which  must  be  con- 
sidered in  any  study  of  the  midwife  problem.  First  and  most  im- 
portant, was  that  of  nursing  aid.  He  thought  the  obstetric  situation 
would  be  greatly  improved  if  the  doctor,  practising  among  the  poorer 
classes,  could  be  supplied  with  an  efficient  nursing  system.  Unfor- 
tunately, in  this  class  of  cases,  if  the  patient  was  able  to  provide  a 
nurse,  she  was  generally  of  a  character  that  made  her  worse  than 
useless.  She  was  usually  dirty,  she  had  to  do  the  household  work 
and  take  care  of  the  children,  and  it  would  be  very  much  better  if 
her  ministrations  to  the  patient  could  be  entirely  done  away  with. 
Then  another  problem  was  that  of  housing,  and  still  another  ques- 
tion was  that  of  supervision.  Dr.  Nicholson's  plan  of  having  women 
visited  by  inspectors  was  a  good  one,  but  this  inspection  should  con- 
tinue beyond  the  time  when  the  women  were  up.  It  was  important 
not  only  to  provide  for  the  prenatal  care  of  these  women  but  post- 
natal. A  great  many  cases  of  subinvolution  and  other  complications 
of  pregnancy  could  be  better  treated  if  these  women  were  directed 
two  or  three  weeks  after  the  baby  was  born  to  go  to  some  center  in 
which  a  postpartum  examination  could  be  made  and  the  various 
complicating  conditions  noted. 

Dr.  John  O.  Polak,  of  Brooklyn,  said  all  of  those  who  had  mater- 
nity experience  were  well  aware  of  the  fact  that  they  could  not  s;et 
away  from  the  midwife  problem.  In  a  limited  way  in  Brooklyn 
they  had  been  able  to  do  what  Dr.  Edgar  had  suggested.  They  had 
improved  the  mortality,  both  infant  and  maternal,  very  materially 
by  working  in  conjunction  with  the  midwife.  Through  social  service 
work  in  collecting  these  cases  that  had  been  in  the  hands  of  midwives, 
the  nurses  taught  the  women  the  necessity  of  prenatal  care  or  work 
and  encouraged  the  midwives  to  bring  them  to  the  clinic.  During 
the  last  year  many  midwives  had  availed  themselves  of  the  privilege 
of  bringing  cases  to  the  prenatal  clinic  very  frequently.  He  believed 
we  could  teach  patients  that  they  needed  better  obstetrics.  Instead 
of  antagonizing  the  midwives  and  not  helping  them  out,  obstetricians 
should  teach  them  that  they  were  going  to  help  them. 

Dr.  Ralph  H.  Pomeroy,  of  Brooklyn,  stated  that  every  primipara 
should  be  considered  an  abnormal  case,  and  if  such  cases  were  taken 
out  of  the  hands  of  the  midwife,  the  women  would  go  to  a  hospital 
for  supervision.  If  all  maternity  hospitals  would  exclude  multiparas 
and  midwives  were  prohibited  from  taking  care  of  primiparae  at 
their  homes,  we  would  get  a  real  start.  That  must  be  decided  by 
federal  or  state  authorities. 

Dr.  Collin  Foulkrod,  of  Philadelphia,  read  a  paper  on 

THE    OBSTETRICIAN'S    RESPONSIBILITY    FOR    THE    CONSERVATION    OF 

INFANT    LIFE. 

(For  original  article  see  page  255.) 
DISCUSSION. 

Dr.  J.  Morris  Slemons,  of  New  Haven,  Connecticut,  pointed  out 
that  the  responsibility  of  physicians  was  both  direct  and  indirect. 
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As  good  citizens  interested  in  every  phase  of  national  welfare,  there 
should  be  proper  economic  and  social  laws.  This  indirect  responsi- 
bility was  probably  greater  in  the  case  of  the  members  of  this  Society 
than  in  that  of  the  man  on  the  street  because  they  were  more  familiar 
with  the  conditions  existing  in  the  various  strata  of  society.  In 
many  instances,  the  fundamental  factor  in  this  struggle  was  insuffi- 
cient financial  means.  This  was  remedial,  and  it  seemed  to  be  the 
duty  of  the  State  to  provide  deserving  families  with  the  means 
required  to  guarantee  future  citizens. 

Of  late,  in  connection  with  infant  welfare,  great  prominence  had 
been  given  the  question  of  birth  rate.  While  many  factors  were 
concerned  in  the  problem,  the  one  in  which  the  Society  should  be 
most  intimately  concerned  was  the  welfare  of  the  mother.  He  con- 
tended that,  as  experts  in  the  field  of  physiology  and  pathology  of 
the  female  generative  organs,  we  could  do  a  great  deal  toward 
securing  conditions  which  would  improve  the  birth  rate  among  those 
classes  of  society  where  delinquency  existed.  It  was  a  very  serious 
matter  that  the  well-to-do,  the  more  intelligent,  even  the  responsible 
class  in  every  community  was  having  smaller  and  smaller  families. 
Competent  medical  practice  he  believed  would  prove  a  potent  factor 
toward  changing  the  psychology  of  women  with  regard  to  the  bearing 
of  children. 

Dr.  Edward  P.  Davis,  of  Philadelphia,  said  there  were  two  things 
that  were  self-evident.  In  the  first  place,  it  was  essential  for  the 
welfare  of  any  country  that  its  citizens  reproduce  those  who  were 
of  the  soundest  possible  type,  and  therefore  comparative  sterility 
among  the  luxurious  was  not  an  evil,  nor  sterility  of  the  lowest  type. 
If  we  were  to  reproduce  this  valued  class  in  the  community  for  the 
welfare  of  the  nation,  it  must  be  done  not  only  by  federal  and  munici- 
pal cooperation  but  in  the  broadest  spirit.  Great  commercial  organ- 
izations had  taken  this  up  to  a  considerable  extent.  Social  unrest 
and  labor  troubles  would  be  best  governed  when  the  wage  earner 
was  made  a  partner  in  a  successful  concern  and  when  that  partner- 
ship did  not  carry  with  it  a  punitive  element  that  the  man  ceased 
to  be  a  partner  when  he  left  the  employ  of  the  concern. 

Dr.  Fred  L.  Adair,  of  Minneapolis,  stated  that  last  year,  before 
the  Minnesota  State  Medical  Society  he  presented  a  study  of  the 
birth  rate  and  drew  several  lessons  from  it.  In  the  first  place,  he 
found  that  the  birth  rate  was  in  excess  of  the  death  rate,  so  that  we 
were  not  in  danger  of  diminishing  the  population  from  that  cause. 
Second,  the  percentage  of  sterile  marriages  was  increasing.  Third, 
the  birth  rate  was  diminishing  among  the  native  born  population  as 
a  whole.  This  was  especially  notable  among  the  educated  classes, 
college  graduates,  not  necessarily  luxurious  classes,  but  those  which 
occupied  a  higher  intellectual  level  than  some  others. 

Dr.  Palmer  Findley,  of  Omaha,  Nebraska,  read  a  paper  on 


pernicious  anemia  complicating  pregnancy. 

(For  original  article  see  page  262.) 
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DISCUSSION. 

Dr.  Jennings  C.  Litzenberg,  of  Minneapolis,  stated  with  refer- 
ence to  cases  of  pernicious  anemia  in  pregnancy,  he  was  impressed 
with  the  apparent  assurance  with  which  the  internist  made  a  positive 
diagnosis  of  pernicious  anemia.  What  was  pernicious  anemia? 
Internists  were  often  in  a  considerable  state  of  confusion  when  they 
made  an  absolute  diagnosis.  He  illustrated  this  by  citing  a  case 
which  was  seen  by  the  internist  in  the  thirty-eighth  week  of  preg- 
nancy. The  case  was  seen  in  consultation  in  the  country  previously 
and  it  was  suggested  that  the  woman  be  brought  to  the  city  for  study 
in  the  hospital  by  an  internist.  This  was  done.  After  two  weeks 
observation,  the  speaker's  opinion  was  asked  as  to  the  feasibility 
of  interrupting  pregnancy  and  as  to  the  prognosis  in  the  case.  He 
asked  the  internist  whether  he  had  made  a  diagnosis  of  pernicious 
anemia.  The  internist  hesitated,  although  he  was  one  of  the  best 
men  in  Minneapolis  and  a  member  of  the  faculty  of  the  University 
of  Minnesota.  He  did  not  know  positively  whether  the  woman  had 
pernicious  anemia  or  not,  although  she  had  a  perfect  blood  picture 
of  it.  The  speaker  gave  the  opinion  that  probably  it  might  become 
necessary  to  interfere  since  no  progress  has  been  made  after  he  had 
first  seen  the  case.  Finally,  it  was  decided  to  allow  the  woman  to  go 
to  full  term  and  be  delivered.  A  little  less  than  four  weeks  after 
he  had  seen  her  she  was  in  bed  in  the  hospital.  The  internist 
expressed  his  chief  anxiety  not  as  to  the  interruption  of  the  pregnancy 
at  the  time,  but  as  to  the  consequence  of  her  loss  of  blood  at  delivery. 
He  limited  the  loss  of  blood  after  delivery,  because  these  patients 
do  not,  as  a  rule,  bleed  very  much.  Contrary  to  the  usual  procedure 
of  the  speaker,  the  woman  was  given  ergot  from  the  beginning 
and  it  was  continued  through  the  puerperium  to  limit  the  loss  of 
blood  during  that  time.  From  an  obstetric  standpoint,  the  case  was 
normal.  The  woman  gave  birth  to  an  unusually  well-nourished 
child.  She  was  watched  closely  by  the  internist  for  a  year.  She  was 
kept  in  the  hospital  for  a  good  many  weeks  after  delivery  and  was 
seen  frequently  during  the  first  year.  She  was  seen  every  month 
during  the  second  year;  she  was  seen  occasionally  during  the  third 
year,  and  she  had  been  under  the  observation  of  the  internist  for 
six  years  and  she  was  still  well  and  apparently  all  right.  The 
question  arose  whether  this  woman  had  a  perfect  blood  picture  of 
pernicious  anemia,  and  was  she  cured?  The  point  he  wanted  to 
make  was  that  the  obstetrician  should  call  to  his  aid  the  internist 
in  such  cases,  even  though  he  was  unwilling  to  make  a  positive 
diagnosis. 

Dr.  Sidney  A.  Chalfant  and  Dr.  Harold  A.  Miller,  of  Pitts- 
burgh, contributed  a  joint  paper  on 

the  treatment  of  puerperal  blood-stream  infection  by 
means  of  arsenobenzol,  with  a  report  of  cases. 

(The  original  article  with  the  discussion  will  be  published  in  the 

September  issue.) 

{To  be  continued  in  September  issue.) 
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Stated  Meeting,  April  9,  191 8. 

Afternoon  clinics  were  held  at  various  Brooklyn  hospitals  by  the 
following  Fellows:  Drs.  Polak,  Hyde,  Holden,  Jewett,  Pomeroy, 
and  Cary.  Critiques  presented  by  Drs.  Taylor,  Healy,  Boldt, 
Broun,  Brettauer,  and  Ward  at  the  evening  session. 

The  President,  Dr.  Hiram  N.  Vineberg,  in  the  Chair. 
Dr.  Frederick  G.  Holden  presented  a  paper  entitled 

AN  INVENTORY   OF   GYNECOLOGICAL   CLINICS. 
(For  original  article  see  July,  1918,  number,  page  93.) 

DISCUSSION. 

Dr.  William  E.  Sttjddiford.— "  I  think  Dr.  Holden  has  presented 
a  scheme  that  we  would  all  like  to  carry  out.  The  proposition  is  more 
or  less  applicable  to  New  York  hospitals  where  in  the  past  the  serv- 
ices have  been  very  badly  divided,  or  cut  up,  rather,  into  short 
services  with  no  responsible  head  for  the  work.  I  don't  know  of 
anything  that  is  more  confusing,  as  you  look  back  on  it,  than  the 
old  divided  services  which  most  of  us  went  through  in  our  interne- 
ship.  The  proposition  now  of  having  one  man  as  the  chief  who  is 
responsible  for  his  staff  and  the  development  of  team  work,  is  the 
ideal  proposition.  Commenting  upon  Dr.  Holden's  chart,  I  would 
say  that  I  think  it  is  a  very  good  plan  to  have  a  percentage  mark 
against  the  various  divisions  and  I  see  nothing  else  to  add  to  it, 
except  to  say  that  I  would  change  the  percentages  a  little  bit.  I 
think  the  'follow-up'  and  the  end-results  should  really  have  a  much 
higher  percentage  than  10  because,  after  all,  that  is  your  asset.  If 
your  'follow-up,'  if  your  end-results  are  poor,  the  rest  of  it  doesn't 
amount  to  anything  and  you  get  nothing.  The  follow-up  work, 
together  with  the  social  service  and  the  end-results,  are,  I  should  say, 
one-third  of  your  service.  I  would  also  increase  percentage  allotted 
to  the  preoperative  stage  and  preparation.  I  quite  agree  with 
Dr.  Holden's  remarks  about  the  bad  results  that  are  obtained 
by  hurried  operation  on  gynecological  cases.  In  our  work  at  Belle- 
vue  we  have  the  advantage,  as  Dr.  Holden  has,  of  a  city  institution 
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and  unless  we  keep  the  patients  too  long  without  good  reason  no  one 
criticizes.  In  a  private  institution,  where  the  patient  may  be  pay- 
ing, pretty  often  it  is  not  quite  feasible  to  keep  the  patient  as  long 
as  we  do,  although,  as  he  states,  lots  of  the  preoperative  work  could 
be  done  either  in  the  dispensary  or  at  the  patient's  home  before  she 
comes  to  the  hospital  for  operation.  Haste  in  operation  in  many 
of  the  gynecological  cases  leads  to  a  very  bad  end-result  and  I  know 
of  no  series  of  cases  in  which  you  get  more  bad  results  from  lack  of 
preparation  than  in  those  severe  cases  of  prolapse.  I  had  that 
brought  very  forcibly  to  me  once  this  winter.  I  happened  to  go  into 
a  dispensary,  not  at  Bellevue,  and  saw  a  case  in  the  hands  of  a  com- 
paratively young  man  in  which  there  was  a  complete  prolapse  of  the 
uterus  with  tremendous  edema  of  the  cervix,  and  the  attending  sur- 
geon remarked  that  he  was  going  to  send  the  patient  into  the 
the  hospital  that  afternoon  and  proposed  to  operate  on  her  the 
following  morning.  It  so  happened  that  I  had  some  little  authority 
in  the  institution  and  remarked  that  I  would  be  very  glad  to  receive 
the  patient  in  the  hospital  that  afternoon,  but  that  I  did  not  think 
it  was  feasible  to  operate  on  the  patient  on  the  following  day,  with 
the  result  that  the  patient  was  kept  in  the  hospital  for  nearly  three 
weeks  prior  to  operation  and  when  the  surgeon  operated  on  the 
patient  it  was  a  very  different  case.  The  edema  had  all  disappeared, 
the  erosions  around  the  cervix  had  healed  and  the  end-result  was 
as  good  as  any  one  could  get.  I  think  that  that  woman  has  been 
cured  of  her  prolapse,  but  I  am  quite  sure  that  if  she  had  been  oper- 
ated on  at  the  time  he  said  the  result  obtained  would  not  have  been 
what  it  was." 

Dr.  George  G.  Ward,  Jr. — "  I  have  listened  with  very  great 
interest  to  Dr.  Holden's  most  excellent  paper.  It  is  very  largely 
along  the  lines  of  one  that  I  read  only  last  week  at  the  Hospital 
Graduates'  Club  in  New  York  on  the  question  of  "Hospital  Stand- 
ardization"* and  its  application  to  the  reorganization  of  a  special 
hospital. 

"  It  seems  to  me  that  the  facts  are  very  conclusive  and  the  advan- 
tages to  the  patient  of  an  organization  on  the  basis  that  he  advocates, 
are  self-evident.  We  must  bear  in  mind  the  fact  that  the  chief 
function  of  the  hospital  is  the  care  of  the  patient  and  not  the  indi- 
vidual advantage  of  the  different  physicians  connected  with  the 
hospital.  It  is  the  care  of  the  patient  that  the  hospital  is  for  and, 
therefore,  it  is  our  duty  to  see  that  the  patient  is  getting  the  care  that 
he  or  she  should  get.  Because  a  hospital  has  beautiful  buildings 
and  elaborate  equipment  it  does  not  follow  that  the  patient  is  getting 
the  care  which  he  or  she  should  get.  An  Inspector-General's  de- 
partment is  just  as  necessary  in  the  hospital  as  it  is  in  the  army.  In 
the  army  the  Inspector-General's  department  is  one  of  the  most 
important  branches  of  the  service.  It  keeps  headquarters  in  touch 
with  the  results  that  are  being  obtained  in  the  training  and  equip- 
ment of  the  men,  and  certainly  some  system  or  explanation  should 

*See  American  Journal  of  Obstetrics,  July,  1918,  page  65. 


NEW    YORK    ACADEMY    OF    MEDICINE  303 

be  insisted  upon  by  the  trustees  of  every  hospital  in  order  that  they 
may  know  that  the  patients  are  receiving  the  kind  of  care  that  they 
are  entitled  to.  I  cannot  see  how  it  can  be  accomplished  except 
by  adopting  some  such  procedure  as  has  been  outlined,  and  which 
is  similar  to  that  adopted  in  all  large  industrial  plants  and  large 
business  concerns. 

"I  think  it  is  high  time  that  we  take  an  inventory  of  our  work  in 
all  hospitals.  That  is  what  the  Hospital  Standardization  movement, 
which  has  been  brought  fort-i  by  the  College  of  Surgeons  this  last 
year,  means,  and  I  am  quite  hopeful  that  the  hospitals  will  act 
upon  it." 


TRANSACTIONS  OF  THE  NEW  YORK  ACADEMY 
OF  MEDICINE. 


SECTION    ON    OBSTETRICS    AND    GYNECOLOGY. 

Stated  Meeting,  April  23,  191 8. 

Dr.  Wilbur  Ward,  in  the  Chair. 
Dr.  Wilbur  Ward  presented  a  case  of 

LARGE    PELVIC    ABSCESS    DUE    TO    FOREIGN   BODY    IN    THE 
POSTERIOR   VAGINAL    WALL. 

This  case  is  reported  as  illustrating  another  danger  in  the  contin- 
ued use  of  a  stem  pessary.  The  patient,  a  widow  in  the  early  thirties, 
first  consulted  me  one  summer  in  the  absence  of  her  own  physician 
as  she  had  been  wearing  for  some  time  a  stem  pessary  for  the  relief  of 
dysmenorrhea,  this  being  so  severe  that  she  was  confined  to  bed  for 
two  days  each  month.  With  the  pessary  in  place  no  discomfort 
whatever  was  experienced.  Her  physician  had  been  in  the  habit  of 
leaving  the  stem  in  for  a  period  of  six  months,  then  removing,  and 
after  cleansing,  replacing  it.  Her  visit  to  me  at  that  time  was  for 
this  purpose.  While  I  did  not  approve  of  the  continued  use  of  the 
pessary,  I  did  not  feel  it  incumbent  upon  me  to  say  so,  and  treated 
her  as  she  was  accustomed  to  being  treated. 

Three  years  later,  about  seven  o'clock  one  morning,  a  stewardess 
on  one  of  the  coast-line  steamships  called  me  up  and  said  that  she  had 
on  board  a  woman  who  was  quite  ill,  who  said  that  her  physician  was 
out  of  town,  and  that  I  was  the  only  other  physician  she  knew.  From 
what  the  stewardess  told  me  it  seemed  as  if  the  condition  was  med- 
ical, the  patient  in  common  with  a  considerable  proportion  of  the  pas- 
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sengers  suffering  from  nausea  and  vomiting,  abdominal  pain,  and 
diarrhea,  all  of  the  cases  being  laid  to  the  ingestion  of  some  tainted 
food.  Inasmuch  as  the  case  did  not  seem  to  fall  within  my 
province,  I  recommended  her  to  an  internist,  who  in  the  course  of  the 
next  thirty-six  hours  sent  her  to  a  private  room  in  one  of  our  large 
hospitals,  and  put  her  under  medical  treatment.  Seven  days  later 
the  house  physician  called  me  up  and  said  that  the  condition  seemed 
to  be  pelvic,  and  asked  me  to  come  in  and  see  her.  I  did  so  and 
found  that  for  a  week  she  had  been  treated  along  medical  lines,  no 
diagnosis  having  been  arrived  at.  She  was  running  a  gradually 
increasing  septic  temperature,  looked  ill,  and  it  was  only  that  morn- 
ing that  they  had  first  discovered  a  mass  rising  out  of  the  pelvis, 
and  appearing  above  the  symphysis.  No  vaginal  examination  had 
been  made.  Her  temperature  was  1030  F.  and  a  fraction,  and  rising 
above  Poupart's  ligament,  across  the  whole  lower  abdomen,  possibly 
a  little  more  marked  on  the  right  side,  was  a  sensitive  cystic  inflam- 
matory mass. 

I  had  the  patient  transferred  to  the  Sloane  Hospital  and  proceeded 
to  make  a  complete  examination.  The  first  thing  encountered  in 
making  a  vaginal  examination  was  the  collar  of  a  stem  pessary  which 
had  become  dislodged  from  the  cervix,  the  point  being  embedded  in 
the  posterior  vaginal  wall,  almost  in  the  midline,  at  about  the  level 
of  the  external  os.  After  removal,  with  a  speculum  a  ragged  pene- 
trating wound,  one-half  to  three-fourth  of  an  inch  deep,  with  slough- 
ing edges  was  seen  in  the  vaginal  wall  at  this  point.  The  other 
signs  were  those  typical  of  a  large  pelvic  abscess  almost  ready  to 
rupture  through  the  vagina.  It  was  a  simple  matter  to  plunge  a 
dressing  forceps  through  the  wound,  a  large  quantity  at  least  2 
quarts,  of  foul-smelling  pus  being  evacuated. 

Drainage  was  instituted  and  recovery  was  rapid  and  complete. 

This  case  is  cited  as  illustrating  another  of  the  dangers  of  the  long- 
continued  use  of  a  stem  pessary  of  whatever  type. 

I  might  add  that  to-day  this  same  woman  is  wearing  a  stem  for  the 
relief  of  the  same  dysmenorrhea.  Her  physician  is  in  France  and 
she  is  coming  in  to  me  at  regular  intervals  for  its  removal,  cleansing 
and  replacement.  She  understands  distinctly  that  it  is  against  my 
advice;  yet  she  insists  upon  it  as  without  it  she  suffers  intensely  for 
two  days  each  month.     With  the  stem  she  is  perfectly  comfortable. 


DISCUSSION. 

Dr.  Harold  Bailey  said:  "  I  do  not  think  Dr.  Ward  was  justified 
in  putting  a  stem  pessary  in  that  patient  again.  The  woman  should 
have  an  operation  to  relieve  the  anterior  flexion." 

Dr.  Ward. — In  reply  to  Dr.  Bailey  I  would  say  that  I  agree  with 
him  in  principle.  There  are  however  certain  cases  in  the  practice 
of  medicine  where  one  is  more  or  less  forced  to  do  what  one  really 
does  not  wish.  In  this  particular  case  the  circumstances  are  such 
that  it  has  seemed  to  me  that  the  only  thing  to  do  was  to  treat  her, 
in  the  temporary  absence  of  her  physician  as  they  both  desired.    She 
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understands  clearly  that  I  do  not  approve  of  the  method,  but  is 
entirely  willing  to  assume  all  risks." 

Dr.  S.  Wiener  said:  "I  can  supplement  Dr.  Ward's  case  with 
another  somewhat  similar  one  which  I  saw  recently.  This  woman 
had  also  been  wearing  a  perpetual  pessary,  one  of  the  double-pronged 
uterine  variety  worn  for  the  prevention  of  conception.  She  had 
worn  it  for  some  time  and  a  large  pelvic  abscess  had  formed.  The 
abscess  was  opened  and  a  considerable  amount  of  foul-smelling  pus 
evacuated.  The  wearing  of  this  pessary  had  led  to  infection  and 
the  formation  of  the  abscess.  This  patient  went  home  apparently 
well  but  returned  with  a  temperature  of  1020  F.  and  a  mass  on  her 
right  side  above  the  umbilicus,  and  just  about  the  middle  of  the  upper 
part  of  the  right  rectus  muscle.  There  was  a  distinct  round  tender 
mass  under  the  skin  which  proved  to  be  an  abscess.  The  finger 
could  be  passed  back  to  the  retroperitoneal  tissue  and  undoubtedly 
this  abscess  traveled  up  from  the  cul-de-sac  of  Douglas  retroperi- 
toneally  and  pointed  above  the  umbilicus  on  the  right  side. 

Dr.  George  L.  Brodhead  presented  a  paper  entitled 

MODERN    OBSTETRIC    TECHNIC,    COMPARED    WITH    THE    TEACHING    OF 
TWENTY   YEARS    AGO. 

The  writer  had  the  good  fortune  to  spend  two  years,  1895  to  I^97t 
as  resident  obstetrician  at  the  Sloane  Maternity  Hospital,  the  best 
service  to  be  had  at  that  time  in  the  country,  the  instruction  being 
given  by  Dr.  James  W.  McLane  and  Dr.  E.  A.  Tucker,  an  experience 
for  which  he  would  always  be  grateful.  In  thinking  over  the  technic 
used  at  that  time  he  has  thought  it  might  be  interesting  to  compare 
the  methods  then  in  vogue  with  the  present  methods  of  procedure. 

At  that  time  there  was  no  department  of  the  daily  routine  more 
rigidly  insisted  upon  or  supervised  than  the  careful,  systematic 
examination  of  the  pregnant  woman.  Increasing  experience  has 
completely  justified  the  painstaking  examinations,  which  include 
palpation,  auscultation  and  pelvimetry.  There  can  be  no  doubt 
of  the  enormous  value  of  thorough  antepartum  examination. 

In  my  early  months  in  the  hospital,  no  sterile  gowns  were  used  in 
the  conduct  of  normal  labor  and  rubber  gloves  were  unheard  of. 
At  the  present  time  one  wears  both  gown  and  rubber  gloves,  and 
many  of  us  wear  a  cap  and  face  mask,  as  in  general  surgery.  At 
the  Harlen  Hospital  and  in  our  private  work,  the  rectal  examination 
is  used  in  all  cases,  unless  there  is  a  good  reason  for  entering  the 
vagina.  We  believe  that  far  more  harm  than  good  results  from 
vaginal  examinations  and  in  my  opinion  there  should  be  a  clear 
indication  for  making  a  vaginal  examination.  Presentation  and 
position  can  usually  be  determined  by  external  examination.  For 
the  rectal  examination,  no  preparation  of  the  patient  is  necessary, 
the  gloves  used  need  not  be  sterile,  much  time  is  saved  thereby  and 
with  a  little  experience  a  vast  amount  of  information  is  obtained. 
In  borderline  cases  where  Cesarean  section  may  be  an  ultimate 
operation,   the  rectal  examination  is   almost   a  necessity.     With 
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reference  to  prolapse  of  the  cord  it  may  be  said  that  in  cases  in 
which  the  membranes  rupture  while  the  head  is  still  unengaged 
the  vaginal  examination  should  be  made,  principally  and  practically 
only  to  ascertain  if  the  cord  has  prolapsed. 

At  the  end  of  labor  and  after  the  expulsion  of  the  placenta  it 
was  our  rule  to  administer  ergot,  and  such  is  the  teaching  of  many 
obstetricians  to-day.  We  believe  with  Hirst  and  others  that  ergot, 
if  given,  should  be  administered  at  the  moment  of  the  birth  of  the 
child,  and  for  many  years  we  have  given  ergot  this  way,  with  only 
good  results.  In  other  words  the  ergot  must  be  given  in  time  to 
control  the  hemorrhage  by  contracting  the  uterus  before  the  bleeding 
is  likely  to  occur,  and  therefore  we  give  it  immediately  after  the 
child  is  born  without  waiting  for  the  placenta  to  be  expelled. 

It  was  our  custom  at  the  Sloane  to  invade  the  uterus  for  retained 
membranes.  During  my  last  year  there  retained  membranes  were 
left  in  the  uterus,  and  so  satisfactory  were  the  results  that  I  have 
never  explored  the  uterus  for  retained  membranes  since. 

During  the  puerperium,  it  was  our  routine  to  order  the  patient 
catheterized  every  eight  hours,  if  she  could  not  void  spontaneously. 
As  a  rule  patients  need  not  be  catheterized  if  a  longer  time  is  allowed, 
or  i  c.c.  of  pituitrin  may  be  given  hypodermically,  or  the  woman 
may  be  allowed  to  sit  up  on  the  bed-pan  or  chamber.  The  patient 
may  be  ajlowed  to  wait  eighteen  to  twenty-four  hours  with  no  dis- 
comfort and  no  bad  results. 

Pituitrin  is  one  of  the  most  valuable  additions  to  the  obstetrical 
armamentarium.  It  is  invaluable  used  in  postpartum  hemorrhage, 
before  Cesarean  section  and  as  a  substitute  for  forceps  in  properly 
selected  cases.  Personally  we  believe  that  with  the  head  at  the 
outlet,  the  forceps,  in  skilful  hands,  is  a  safer  procedure  than  the 
use  of  pituitrin.  We  have  also  used  pituitrin  with  satisfactory 
results  in  cases  of  inevitable  and  incomplete  abortion.  There  is 
also  merit  in  the  suggestion  made  by  Furniss  that  pituitrin  be  given 
before  performing  curettage  in  abortion,  with  the  idea  of  contracting 
the  uterus  and  lessening  the  hemorrhage. 

The  cleaner  the  surroundings  and  the  greater  the  care  taken 
by  the  accoucheur,  the  less  will  sepsis  be  met  with.  The  patient 
who  is  infected  will  have  a  much  better  chance  for  life,  if  treated 
conservatively,  with  good  drainage,  good  food,  and  an  abundance 
of  fresh  air. 

Taking  up  the  operative  procedures — Episiotomy  has  not  re*- 
ceived  the  attention  it  deserves.  This  operation  was  never  per- 
formed during  my  service  at  Sloane,  but  a  few  years  later  I  was 
impressed  with  its  value  and  have  been  using  it  ever  since.  It  is 
simple,  devoid  of  danger  and  so  successful  in  its  results,  that  I 
believe  it  is  performed  far  to  infrequently.  The  ultimate  condition 
of  the  pelvic  floor  after  episiotomy  correctly  performed  is  even 
better  than  after  many  natural  deliveries  in  which  the  parts  escape 
rupture. 

Among  the  indications  for  the  operation  are  rigidity  of  the 
perineum,  edematous  soft  part        ases  in  which  large  fetal  heads 
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must  pass  through  small  vulvar  outlets,  the  passage  of  meconium  in 
vertex  presentation,  a  rapidly  failing  fetal  heart  necessitating  speedy 
delivery  through  a  small  outlet,  where  there  is  a  large  amount  of 
cicatricial  tissue  in  the  perineum  and  as  a  prophylactic  measure  in 
breech  presentation.  The  writer  confesses  to  a  considerable  number 
of  complete  lacerations  of  the  perineum  in  breech  cases,  but  he 
remembers  no  instance  in  whic\  the  sphincter  was  torn  after  episi- 
otomy  was  done.  With  episio  corny  rightly  done,  complete  or  severe 
laceration  of  the  perineum  will  seldom  occur. 

With  median  perineotomy  the  writer  has  had  only  a  limited 
experience,  but  men  who  have  used  the  procedure  frequently  claim 
that  it  is  far  superior  in  that  the  incision  is  single,  more  easilv  re- 
paired, and  there  is  less  probability  of  tearing  up  into  the  vagina. 
The  bilateral  operation  would  naturally  give  more  room  in  breech 
presentations  and  would  be  preferable.  Owing  to  the  fact  that 
my  last  median  operation  resulted  in  a  tear  through  the  sphincter 
in  spite  of  very  careful  extraction,  at  present  I  am  inclined  to  advise 
the  bilateral  episiotomy  only. 

The  low  forceps  operation  has  steadily  increased  in  favor  in  recent 
years,  while  the  high  operation  has  been  performed  less  and  less, 
owing  to  the  prominence  that  has  been  given  to  Cesarean  section. 
With  the  head  low  in  the  pelvis,  the  cervix  completely  dilated,  and 
failure  to  advance  within  a  reasonable  time,  the  low  forceps  opera- 
tion is  safe,  and  will  save  the  patients,  in  some  cases  at  least,  hours 
of  unnecessary  pain.  No  doubt  the  abdominal  operation  is  per- 
formed needlessly  at  times,  but  there  can  be  no  question  of  the 
brilliant  results  obtained  where  formerly  we  were  doomed  to  failure 
when  using  the  high  forceps  operation. 

The  instrumental  rotation  of  persistent  occipitoposterior  posi- 
tions of  the  vertex,  scarcely  known  twenty  years  ago,  but  insistently 
taught  by  Dr.  Tucker,  has  become  a  recognized  obstetrical  procedure 
of  the  greatest  value. 

Version  still  remains  an  exceedingly  valuable  and  necessary 
operation. 

Craniotomy  had  been  performed  far  less  frequently  than  formerly 
because  of  the  good  results  obtained  in  Cesarean  section,  but  it 
is  my  belief  that  craniotomy  should  be  performed  much  oftener 
than  it  is.  We  hear  of  many  deliveries  being  completed  by  high  or 
median  forceps  operation,  or  by  podalic  version,  where  craniotomy 
would  have  been  a  much  safer  operation  of  election. 

In  placenta  praevia  great  advance  has  been  made  in  the  use  of  the 
DeRibes  bags,  followed  by  forceps  or  version,  or  in  selected  cases 
by  Cesarean  section.  The  writer  recently  reported  to  the  Sloane 
Alumni  Society  a  case  of  Cesarean  section  for  complete  placenta 
praevia,  and  he  is  confident  that  in  years  past  he  could  have  saved 
many  more  babies  had  the  Cesarean  been  done.  In  preparing 
a  paper  on  Cesarean  section  for  placenta  previa  we  have  collected 
records  of  thirty-five  operations  with  the  loss  of  four  infants,  three 
of  which  were  seven  months  a  mortality  of  n  per  cent,  which  is 
extremely  low  for   this   condition.     The   maternal   mortalitv   was 
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14  per  cent.,  the  deaths  occurring  in  desperately  sick  patients. 
Among  the  indications  given  for  Cesarean  section  are  contracted 
pelvis,  relative  disproportion  between  the  size  of  the  head  and  the 
pelvis,  placenta  praevia,  toxemia  of  pregnancy,  eclampsia,  accidental 
hemorrhage  and  contraction  ring  dystocia.  The  writer  is  convinced 
that  there  is  one  important  field  for  Cesarean  section  and  that  is  in 
primiparae  at  or  near  term  with  eclampsia. 

Vaginal  section  unheard  of  twenty  years  ago,  has  been  extensively 
performed  and  has  been  found  invaluable  in  properly  selected  cases. 
From  the  third  to  the  seventh  month,  when  it  is  necessary  to 
interrupt  pregnancy  for  cardiac,  renal,  hepatic,  pulmonary,  or 
other  pathological  conditions,  it  is  frequently  the  easiest,  quickest 
and  safest  mode  of  delivery.  In  eclampsia  it  has  not  been  con- 
clusively proven  in  my  opinion  to  be  the  best  form  of  treatment 
but  in  many  instances  we  have  used  it  with  very  satisfactory  results. 

Nitrous  oxide  to  relieve  the  pain  of  the  first  stage  has  become 
a  great  boon  and  marks  a  great  advance  in  modern  obstetrics. 


DISCUSSION. 

Dr.  Harold  Bailey  said:  I  was  particularly  impressed  by  what 
Dr.  Brodhead  said  about  episiotomy  and  I  think  as  he  does  that  the 
chances  of  a  complete  tear  in  a  median  episiotomy  are  great  and  I 
believe  it  is  not  an  infrequent  occurrence  to  have  these  tears  in  a 
large  hospital  service  where  this  procedure  is  frequently  performed. 
I  never  do  an  episiotomy  for  an  oncoming  head  but  I  think  episio- 
tomy is  a  suitable  procedure  for  an  aftercoming  head.  It  is  a 
good  plan  to  have  the  scissors  directly  at  hand  and  in  position  to 
make  the  incision  if  it  should  be  found  necessary.  Dr.  Brodhead 
spoke  of  craniotomy  as  being  justifiable  in  certain  conditions  even 
on  the  living  child.  I  think  the  question  of  doing  a  craniotomy 
on  a  living  child  is  somewhat  debatable,  and  that  the  cases  in  which 
it  »is  justifiable  are  very  few.  It  seems  to  me  that  the  few 
cases  in  which  craniotomy  might  appear  to  be  justifiable  present 
the  opportunity  for  pubiotomy  rather  than  for  craniotomy. 

Dr.  Scadrow  said:  After  listening  to  Dr.  Brodhead's  paper 
one  comes  to  the  conclusion  that  obstetrics  has  been  taken  from  the 
medical  man  and  given  to  the  surgeon. 

As  to  the  advantages  of  episiotomy  I  think  there  is  no  greater 
indication  than  in  the  occipitoposterior  position  where  we  can- 
not rotate  the  head.  While  craniotomy  on  the  living  child 
does  not  compete  with  Cesarean  section  and  pubiotomy,  I  think 
that  in  cases  in  which  the  forceps  have  been  tried  and  then  Cesarean 
section  done,  the  mortality  is  so  high  that  craniotomy  should 
have  been  done  and  in  such  cases  craniotomy  is  preferable  to  pubiot- 
omy. I  can  relate  two  such  cases  that  were  lost  as  the  result 
of  the  previous  application  of  forceps. 

Dr.  Brodhead  (in  closing). — Dr.  Bailey  has  elicited  the  fact 
that  there  are  more  complete  tears  with  median  perineotomy 
than  have  been  reported.     He  is  undoubtedly  correct  in  this  state- 
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ment,  but  I  think  bilateral  episiotomy  is  very  valuable  especially 
for  breech  and  some  vertex  cases.  The  occasional  case  of  persistent 
occipitoposterior  position  which  cannot  be  rotated  offers  an  ideal 
indication  for  episiotomy. 

Dr.  Brodhead  reported  a  case  of 


PLACENTAL  POLYP. 

The  patient  was  delivered  normally  about  twelve  years  ago. 
About  four-fifths  of  the  chorion  was  retained  and  the  amount  of 
hemorrhage  was  not  over  8  ounces.  The  highest  temperature  in 
the  puerperium  was  99.40  F.,  there  was  no  odor  and  no  membrane 
in  the  lochia.  About  fifteen  days  postpartum  the  cervix  showed  a 
crescentic  laceration,  the  uterus  was  anteflexed  and  fairly  involuted, 
but  there  was  no  bloody  lochia.  About  eight  days  later  it  was 
found  that  she  had  a  small  tumor  measuring  i1^  by  %  inches 
protruding  from  the  external  os  with  slight  bleeding.  The  mass 
was  found  to  be  attached  by  a  small  pedicle  to  the  posterior  wall 
and  was  easily  removed.  Microscopically  it  was  shown  by  Dr. 
Libman  to  be  a  typical  placental  mole  with  numerous  chorionic 
villi.  The  patient  made  a  good  recovery.  This  is  the  only  case 
of  a  true  placental  mole  coming  under  my  observation. 

Dr.  Harold  Bailey  said:  I  wish  to  add  a  case  of  uterine  polyp 
which  was  found  twenty-five  days  postpartum.  The  woman  had 
a  free  hemorrhage  and  became  exsanguinated.  A  polypoid  mass 
with  a  pedicle  was  found  protruding  through  the  external  os.  This 
was  removed  by  pressure  on  the  pedicle.  It  proved  to  be  entirely 
placental  on  microscopical  examination. 

I  had  another  experience  just  this  month.  A  case  ten  days  post- 
partum passed  externally  a  large  mass  and  the  doctor  who  first 
treated  her  thought  she  had  an  inversion  of  the  uterus.  Examina- 
tion under  anesthesia  revealed  a  mass  with  a  very  thick  pedicle. 
This  was  removed  by  dissecting  the  pedicle  from  the  uterine  wall 
by  finger  pressure.  Examination  showed  this  tumor  to  be  a 
submucous  fibroid. 


REVIEW. 


Medical  Diagnosis  for  the  Student  and  Practitioner.  By 
Charles  Lyman  Greene,  M.  D.,  St.  Paul,  Professor  of  Medicine, 
Chief  of  Department  of  Medicine  and  Chief  of  Medical  Clinic  in 
the  Hospitals  of  the  University  of  Minnesota  1907-15,  etc.  Pp. 
1302  with  14  colored  plates  and  548  other  illustrations.  Phila- 
delphia: P.  Blakiston's  Son  &  Co.,  191 7. 

Nominally  a  fourth  edition  of  the  author's  pocket  manual,  the  pres- 
ent volume  has  been  expanded  to  text-book  size  and  value.     It  is  ob- 
viously the  work  of  a  man  who  has  long  been  a  teacher  as  well  as  a 
student  and  practitioner  of  medicine.    This  is  demonstrated  by  the 
11 
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emphasis  constantly  laid  upon  the  salient  features  and  important 
diagnostic  points.  The  book  shows  individuality  as  far  as  is  possible, 
rather  than  simple  compilation.  Opening  with  a  chapter  on  funda- 
mental principles,  the  author  gives  advice  as  to  methods  of  procedure 
which  are  based  upon  his  experience  of  twenty-five  years  as  a  teacher. 
He  discusses  in  detail  all  the  outward  signs  of  disease  and  the  signifi- 
cance of  various  symptoms.  In  describing  clinical  laboratory  methods 
in  the  succeeding  sections,  the  writer  indicates  his  preference  in  each 
case.  The  body  of  the  work  is  devoted  to  the  diagnosis  of  individual 
conditions,  with  suitably  full  presentation  of  etiology  and  symptoma- 
tology. Radiographic  methods  and  interpretation  are  contributed 
by  Dr.  Frank  S.  Bissell.  In  the  portion  of  the  book  relating  to 
cardiovascular  diseases,  the  modern  instrumental  methods  of  study 
are  described.  The  author  lays  particular  stress  upon  "  drop-heart." 
While  adding  considerably  to  the  size  of  the  volume,  the  use  of 
short  paragraphs  and  the  profuse  employment  of  italics  and  heavy- 
faced  type,  with  marginal  indexing,  makes  quick  reference  easy  and 
permits  emphasis  to  be  laid  upon  many  points. 
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A.    OBSTETRICS. 


7.  Kottmann's  Pregnancy  Reaction.  —  Hussy  (Correspondenz- 
Blattfur  Schweizer  Aerzte,  1918,  xlviii,  733)  refers  to  Kottmann's  re- 
cent announcement  of  a  pregnancy  reaction  which  differs  wholly  from 
Abderhalden's  two  methods  of  dialysis  and  optical  reaction.  Abder- 
halden  had  made  the  statement  that  the  new  method  was  based 
upon  his  own  work;  he  had  in  fact  used  a  technic  like  Kottmann's 
but  had  found  his  dialysis  reaction  superior  to  it.  He  has  sent  his 
full  technic  to  the  Basle  obstetrical  clinic  for  comparison.  Kott- 
mann  claims  that  defensive  ferments  do  not  enter  into  his  reaction 
but  that  certain  iron  salts  can  combine  with  placental  albumin  in 
such  a  way  as  to  give  a  blood  reaction  with  potassium  sulphocyanide. 
This  reaction  is  due  to  a  metal  complex  in  the  blood  serum.  There 
is  no  defensive  ferment  action  involved  but  adsorption,  a  physico- 
chemical  manifestation.  Abderhalden  employs  an  iron  method  and 
ammonium  sulphocyanide  is  one  of  the  reagents  used.  Hussy 
was  not  impressed  with  its  value.  Kottmann's  method,  on  the 
contrary,  appears  to  be  a  genuine  improvement  on  the  old  Abder- 
halden methods. 

8.  Biology  of  Pregnancy  Toxicoses.  — H ussy  (Correspondenz-Blatt 
fur  Schweizer  Aerzte,  19 18,  xlviii,  691)  speaks  of  the  hitherto  in- 
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soluble  character  of  this  problem.  The  most  tangible  aspect  is  the 
so-called  liver  eclampsia,  in  which  there  is  first  functional  insufficiency, 
as  shown  by  the  presence  of  hyperglycemia,  etc.,  and  later  destruc- 
tion of  the  liver  parenchyma  by  an  unknown  poison.  The  author 
has  made  researches  into  the  serum  of  the  gravida  in  order  to 
ascertain  if  hepatotoxic  substances  are  demonstrable  in  the  blood. 
Previous  work  along  this  line  has  shown  that  substances  which 
behave  like  adrenalin  are  found  in  the  blood  of  gravidas.  This 
supposed  discovery,  however,  is  not  well  established,  for  some 
gravid  sera  at  least  have  a  vasodilator  action  while  the  vasocon- 
strictor action  has  also  been  found  inferior  to  that  of  normal 
serum.  However  the  serum  of  an  eclampsia  patient  undoubtedly 
exhibited  a  notable  vasoconstructor  action.  It  is  equally  certain 
that  such  a  substance  is  absent  from  the  ^era  of  the  majority  at 
least  of  normal  gravidas;  in  other  words  if  the  vasoconstructor 
substance  does  appear  in  the  normal  serum  it  either  vanishes  again 
or  is  neutralized.  Of  extreme  interest  to  the  student  of  pregnancy 
toxicosis  is  a  second  find  of  the  authors;  the  serum  of  a  gravida 
with  the  apparent  coincidence  of  encephalitis  was  also  found  to  be 
strongly  vasoconstructor.  The  treatment  bore  out  the  view  that 
this  encephalitis  was  due  to  pregnancy  toxicosis,  for  the  case 
yielded  is  artificial  delivery  (vaginal  Cesarean  section).  After 
termination  of  pregnancy  the  serum  no  longer  contained  the  vaso- 
constructor substance.  An  attempt  to  find  this  substance  in  a 
case  of  premature  detachment  of  the  placenta  was  indecisive. 
We  have  here  a  substance  which  appears  to  be  able  to  attack  the 
liver,  the  brain,  etc.,  and  perhaps  cause  the  toxic  cases  of  hyperemesis, 
which  resembles  adrenalin,  yet  most  certainly  is  not  adrenalin. 
It  is  probably  an  amine  and  its  source  may  be  the  hypophysis,  for  it 
cannot  be  derived  from  the  adrenals  or  thyroid. 

9.  Severe  Anemia  During  Pregnancy.  —  Weidenmann  (Correspond- 
enz-Blatt  jiir  Schweizer  Aerzte,  1918,  xlviii,  702)  reports  two  cases  of 
which  the  first  was  a  primary  anemia  which  corresponded  to  the 
pernicious  type  of  the  disease  while  the  second  is  regarded  by  the 
writer  as  secondary  although  also  pursuing  a  course  which  suggested 
pernicious  anemia.  These  pregnancy  anemias  have  been  studied 
and  described  by  Esch.  There  is  no  record  of  any  similar  case  in 
the  Basle  clinic  since  1879,  when  Bischoff  reported  a  case,  neces- 
sarily without  blood  counts.  Since  in  191 1  Bauereisen  had  reported 
two  cases  of  pernicious  anemia  of  pregnancy  greatly  benefited  by 
blood  injections,  the  author  instituted  this  method  of  treatment  in 
addition  to  other  resources  and  both  women  are  still  living  and  in 
fair  health  but  with  low  red  cell  counts.  The  first  woman  had  an 
easy  labor  and  gave  birth  to  a  premature  infant  which  she  was  able 
to  nurse  for  a  few  days.  The  second  labor  was  terminated  by 
Cesarean  section,  the  infant,  likewise  premature,  living  but  two 
hours. 

10.  Physiology  and  Pathology  of  the  Placenta. — Guggisberg  {Cor- 
respond cnz-Blatt  fiir  Schweizer  Aerzte  1918,  xlviii,  627)  concludes 
that  the  placenta  is  a  highly  organized  gland  which  presides  over 
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the  gas  exchange  and  intermediate  metabolism  between  the  mother 
and  fetus.  Like  the  intestine  it  builds  down  substances  to  build 
them  up  again.  It  stores  up  like  the  liver  and  excretes  like  the 
kidneys  and  skin.  The  ovum  and  later  the  chorionic  villi  secrete 
ferments,  as  a  result  of  the  lytic  action  of  which  they  are  able  to 
bore  their  way  into  the  uterine  mucosa.  These  ingrooving  cells  do 
not  differ  from  those  of  a  malignant  tumor.  In  extrauterine  ges- 
tation this  destructive  action  proper  leads  to  rupture,  hemorrhage 
and  death.  The  sac  does  not "  burst  under  pressure  "  but  is  corroded. 
An  antienzyme  is  formed  to  antagonize  the  action  of  this  destructive 
ferment  and  this  body  when  recognized  in  the  maternal  serum 
is  evidence  of  pregnancy.  Unfortunately  this  reaction  lacks 
specificity.  Of  a  somewhat  different  type  is  Abderhalden's  reaction 
which  depends  on  the  presence  of  some  product  of  the  placenta 
which  generates  defensive  ferments  in  the  blood  serum.  In  cer- 
tain cases  in  which  no  protective  bodies  are  formed  various  phe- 
nomena appear  which  are  summed  up  as  pregnancy  toxicosis.  The 
author  has  caused  death  by  intravenous  injection  of  placental 
extract.  When  the  latter  is  prepared  from  eclamptic  placentas 
its  toxicity  is  greater.  The  placenta  is  also  an  organ  of  internal  se- 
cretion and  furnishes  a  hormone  which  appears  to  be  able  to  stimu- 
late several  of  the  reproductive  functions.  In  the  author's  labo- 
ratory placental  extract  has  been  shown  to  possess  marked  oxytocic 
properties. 

31.  Puerperal  Sep  tic  Uteropelvic  Thrombophlebitis. — A.  Turenne 
(Surg.,  Gyn.  b°  ObsL,  1918,  xxvi,  668)  says  that  there  is  a  rational 
prophylaxis  of  this  affection.  It  includes  care  to  keep  up  the  general 
resisting  power  during  pregnancy,  early  mobilization  after  labor, 
and  careful  supervision  of  secundines  and  the  puerperium.  Throm- 
bophlebitis has  signs,  symptoms  and  a  clinical  evolution  which  per- 
mit a  diagnosis  to  be  made  in  the  majority  of  cases.  Among  the 
earliest  signs  the  writer  counts  early  rectal  thermic  increases  while 
the  axillary  temperature  as  yet  shows  no  rise.  Later,  when  throm- 
bophlebitis is  established  the  curve  is  characteristic.  Increases  in 
temperature  are  observed  at  irregular  intervals  of  one,  two,  or  even 
ten  or  more  days,  which  reach  from  40. 5 °  C.  to  4.T.50  C.,  not  accom- 
panied by  either  considerable  or  permanent  changes  in  pulse.  If 
this  does  rise  to  140  or  160  it  is  only  during  a  chill  and  falls  with  the 
temperature.  Other  puerperal  localizations,  uterine,  adnexal  or 
parametrial,  and  especially  septicemia,  are  accompanied  by  higher 
and  more  permanently  elevated  pulse.  Blood  cultures  are  always 
or  transitorily  positive  in  the  hours  following  a  chill.  There  is  felt 
at  the  base  of  the  broad  ligament  or  following  its  upper  border,  a 
hard  string,  most  marked  near  the  uterus;  at  other  times  a  varicocele. 
In  the  so-called  precocious  cases  the  uterus  is  generally  slightly 
enlarged,  soft,  mobile,  and  slightly  tender.  That  the  patient  re- 
mains in  excellent  general  physical  condition  for  some  time  is  note- 
worthy. Although  in  more  than  half  the  cases  there  is  a  tendency 
toward  subsidence  and  recovery,  the  high  mortality  justifies  modern 
methods  of  treatment.     Surgical  intervention,  especially  ligation  of 
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the  thrombosed  veins,  is  rational.  The  transperitoneal  route  is 
preferable.  Ligation  of  all  the  efferent  trunks  is  desirable.  Resec- 
tion or  evacuation  of  the  thrombus  should  be  resorted  to  only  excep- 
tionally. Operation  on  the  veins  is  contraindicated  in  cases  of  per- 
manent bacteremia,  in  inaccessible  thromboses,  and  in  cases  of 
visceral  pyemic  localizations. 


B.    GYNECOLOGY. 

i.  Relation  of  Ductless  Glands  to  Gynecology. — A.  H.  Bigelow 
(Bost.  Med.  &  Surg.  Jour.,  1918,  clxxviii,  715)  reviews  some  of  the 
recent  literature  of  this  subject.  She  calls  attention  to  the  fact 
that  the  parathyroids  control  nerve  and  muscle  activity  to  such  a 
degree  that  their  inactivity  is  now  held  responsible  for  many  forms 
of  tetany,  especially  that  which  occurs  in  pregnancy.  Administra- 
tion of  the  gland,  however,  has  not  cured  the  condition.  The  thy- 
mus, largest  at  birth,  atrophies  at  puberty.  Its  function  seems  to 
vary  indirectly  with  sexual  activity.  In  the  condition  of  acrom- 
egaly, caused  by  hyperfunction  of  the  pituitary,  external  sex  mark- 
ings are  exaggerated.  Body  hair  becomes  heavy  and  profuse,  virile 
in  women,  and  the  external  genitalia  are  hypertrophied.  Colostrum 
sometimes  appears.  Menstruation  and  conception  may  or  may  not 
take  place.  With  hypofunction  of  the  pituitary,  we  find  a  loss  of 
body  hair,  an  increase  of  fat  which  blurs  the  characteristic  body 
outlines  of  sex,  and  a  retrogression  of  sex  functions  and  glandular 
tissue.  In  the  female  dwarf,  when  the  cause  lies  in  the  pituitary, 
we  find,  as  we  should  expect,  infantile  genitalia  and  amenorrhea. 
Thyroid  disturbance  is  one  of  the  causes  of  amenorrhea.  An  allied 
form  of  functional  amenorrhea  is  due  to  pituitary  insufficiency. 
These  patients  are  often  very  obese.  We  are  accustomed  to  as- 
sociate obesity  with  amenorrhea.  Once  its  relation  was  supposed 
to  be  causal;  now  both  are  known  to  reach  back  to  some  deeper 
cause  common  to  both.  This  discovery  has  put  a  ban  on  the 
emmenagogue  drugs,  which  can  cause  only  pelvic  congestion  and 
distress.  The  ovary  is  a  less  important  member  of  the  family  than 
has  been  supposed,  and  owes  much  to  its  coadjutors,  the  thyroid 
and  portions  of  the  adrenals  and  pituitary.  Therapeutic  prepara- 
tions of  the  corpus  luteum  have  not  been  found  stable  or  uniform 
because  made  during  different  stages  of  its  life.  Ovarian  prepa- 
rations with  the  corpus  luteum  excluded  have  given  results  as 
satisfactory  as  those  procured  by  the  whole  organ.  The  physician 
who  handles  many  women  should  look  at  the  pelvis  no  less  care- 
fully, but  should  look  also  at  the  patient  as  a  complicated  whole. 
If,  as  teachers  of  women,  we  can  attack  the  ancient  tradition  that 
centers  their  thought  of  themselves  too  strongly  in  the  pelvic 
organs,  we  shall  help  them  greatly  toward  that  happy  condition 
named  by  Falta  an  "enviable  equilibrium." 

5.  Practical  Treatment  of   Gonorrhea  in  Women. — Chevallier 
(La  Presse  Medicate,   1918,  xxvi,  p.  256)   claims  that  it  is  nearly 
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always  possible  to  cure  this  affection  by  simple  measures.  He  rec- 
ommends irrigation  as  follows:  the  receptacle  should  hold  2 
quarts  and  be  provided  with  a  rubber  gas  tube.  The  height  should 
be  4  feet.  The  woman  as  a  rule  does  not  lie  down.  The  vulva 
is  douched  first,  then  the  nozzle  is  introduced  into  the  vagina  while 
the  woman  closes  the  vulva  about  it — in  this  way  the  stream  dis- 
tends the  vagina.  The  first  douche  should  consist  of  2  quarts 
of  warm  water.  Of  antiseptics  permanganate  is  the  best,  about  3 
grains  to  2  quarts  of  water.  A  solution  of  1  to  5000  is  often  suffi- 
cient. Every  evening  an  ovule  of  ichthyol  is  inserted  into  the  vagina. 
If  the  woman  is  near  menstruation  a  mixture  of  viburnum  and 
hydrastic  tinctures,  2  parts  of  the  former  to  1  of  the  latter,  may 
be  given  for  three  days  preceding  the  period.  This  remedy  may  be 
pushed  if  necessary  even  beyond  100  drops  daily  or  10  drops  hourly. 
In  addition  to  the  ichthyol  the  author  recommends  direct  applica- 
tion to  the  cervix  by  means  of  the  speculum  of  solution  of  silver 
nitrate  of  strength  anywhere  from  1  to  20  per  cent.  For  disinfec- 
tion of  the  cervical  canal  ointment  of  yellow  oxide  of  mercury  may 
be  introduced  with  a  syringe.  Hot  marshmallow  decoctions  are 
used  in  edema  of  the  vulva  and  for  urethritis  sandal  wood  oil  by 
the  mouth.  In  chronic  gonorrhea  much  of  the  treatment  is  the 
same.  Nitrate  of  silver  irrigation  1  to  30,  tincture  of  iodine  to 
erosions  of  the  cervix,  yellow  oxide  of  mercury  ointment  for  the 
cervical  canal.  Ichthyol  ovules  are  also  employed.  If  the  cervical 
canal  is  rebellious  is  treatment  the  stick  of  silver  nitrate  may  be 
employed.  If  urethritis  does  not  yield  to  sandal  wood  injections 
of  nitrate  i  to  50  or  1  to  30  may  be  added. 

12.  Effect  of  Dichloramine-T  Chlorinated  Eucalyptol  Solution  on 
the  Peritoneum. — S.  P.  Reimann  and  J.  A.  H.  Magoun  (Surg.,  Gyn. 
&°  Obst.,  1 91 8,  xxvi,  616)  have  investigated  the  effect  of  solutions  of 
7.5  per  cent,  and  20  per  cent.  dichloramine-T  chlorinated  eucalyptol 
on  the  healthy  peritoneum  of  dogs  because  it  has  recently  been 
recommended  for  use  in  infections  from  the  appendix,  Fallopian  tubes 
and  other  organs.  The  same  strength  solutions  were  used  on 
infected  peritoneum  to  determine  if  infection  would  be  inhibited  or 
destroyed.  The  20  per  cent,  solution  causes  clotting  of  blood  and 
exudate  on  gauze  and  drains  and  leads  to  interference  with  drainage. 
In  the  peritoneum  of  dogs  it  causes  a  violent  irritation  with  a  hemor- 
rhagico-fibrinous  exudate.  The  same  results  are  produced  in  a 
certain  percentage  of  cases  by  the  7.5  per  cent,  solution.  Both 
solutions  are  distinctly  harmful  to  the  peritoneum;  the  benefits  are 
none. 

1 5.  Retroperitoneal  Cysts  of  Wolffian  Origin. — In  the  case  recorded 
by  J.  M.  Maury  (Surg.,  Gyn.  &  Obst.,  1918,  xxvi,  663)  the  only  symp- 
toms were  frequent  micturition  and  the  presence  of  an  enlargement  of 
the  lower  part  of  the  abdomen.  The  anteoperative  diagnosis  was 
proliferous  cyst,  probably  derived  from  the  left  ovary.  Operation 
showed  a  smooth,  glistening  cyst  arising  retroperitoneally  just  to  the 
left  of  the  spine  from  above  the  kidney  to  the  level  of  the  sacral 
promontory,  with  no  signs  of  a  pedicle  and  no  connection  with  any 
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organ.  Opening  into  its  lower  pole  was  a  tubular  structure  resemb- 
ling a  ureter.  It  descended  under  the  sigmoid  into  the  broad  liga- 
ment a  little  below  the  ovarian  vessels,  ending  in  the  broad  ligament 
about  halfway  between  the  uterus  and  the  pelvic  wall.  The  cyst 
contained  about  2000  c.c.  of  clear,  watery,  slightly  amber  fluid.  The 
cyst  wall  varied  from  very  thin  to  3  cm.  in  thickness;  its  lining  was 
of  columnar  or  cuboid  epithelium;  its  middle  layer  contained  invol- 
untary muscle  fibers.  Sections  of  the  wall  showed  glomeruli  and 
tubules  lined  with  cuboid  epithelium.  The  writer  reviews  the  litera- 
ture of  Wolffian  cysts.  These  tumors  cause  abdominal  enlargement, 
pressure  symptoms,  and  in  advanced  cases  with  malignant  degenera- 
tion, loss  of  weight  and  cachexia.  Aside  from  the  tendency  to 
unlimited  growth,  the  liability  to  malignant  degeneration  renders 
early  removal  imperative. 


C.    MISCELLANEOUS    TOPICS. 

i.  The    Basle    Obstetrical-gynecological   Clinic,    1868-1918. — 

Professor  Labhardt  {Correspondenz-Blatt  fiir  Schweizer  Aerzte, 
1918,  xlviii  673)  gives  some  figures  as  to  fifty  years  consecutive 
work  in  the  clinic  of  which  he  is  the  present  head.  During  this 
interval  nearly  60,000  women  have  been  patients  of  his  predeces- 
sors and  himself.  The  year  1868  marked  the  establishment  of  a 
special  obstetrical  clinic  under  the  charge  of  Bischoff.  Up  to  that 
period  obstetrics  seems  to  have  been  a  mere  department  of  surgery 
while  gynecology  as  such  did  not  exist.  The  eminent  Professor 
Socin  as  head  of  the  surgical  clinic,  seems  to  have  presided  over 
all  three  services.  The  obstetrical  clinic  was  a  pronounced  success; 
from  77  confinements  in  1868  the  number  had  risen  to  more  than 
400  in  1885.  The  new  clinic  also  included  the  operative  gyneco- 
logical cases;  up  to  1868  such  activities  had  hardly  existed.  At 
the  outset  Bischoff's  work  consisted  chiefly  of  ovariotomies  and 
prolapse  operations.  He  became  university  professor  of  obstetrics 
in  1872.  As  a  result  of  a  painful  injury  in  1882  he  became  a  nar- 
cotic addict  and  four  years  later  was  obliged  to  resign.  In  1887 
Fehling  was  chosen  to  succeed  him  and  the  work  of  the  clinic  thence- 
forth showed  a  steady  increase  both  in  confinements  and  gynecolog- 
ical operations.  In  1889  an  obstetrical  polyclinic  service  was  in- 
augurated. After  he  had  become  one  of  the  foremost  men  on  the 
Continent  as  teacher,  writer  and  operator,  Professor  Fehling  in 
1894  was  called  to  another  clinic  and  was  succeeded  by  Ernst  Bumm. 
In  1896  the  present  edifice,  known  as  the  Woman's  Hospital,  was 
erected  as  the  home  of  obstetrics  and  gynecology.  The  number  of 
confinements  had  now  reached  1000  a  year;  gynecological  patients 
added  500  to  this  figure.  Bumm  was  a  worthy  successor  of  Feh- 
ling and  held  the  chair  until  1901  when  he  was  called  elsewhere, 
to  be  succeeded  by  von  Herff.  Under  the  latter's  administration 
confinements  reached  1900  annually  and  gynecological  cases  700. 
Von  Herff  remained  faithful  to  his  charge  until  his  tragic  death  in 
1916.     Through  the  irony  of  fate  he  died  from  septic  infection 
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received  during  an  ovariotomy,  sepsis  and  its  prophylaxis  having 
been  his  favorite  study.  As  a  matter  of  fact  the  prevention  of 
puerperal  sepsis  had  been  the  great  aim  of  the  Basle  school  and 
Fehling  had  pointed  to  his  0.5  per  cent,  mortality  in  the  clinic  from 
this  disease.  Von  Herff  was  succeeded  after  a  brief  interregnum, 
by  the  author. 

10.  Nutrition  and  Growth  of  New-born  Infants. — W.  R.  Ramsey 
and  A.  G.  Alley  (Amer.  Jour.  Dis.  Child. ,  1918,  xiv,  408)  submit  the 
following  observations  made  from  300  charts  in  the  ward  for  new-born 
of  the  University  Hospital  of  the  University  of  Minnesota.  In  300 
new-born  infants  the  average  weights  were,  boys  3391  grams,  females 
3276  grams.     The  average  daily  intake  of  breast  milk  was  as  follows: 
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-Days — 



2d 

3d 

4th 

5th 

6th       7th 

8th 

9th 

10th 

Grams .  .  . 

•     39 

100 

170 

234 

2  75       304 

336 

352 

365 

These  averages  are  much  smaller  than  those  given  by  Camerer. 
They  were  determined  by  five  nursings  in  twenty-four  hours  at  four- 
hour  intervals.  The  caloric  need  of  infants  as  computed  by  Heubner 
and  Rubner  is  100  to  1 10  calories  per  kilogram  of  body  weight.  This 
rule  has  been  generally  accepted.  All  patients  who  made  good  gains 
and  left  the  University  Hospital  weighing  more  than  the  birth 
weight,  made  their  gain  on  much  less  than  100  calories  per  kilogram 
of  body  weight.  Cases  cited  show  that  infants,  at  least  during  the 
first  ten  days,  in  order  to  gain  reasonably  in  weight  do  not  require 
anywhere  near  100  calories  per  kilogram  of  body  weight,  that  the 
energy  quotient  varies  in  the  individual  cases  from  43  to  75,  and 
that  when  new-born  infants  during  the  first  ten  days  receive  100 
calories  per  kilogram  they  are  usually  overfed.  There  are  patients 
who  will  tolerate  enormous  quantities  of  food,  gain  steadily  and 
rapidly  for  considerable  periods  of  time  without  any  evidence  of 
digestive  or  systemic  disturbance.  It  is  generally  agreed  that  the 
caloric  needs  of  premature  infants  is  higher  than  for  normal,  full- 
term  infants,  generally  conceded  to  be  from  no  to  120  calories  per 
kilogram.  According  to  Camerer  and  others  the  initial  loss  of  weight 
in  new-born  infants  occurs  during  the  first  two  or  three  days  and 
amounts  to  an  average  of  200  grams.  In  this  series  the  average  initial 
loss  was  240  grams  and  the  average  time  the  loss  continued  was  three 
days.  The  initial  loss  varied  greatly  in  individual  cases  and  in  some 
the  loss  was  out  of  all  proportion  to  the  lack  of  food  and  fluid.  The 
infants  who  are  apparently  normal,  receive  an  average  amount  of 
milk,  and  show  an  unusual  drop  in  weight  at  the  second  weighing, 
are  frequently  those  who  have  a  large  amount  of  meconium  and 
perhaps  urine  and  do  not  pass  it  until  after  they  are  weighed.  There 
is  also  a  marked  difference  in  the  amount  of  vernix  caseosa  in  differ- 
ent cases.  The  continued  loss  in  weight  after  the  second  or  third 
day  in  normal  infants  seemed  to  depend  on  whether  there  was  a 
lack  of  an  average  secretion  of  milk.  Water  up  to  2  ounces  given 
after  each  nursing  did  not  seem  to  affect  the  initial  loss  when  an 
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average  amount  of  milk  was  secreted.  In  cases  in  which  there  was 
practically  no  milk  secreted,  the  patients  who  received  water  lost 
less  than  those  who  received  no  water.  After  the  third  day,  if  the 
milk  was  insufficient,  water  seemed  to  have  no  effect  in  restoring 
the  initial  loss  or  in  preventing  further  loss.  The  gain  in  weight 
seemed  to  depend  on  an  average  amount  of  food,  varying  from  43 
to  74  calories  per  kilogram  of  body  weight.  The  initial  loss  in  large 
infants,  contrary  to  what  has  been  generally  accepted,  was  not  rela- 
tively greater  than  in  small  ones.  Only  about  one-fourth  of  the 
infants  regained  their  birth  weight  before  leaving  the  hospital  on 
the  tenth  day.  The  average  daily  gain  in  weight  after  the  third 
day  was  about  20  grams  making  a  total  average  gain  of  140  grams 
while  in  the  hospital,  so  that  three-fourths  of  the  infants  left  the  hos- 
pital on  the  tenth  day  with  an  average  weight  of  100  grams  less  than 
the  birth  weight.  The  normal  number  of  stools  of  infants  during  the 
first  weeks  is,  according  to  different  observers,  from  two  to  six.  In 
the  writers'  cases  the  stools  averaged  less  than  two  per  day.  In 
several  infants  who  were  being  overfed  for  metabolism  work,  the 
stools  became  frequent  and  watery  whenever  the  quantity  of  milk 
in  twenty-four  hours  began  to  approximate  100  calories  per  kilogram. 
Usually,  in  overfed  cases,  the  infants  gain  for  a  while,  then,  after 
their  tolerance  is  exceeded,  they  remain  stationary  for  a  time  and 
gradually  begin  to  lose  in  weight.  These  overfed  infants  were  the 
only  ones  in  which  the  stools  were  frequent  and  exceeded  an  average 
of  two  in  the  twenty-four  hours. 


ITEM. 


Article  by  Dr.  Dougal  Bissell,  July,  1918,  issue,  page  4,  paragraph 
3,  should  read  as  follows: 

It  was  found  necessary  in  the  case  here  reported,  to  keep  a  de- 
pressor within  the  space  created  by  the  separation  of  the  rectum  by 
the  fascia  to  prevent  the  fat,  which  was  here  deposited  in  con- 
siderable quantity,  from  interfering  with  the  proper  adjustment 
and  anchorage  of  the  under  flap  when  the  sutures  were  tied. 
When  the  two  flaps  were  anchored  in  position,  the  perineal  sutures 
were  placed  and  tied. 
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THE  SIGNIFICANCE  OF  FEVER  AT  THE  TIME  OF  LABOR.* 
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J.  MORRIS  SLEMONS,  M.  D., 

New  Haven,  Conn. 
(With  two  illustrations.) 

Extensive  statistics  indicate  that  in  from  2  to  3  per  cent,  of 
cases,  women  in  labor  have  a  temperature  above  1010  F.  There  are 
notable  differences  between  these  cases,  and  it  has  been  customary 
to  speak  of  two  types;  one  severe,  the  other  mild.  The  severe  cases 
often  begin  with  a  chill,  and  the  rise  in  temperature  may  be  either 
gradual  or  sudden,  but  generally  it  attains  a  considerable  height. 
Usually  the  pulse  rate  increases  before  the  temperature  rises.  Pa- 
tients not  only  complain  of  exhaustion  but  obviously  are  its  victims, 
and  generally  wear  an  anxious,  worn  expression.  Typically,  the 
uterine  contractions  cease  or  become  irregular  though  occasionally 
they  become  more  severe  without  advancing  labor.  In  the  most 
serious  cases  the  uterus  becomes  tympanitic  and  when  the  mem- 
branes rupture  the  odor  of  the  amniotic  fluid  indicates  decompo- 
sition. Following  delivery,  the  fever  continues.  In  such  circum- 
stances, ever  since  the  true  origin  of  puerperal  infection  was 
recognized,  there  has  been  no  doubt  that  this  intrapartum  com- 
plication also  depended  upon  the  presence  of  bacteria. 

On  the  other  hand,  the  milk  type  of  intrapartum  fever  often  passes 
unnoticed  unless  the  temperature  during  labor  is  routinely  observed. 
The  thermometer  generally  registers  from  100  to  1020  F.  There  is 
no  chill  and  the  pulse  rate  is  only  slightly  accelerated.  The  patient 
complains  of  no  symptoms  referable  to  the  fever  and  her  expression 
is  that  characteristic  of  normal  parturition. 

From  the  Department  of  Obstetrics  and  Gynecology,  Yale  Medical  School. 
Read  at  a  meeting  of  the  Philadelphia  Obstetrical  Society,  April  4,  1018. 
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The  etiology  of  mild  cases  of  intrapartum  fever  has  been  the  sub- 
ject of  considerable  discussion.  Glockner  thought  that  the  assump- 
tion of  an  infection  was  unnecessary,  for  frequently  the  temperature 
becomes  normal  immediately  after  delivery  or  presents  only  a 
slight  rise  during  the  puerperium;  he  explained  these  cases  as  due 
to  prolonged  and  violent  uterine  contractions.  Undoubtedly,  the 
muscular  work  of  labor  engenders  heat  but  at  this  time  heat  dis- 
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Fig.  i. — Leukocytic  infiltration  of  the  subamniotic  connective  tissue  and  throm- 
bosis of  the  fetal  blood-vessels. 

sipation  keeps  pace  with  heat  production,  and,  as  a  result,  the  rise 
in  temperature  with  each  uterine  contraction  amounts  approxi- 
mately to  one  one-hundredth  of  a  degree  Centigrade.  For  this 
reason,  mainly,  the  best  authority  has  favored  the  view  that  in- 
trapartum fever  was  not  attributable  to  the  muscular  effort  attend- 
ing parturition,  but,  like  puerperal  fever,  depended  upon  a  bacterial 
infection. 
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Recently  it  occurred  to  Warnekros  that  the  question  could  be 
settled  if  cultures  were  made  from  the  mother's  blood  in  case  her 
temperature  rose  during  labor.  He  adopted  this  procedure  in  twenty- 
five  cases;  from  eighteen  the  cultures  were  positive,  from  seven 
negative.  In  nine  instances  streptococci  were  isolated,  in  three 
staphylococci,  and  in  the  other  positive  cases  colon  bacilli,  pseudo- 
diphtheria  bacilli,  or  anaerobic  gas-producing  bacilli ;  not  infrequently, 
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Fig.  2. — Bacteria  found  in  the  subamniotic  connective  tissue. 

more  than  one  type  of  organism  was  isolated.  Whenever  a  positive 
culture  was  obtained  during  labor,  another  examination  was  made 
on  the  day  following  delivery.  The  puerperal  blood  cultures  were 
negative  except  in  one  instance,  the  case  of  a  patient  who  died  of  a 
streptococcus  septicemia  on  the  third  day  postpartum. 

In  approximately  70  per  cent,  of  the  cases  of  intrapartum  fever, 
then,  it  was  clear  that  a  genuine,  if  temporary,  infection  of  the 
mother  existed.  In  the  other  cases  the  cause  of  the  fever  remained 
uncertain.  Consequently,  the  scope  of  the  investigation  was  broad- 
ened to  include  the  search  for  bacteria  in  stained  sections  of  the  pla- 
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centa.  The  results  of  this  search  provided  evidence  of  a  most  con- 
clusive kind.  In  every  instance  where  fever  existed  at  the  time  of 
labor,  even  though  the  blood  cultures  were  negative,  organisms  were 
demonstrable  in  the  placenta.  One  conclusion  was  inevitable;  in- 
trapartum fever,  unless  attributable  to  some  accidental  cause,  such 
as  tuberculosis,  was  due  to  an  infection  of  the  mother,  though  often 
it  was  mild  and  temporary,  because  the  area  infected  was  limited 
to  the  material  expelled  from  the  uterus  at  the  conclusion  of  labor. 
In  other  words,  the  cause  of  mild  cases  of  intrapartum  fever  was  a 
placental  bacteremia. 

We  have  had  the  opportunity  to  study  the  histological  picture  pre- 
sented by  the  placenta  in  thirty-four  cases.  Typically,  the  bacteria 
are  found  in  the  subamniotic  connective  tissues  where  they  come  in 
contact  with  the  large  fetal  blood-vessels  which  cross  the  surface  of 
the  placenta.  Occasionally,  it  is  possible  to  demonstrate  bacteria 
in  the  act  of  penetrating  the  walls  of  the  vessels.  In  most  instances 
the  epithelium  covering  the  villi  is  intact;  the  capillaries  within  the 
villi  are  normal  and  bacteria  are  not  demonstrable  on  the  surface 
or  in  the  interior  of  the  villi.  Under  these  circumstances,  it  is 
evident  that  the  infection  does  not  proceed  from  the  maternal 
circulation  and  does  not  pass  through  the  walls  of  the  villi.  Bacteria 
enter  the  placenta  by  way  of  the  amniotic  membrane  and  the 
amniotic  fluid.  Generally,  the  latter  becomes  infected  because  the 
membranes  rupture  prematurely,  labor  is  prolonged  and  repeated 
vaginal  examinations  are  made. 

The  lesion  consists  of  an  acute  exudative  infiltration  beginning 
upon  the  fetal  surface  of  the  placenta  and  since  the  blood-vessels 
cross  this  region  they  are  quickly  involved.  The  mechanism  con- 
cerned has  become  much  clearer,  since  we  have  found  that  when 
the  membranes  rupture  prematurely  the  amniotic  epithelium  loses  its 
cuboidal  form  and  becomes  tall  and  narrow.  The  basal  attachment 
of  the  cells  is  considerably  restricted;  the  nuclei  are  dislocated  up- 
ward and  at  times  actually  forced  through  the  cell  membrane. 
These  alterations  seem  to  be  merely  the  expression  of  mechanical 
forces  referable  to  retraction  of  the  uterus.  From  the  histological 
picture,  it  is  evident  that  the  function  of  these  cells  is  greatly  im- 
paired or  absolutely  terminated  and  in  the  course  of  time  they  are 
desquamated  for  longer  or  shorter  spaces  leaving  the  amniotic  tis- 
sue uncovered.  Probably,  through  these  portals  the  bacteria  gain 
entrance  to  the  placenta. 

As  placental  infection  is  usually  limited  to  the  amniotic  surf  ace 
of  the  placenta,  the  complication  is  more  likely  to  be  serious  for  the 
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infant  than  for  the  mother.  Not  infrequently,  infection  of  the 
fetus  leads  to  its  death  either  shortly  before  or  within  a  few  davs 
after  it  is  born.  If  my  experience  is  not  unusual,  as  a  cause  of  fetal 
death,  placental  bacteremia  is  outranked  only  by  syphilis  and 
birth  injuries. 

The  mechanism  of  bacterial  infection  of  the  placenta  just  de- 
scribed is,  I  believe,  the  most  common  type.  However,  it  is  impor- 
tant to  remember  that  other  mechanisms  may  be  responsible.  From 
a  knowledge  of  the  anatomy  of  pregnancy,  it  is  obvious  that,  at 
least  theoretically,  the  infection  of  the  amniotic  fluid  is  possible 
by  three  routes:  i.  Organisms  may  pass  from  the  maternal  circula- 
tion across  the  decidua,  chorion  and  amnion;  2.  they  may  travel 
from  the  peritoneal  cavity  down  the  Fallopian  tubes;  3.  they  mav 
ascend  from  the  vagina  through  the  cervical  canal.  Since  I  have 
been  interested  in  this  subject,  I  have  occasionally  observed  cases 
where  the  first  two  mechanisms  would  come  into  consideration. 
Thus,  a  few  months  ago  we  operated  upon  a  patient,  at  the  sixth 
month  of  pregnancy,  suffering  from  an  abscess  in  the  right  iliac 
fossa  and  found  both  the  appendix  and  the  Fallopian  tube  involved 
in  the  process.  A  few  days  after  the  abscess  was  drained  the  patient 
miscarried  and  a  notable  degree  of  bacterial  infection  of  the  pla- 
centa was  present.  Furthermore,  hematogenic  infection  of  the 
amniotic  fluid  may  occur  in  any  case  of  maternal  septicemia  and  its 
practical  importance  has  lately  been  emphasized  by  the  report  of 
several  cases  which  DeLee  and  Curtis  studied.  Notwithstanding 
these  facts,  it  is  my  conviction  that  the  most  common  mechanism 
concerned  in  placental  bacteremia  is  that  involving  an  ascending 
infection  from  the  vagina. 

The  frequency  of  this  phenomenon  is  such,  it  seems  to  me,  as  to 
make  it  a  matter  of  considerable  practical  importance.  In  one 
series  of  600  labors,  I  noted  placental  bacteremia  in  ten  instances; 
and  in  another  series  of  1000  labors  it  occurred  twenty-four  times. 
On  this  basis,  I  estimate  its  frequency  as  2  per  cent,  of  all  labors  at 
term.  In  other  words  the  incidence  of  placental  bacteremia  and  of 
intrapartum  fever  is  identical. 

The  character  of  the  puerperium  which  will  follow  a  febrile  labor 
may  best  be  predicted  from  the  results  of  blood  cultures  taken  the 
day  after  delivery.  Generally,  these  are  negative  and  a  good  prog- 
nosis is  assured.  On  the  other  hand,  positive  cultures  indicate  the 
existence  of  a  puerperal  infection.  Blood  cultures  made  at  the  time 
of  labor  have  no  prognostic  value.  Similarly,  as  a  prognostic  sign 
the  degree  of  fever  at  the  time  of  labor  is  unreliable,  for  patients 
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may  experience  a  normal  puerperium  though  the  temperature  during 
labor  has  been  102°  F.  or  more.  It  is  true,  nevetherless,  that  a  high 
puerperal  morbidity  obtains  in  these  cases,  which  is  estimated  at 
63  per  cent.;  the  puerperal  mortality  at  6.2  per  cent. 

But,  in  a  case  of  intrapartum  fever,  as  I  have  said,  the  outlook  for 
the  infant  is  much  more  serious  than  for  the  mother.  The  fetal 
mortality  encountered  by  Ihm  was  18  per  cent.,  by  Hellendall  19 
per  cent.,  by  Winter  35  per  cent.,  by  Kronig  61  per  cent.,  while  40 
per  cent,  is  the  figure  derived  from  our  own  experience.  However, 
these  statistics  include  cases  of  toxemia  or  pregnancy,  of  placenta 
previa,  of  pelvic  contraction,  and  of  malposition  of  the  fetus.  There- 
fore, the  death  of  the  fetus  may  have  been  due  to  one  of  several  causes, 
and  it  is  impossible  to  determine  accurately  to  what  extent  the  in- 
fection of  the  placenta  was  concerned. 

At  present  I  am  content  to  emphasize  the  fact  that  intrapartum 
infection  must  be  regarded  as  an  important  cause  of  fetal  death 
and  also  to  demonstrate  that  the  umbilical  vessels  may  be  the  path 
of  infection.  Heretofore,  it  has  been  assumed  that  antepartum 
infection  of  the  fetus  depended  on  its  swallowing  or  aspirating  the 
infected  amniotic  fluid.  At  most,  Kronig  has  said,  blood-borne 
infections  to  the  fetus  are  limited  to  cases  in  which  the  mother  is 
suffering  from  septicemia,  as  in  typhoid  fever,  pneumonia,  tuberculo- 
sis or  cholera.  But  evidently  another  possibility  must  be  taken  into 
account,  namely  this:  If  the  amniotic  fluid  is  infected,  the  bacteria 
may  cross  the  amnion  and  invade  the  placental  vessels  which  cam- 
Wood  to  the  fetus.  Generally,  I  have  noted  an  intense  infection  of 
the  subamniotic  connective  tissue  and  have  demonstrated  strepto- 
cocci in  the  vessels  on  the  fetal  surface  of  the  placenta  and  also  in 
the  umbilical  vein. 

It  is  also  instructive  that  an  examination  of  the  placenta  for  bac- 
teria occasionally  serves  to  establish  the  cause  of  fetal  death.  Until 
this  examination  was  made,  the  death  of  one  infant  which  presented 
at  necropsy  a  general  peritonitis  was  attributed  to  imperfect  nursery 
hygiene.  Obviously,  that  explanation  was  excluded  by  the  demon- 
stration of  streptococci  in  the  placenta.  Again,  in  another  case  of 
placental  bacteremia,  the  clinical  diagnosis  was  hemophilia;  human 
blood  serum  was  administered  without  effect;  the  necropsy  added 
nothing  to  the  clinical  findings.  In  several  other  cases  the  cause 
of  the  death  of  the  fetus  was  not  established  clinically  nor  by  post- 
mortem ;  and  without  appropriate  study  of  the  placenta  the  diagnosis 
could  not  have  been  made. 

Placental  bacteremia  is  not  always  attended  by  the  death  of  the 
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fetus  or  the  newly  born  infant.  This  would  not  be  expected.  Bac- 
terial invasion  of  the  amnion  and  the  chorion  does  not  mean  that 
the  fetal  blood-vessels  will  necessarily  become  involved.  Further- 
more, the  period  of  time  elapsing  between  the  invasion  of  the  amnion 
and  the  birth  of  the  infant  may  be  too  short  for  the  organisms  to 
reach  the  blood-vessels  in  question. 

My  observations  are  not  sufficiently  extensive  to  justify  an  un- 
compromising estimate  of  the  part  placental  bacteremia  plays  in 
infant  mortality,  but  certainly  it  must  be  taken  seriously  into  ac- 
count. Probably,  it  explains  a  great  many  of  the  fetal  and  infant 
deaths  heretofore  impossible  of  explanation.  And,  in  view  of  these 
facts,  the  routine  study  of  the  placenta  for  the  purpose  of  demon- 
strating bacteria  should  be  undertaken  not  only  when  the  labor  is 
febrile  but  also  if  it  is  prolonged  after  the  membranes  rupture. 
It  is  not  alone  in  connection  with  intrapartum  fever  and  with 
syphilis,  but,  as  a  matter  of  routine,  the  placenta  should  be  subjected 
to  careful  examination,  especially  in  hospital  practice.  My  ex- 
perience has  been  that  at  least  one  of  four  or  five  placentae  presents 
something  out  of  the  ordinary;  and  this  frequency  of  unusual 
features  warrants  the  conscientious  study  of  the  organ  in  every 
instance.  Moreover,  important  facts  may  be  disclosed  where  they 
are  least  expected. 

The  examination  should  not  be  limited  to  the  gross  study  of  the 
organ  to  determine  its  weight,  dimensions,  and  complete  separation 
from  the  uterus.  Portions  should  be  selected  for  microscopic  study. 
The  correlation  of  the  laboratory  and  the  clinical  findings,  here 
as  elsewhere,  will  not  infrequently  work  out  for  the  benefit  of  the 
individual  patient,  but,  what  is  equally  important,  the  information 
gathered  in  this  way  will  supply  an  important  chapter  in  antenatal 
pathology.  It  will  lead  to  improvement  in  the  prescribed  hygiene 
for  pregnant  women  and  consequently  to  a  greater  saving  of  fetal 
life.  For  these  reasons  I  have  felt  justified  in  drawing  attention  to 
the  fact  that  bacterial  invasion  of  the  uterus  is  even  more  serious 
for  the  fetus  than  for  the  mother. 
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(With  one  illustration.) 

A  review  of  the  literature  of  cystocele  necessitates  a  review  in 
part  of  the  literature  of  prolapsus  uteri,  for  the  two  conditions  were 
not  always  differentiated.  In  McKay's(i)  excellent  "History  of 
Ancient  Gynecology,"  we  find,  from  the  Egyptians,  1550  B.C.,  to 
the  Arabian  School,  many  facts  recorded  as  to  the  treatment  of 
prolapsus  uteri.  The  Egyptians  used  fumigation  and  applied 
medicinal  substances  to  the  prolapsed  womb  until  it  was  possible  to 
replace  it.  Later  both  Hippocrates  and  Soranus  give  the  following 
full  details  for  the  treatment  of  prolapsus.  The  bowels  and  bladder 
were  first  emptied  and  the  patient  placed  on  her  back,  her  pelvis 
elevated,  and  the  prolapsed  parts  smeared  with  hot  oil.  Pressure 
was  then  applied,  an  endeavor  made  to  replace  the  prolapsed  organ, 
and  a  large  plug  of  wool  soaked  in  an  astringent  substance  was 
inserted  into  the  vagina.  The  patient  remained  at  rest  for  three 
days,  after  which  the  plug  was  changed. 

Hippocrates  and  Soranus  also  mention  succussion,  but  the  latter 
only  to  condemn  it.  The  patient  was  bandaged  to  a  ladder-like- 
frame-work  and  left  in  an  inverted  position  for  hours  at  a  time. 
Emmet(2)  refers  to  a  practitioner  who  in  the  middle  of  the  last 
century  claimed  excellent  results  from  a  method  similar  to  succus- 
sion. The  woman  was  swung  in  a  sling  from  a  beam  in  the  knee- 
chest  position.     This  position  was  maintained  for  ten  days  during 

*  Read  in  Abstract  at  Forty-third  Meeting  of  The  American  Gynecological 
Society,  May  16,  1918. 
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which  time  the  vagina  was  kept  filled  with  a  strong  decoction  of  oak 
bark  which  was  changed  every  day  by  means  of  a  syringe. 

Pessaries  similar  to  the  modern  tampon  were  used  by  the  ancients 
and  were  astringent,  tonic,  emmolient,  emmenagogue,  antihemor- 
rhagic,  etc.  However,  Hippocrates  and  Soranus  speak  of  the  use 
of  the  pomegranate.  The  fruit  was  soaked  in  vinegar  and  then 
introduced  into  the  vagina  thus  having  a  mechanical  as  well  as  an 
astringent  action.  From  the  Arabian  authors,  whose  works,  ac- 
cording to  McKay,  are  a  servile  copy  of  those  that  preceded  them, 
we  learn  that  Albucasius(3)  used  as  a  support  in  prolapsus  a  small 
sheep's  bladder  filled  with  air  or  some  other  substance. 

Hippocrates  recommends  in  some  cases  of  prolapsus,  incisions 
into  the  side  of  the  uterus  but  the  object  for  this  is  not  clearly  defined. 
Both  he  and  Soranus  refer  to  successful  vaginal  hysterectomies  for 
prolapsus,  in  which  either  the  uterus  could  not  be  replaced  or  it  had 
become  gangrenous.  The  technic  is  not  stated  but  it  is  presumed 
that  the  excision  was  done  with  the  cautery. 

Soranus  gives  us  an  abstract  of  his  view,  as  well  as  the  views  of 
those  who  preceded  him  of  the  etiology  of  prolapse.  It  was  due, 
the  ancients  believed,  to  the  stretching,  rupture,  or  relaxation  of  the 
muscles  and  membranes  that  normally  keep  the  womb  in  place. 
After  the  lapse  of  centuries  and  the  voluminous  literature  now 
available,  our  definition  of  the  etiology  cannot  be  more  concise  or 
undeba  table. 

The  treatment  of  prolapsus  in  early  modern  gynecology  was 
similar  to  that  of  the  ancients.  Tilt(4)  states  that  as  late  as  1821, 
it  was  the  custom,  in  England,  in  absence  of  fever  to  treat  uterine 
symptoms  by  port-wine,  tonics,  a  strengthening  plaster  to  the  back 
and  rest  on  the  sofa.  In  case  of  vaginal  discharges,  oak-bark  or 
alum  injections  were  given  or  the  patient  was  told  to  pass  a  sponge 
into  the  vagina,  soaked  in  a  strong  astringent  solution.  Emmet(5) 
says  that  before  the  opening  of  the  Woman's  Hospital,  in  1855,  good 
work  had  been  done  in  France,  Germany  and  Great  Britain  to 
advance  a  knowledge  of  the  diseases  of  women  and  particularly  in 
acquiring  a  greater  facility  of  diagnosis  relating  to  displacements  and 
new-growths.  But  no  steps  had  been  made  in  the  right  direction 
as  to  treatment.  As  an  illustration  of  the  knowledge  of  gynecology 
at  this  time  he  says  one  of  the  most  prominent  physicians  of  New 
York  thought  that  the  field  was  too  small  for  a  special  hospital  for 
women.  For  anyone,  he  thought,  could  apply  nitrate  of  silver 
through  the  cylindrical  speculum  to  an  ulceration  of  the  uterus;  an 
astringent  injection  was  all  that  was  needed  to  cure  a  leukorrhea ; 
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and  there  was  no  difficulty  in  introducing  a  physic  globe  pessary  for 
prolapsus.  A.  Martin(6)  of  Berlin,  in  a  paper  read,  in  1908,  before 
the  American  Gynecological  Society  said  that  fifty  years  ago,  the 
work  of  the  gynecologist  was  limited  to  medical  and  orthopedic 
applications  to  the  vulva  and  vagina  and  collum  uteri. 

However,  there  were  a  few  pioneers  who  had  made  a  study  of 
cystocele.  Colombat  De  L'iser(7)  tells  us  that  in  the  latter  part 
of  the  eighteenth  and  the  beginning  of  the  nineteenth  century  a  few 
authors  had  written  on  vaginal  cystocele  and  that  the  best  mono- 
graph among  these  was  published  in  1832  by  Rognetta.  This  author 
experimented  on  the  dead  subject  and  was  able  to  record  many  facts 
in  regard  to  the  mechanism,  symptoms,  diagnosis  and  treatment  of 
various  displacements  of  the  bladder  in  the  female. 

Boivin  and  Duges(8),  discussing  the  treatment  of  complications 
of  prolapsus,  cite  the  early  case  of  Rousset  in  which  he  applied  a 
ligature  and  cured  his  patient;  also  the  more  recent  case  of  Recamier 
and  Morjolin  in  which  by  means  of  a  double  ligature  they  success- 
fully removed  the  uterus  which  was  prolapsed  and  extensively 
affected  with  cancer;  and  the  case  of  Delpech  who,  because  of  the 
extensive  cauliflower  growth  of  the  cervix  and  vagina,  dissected  the 
anterior  wall  from  the  bladder  and  the  posterior  wall  from  the 
rectum  as  a  preliminary  step  in  hysterectomy. 

Except  as  stated,  the  early  operators  endeavored  to  cure  prolapsus 
by  causing  cicatricial  scar  tissue  in  the  vagina  by  cauterization  or 
denudation  with  or  without  suture.  Robert  Barnes(o)  cites  from 
Cooper's  Medical  Dictionary,  published  in  1821,  that  "the  late  Dr. 
Hamilton  formerly  suggested  the  propriety  of  endeavoring  to  relieve 
very  bad  and  confirmed  cases  of  prolapsus  uteri  by  exciting  adhesive 
inflammation  in  the  vagina,  so  as  to  bring  about  an  agglutination 
of  its  surfaces."  Because  of  the  difficulty  of  making  a  mucous 
tissue  undergo  such  a  change  Dr.  Hamilton  did  not  attempt  it. 
Courty(io)  says  this  has  been  attempted  by  excision  of  a  zone  of 
vaginal  mucosa  all  around  the  tumor  as  proposed  by  Gerardin,  by 
excision  of  a  piece  of  vagina  and  uterus  at  the  top  of  the  tumor  as 
performed  by  Mayer;  and  by  excision  of  several  fragments  around 
the  neck  of  the  tumor  as  done  by  Cruveilhier.  This  might  also  be 
accomplished  by  cauterization;  Cruveilhier  used  nitrate  of  silver, 
Langier  acid  nitrate  of  mercury,  Velpeau  the  actual  cautery  and 
Selnow  sulphuric  acid.  However,  cauterization  was  found  either 
insufficient  or  dangerous  and  was  never  used  for  complete  oblitera- 
tion of  the  vagina  as  suggested  by  Gerardin.  In  1838,  Jobert(n) 
reported  three  cases  in  which  he  had  applied  caustic  to  the  posterior 
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part  of  the  vagina  and  when  a  considerable  area  of  the  mucosa 
had  been  destroyed  the  edges  were  pared  and  brought  together  with 
straight  needles  and  twisted  sutures. 

Stricture  of  the  vagina  has  been  accomplished  by  Blasius(io) 
with  ligatures  applied  to  one  or  more  portions  of  the  vaginal  mucosa, 
as  to  a  pedicle  of  a  polypus;  by  Bellini(io)  with  his  wrinkled  suture 
which  is  equivalent  to  suture  after  excision;  and  by  Desgranges(io) 
and  Nelaton(io)  who  practised  "pincement, "  simple  or  with  the 
addition  of  caustics,  which  causes  gangrene  in  several  folds  of  the 
vaginal  mucosa  held  between  the  teeth  of  a  strong  "serra-fines. " 
As  late  as  1877  Gillette(i2)  reported,  to  the  New  York  Obstetrical 
Society,  a  procedure,  for  the  cure  of  cystocele  and  rectocele,  similar 
to  that  of  Blasius;  and  in  1892  Skene(i3)  reported  a  method,  for 
hernia  of  the  bladder,  by  making  a  tuck  in  the  anterior  vaginal  wall. 
Skene's  operation  differed  from  that  of  Blasius  and  Gillette  in  that 
he  first  bluntly  separated  the  bladder  from  the  vagina  and  was 
careful  to  prevent  his  sutures  from  strangling  the  tissues.  His 
dissection  was  accomplished  through  two  small  openings,  in  the  vag- 
ina, one  at  the  junction  of  urethra  and  bladder  and  the  other  at  the 
lowest  part  of  the  cystocele.  Through  these  openings  by  means  of  a 
probe  and  delicate  forceps,  the  tissues  were  separated  and  finally 
the  bladder  pushed  upward  while  introducing  his  sutures. 

Some  unusual  methods  of  curing  prolapse  and  cystocele  have 
been  suggested  or  attempted.  Chipendale(i4)  suggested  infecting 
the  vagina  with  the  gonococcus;  Truzzi(i5)  experimented  with  the 
use  of  decalcified  bone  transplanted  between  the  raw  surfaces  to  be 
approximated  by  suture;  Gersuny(i6)  injected  paramne  into  the  sub- 
mucosa;  and  Bumm(i7)  practised  transplanting  fascia  lata  to  fill  in 
the  loss  of  tissue  in  the  vesicovaginal  septum. 

As  we  have  cited  above,  Romaine  Gerardin(i8),  in  1823,  first 
suggested  operative  means  for  the  partial  or  total  occlusion  of  the 
vaginal  canal.  He  did  not  put  this  to  the  test,  for  in  1835  he  says 
his  desire  had  been  to  put  beyond  controversy  the  origin  of  the  opera- 
tion, and  to  preserve  for  French  Surgery  the  priority  of  its  conception, 
if  not  its  execution. 

In  1828,  Diffenbach(i9)  first  performed  colporrhaphy,  for  pro- 
lapsus, by  excising  an  oval  flap  on  either  side  of  the  anterior  wall, 
with  points  directed  toward  the  hymen.  He  closed  the  raw 
surfaces  with  five  sutures  which  were  removed  the  sixth  day. 

In  1831,  Heming(2o),  at  the  suggestion  of  Marshall  Hall(2o), 
operated  on  a  case  of  procidentia  with  marked  cystocele  and  rectocele 
in  which  the  cervix  extended  2  inches  beyond  the  vulva.     Hem- 


332  RAWLS:   CYSTOCELE 

[ng  made  two  parallel  incisions  from  the  os  uteri  along  the  course 
of  the  protruding  vagina  to  the  os  externum,  the  mucous  membrane 
between  these  two  incisions  was  then  removed,  leaving  a  denuded 
space  an  inch  and  a  half  in  breadth  and  extending  the  whole  length 
of  the  vagina.  A  suture  was  then  inserted  near  the  os  uteri  and  when 
tightened  the  cervix  was  obviously  pushed  upward.  Similar  sutures 
were  now  passed  at  short  intervals  until  the  denuded  area  was  en- 
tirely closed.  Heming  claimed  that  as  each  suture  was  tightened, 
the  os  uteri  moved  upward  and  was  thus  supported.  At  the  end  of 
four  or  five  weeks  the  denuded  parts  had  firmly  healed  and  a  short 
time  afterward  the  sutures  had  come  away.  On  examination  at  the 
end  of  two  years  the  uterus  and  bladder  were  found  to  be  supported. 
In  1832  Ireland(2i)  modified  the  operation  of  Hall  and  Heming 
by  making  incisions  to  the  side  of  the  cystocele  in  order  to  avoid 
any  possible  injury  to  the  bladder. 

In  1833,  Mende(2  2)  suggested  episiorrhaphy;  the  excision  and 
suture  of  the  three  inferior  quarters  of  the  vulva  and  in  the  same 
year  Fricke  performed  the  operation.  In  1837,  Malgaign  attempted 
by  operation,  to  cause  a  contraction  of  the  vulval  portion  of  the 
vagina — inferior  elytrorrhaphy — but  was  unsuccessful. 

In  1849,  Huguier(23)  demonstrated  the  occurrence  of  a  supra- 
vaginal elongation  of  the  cervix  which  previously  had  been  mistaken 
for  prolapsus  uteri  and  devised,  for  its  treatment,  his  conoid  amputa- 
tion. In  cases  complicated  by  cystocele  and  rectocele  he  also  de- 
vised an  operation  which  was  done  several  months  after  the  primary 
amputation.  For  cystocele  the  vaginal  wall  was  drawn  by  forceps 
downward  and  forward  and  at  the  base  of  the  fold  thus  formed, 
he  passed  long  pins  penetrating  the  cellular  tissue  below  the  bladder. 
Injury  to  this  organ  was  prevented  by  the  finger  passed  through  the 
urethra,  previously  dilated  by  prepared  sponge,  into  the  vesical 
cavity.  The  pins  were  arranged  in  form  of  a  cross,  wound  around 
with  a  thread,  thus  securing  a  pedicle  which  was  removed  by  the 
ecraseur. 

In  1853,  Baker  Brown(24)  reported  an  operation  which  con- 
sisted of  a  horse-shoe  shaped  denudation  at  the  lower  portion  of  the 
vulva  and  perineum.  The  two  denuded  sides  were  united  by  three 
deep  and  three  superficial  sutures.  This  operation  was  originated 
independently  by  Baker  Brown  although  Courty  gives  the  credit 
to  Stoltz  of  Strassburg.  In  cases  of  cystocele,  Baker  Brown  denuded 
a  short  quadrilateral  in  addition  on  each  side  of  the  labia  just  below 
the  external  opening  of  the  urethra.  Baker  Brown  further  states 
that  Savage  in  1855  adopted  his  method  and  discovered  in  the  lit- 
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erature  that  Geddins  of  America  had  preceded  them  with  a  similar 
operative  technic. 

In  1856  Sims(25)  performed  elytrorrhaphy  or  anterior  colpor- 
rhaphy  by  an  original  and  independently  devised  method,  as  up  to 
this  time,  the  operation  of  Baker  Brown  had  given  him  but  little 
success.  He  attempted  to  remove  by  means  of  a  clamp,  fashioned 
after  Ricord's  phymosis  clamp,  a  large  portion  of  the  base  of  the 
bladder  and  a  portion  of  the  anterior  vaginal  wall.  With  the 
patient  in  Sims's  position  he  hooked  up  the  anterior  wall  and  grasped 
the  base  of  the  mass  thus  elevated  with  the  special  forceps  which 
held  the  parts  firmly  embraced,  while  with  the  scissors  he  cut  under 
the  forceps  excising  a  very  thick  portion  of  the  anterior  wall,  2  J  9 
inches  broad  and  2%  long.  He  says  "  my  surprise  was  equalled  only 
to  my  delight,  when  I  found  that  I  had  not  succeeded  in  doing  what 
I  intended,  for  instead  of  excising  the  base  of  the  bladder  with  the 
anterior  wall  of  the  vagina  I  had,  by  the  tenaculum  simply  raised 
the  hypertrophied  vaginal  tissue  up  between  the  blades  of  the  for- 
ceps, luckily  separating  it  from  the  lining  membrane  of  the  bladder.'' 
The  lateral  edges  of  the  denuded  surfaces  were  then  brought  together 
longitudinally  by  seven  or  eight  silver  sutures  passed  transversely. 
The  patient  made  an  even  recovery  and  was  cured  as  late  as  nine 
years  after  the  operation.  The  good  result  in  this  case  led  Sims  to 
operate  on  others  afterward,  by  a  simple  oval  denudation  of  the 
vaginal  epithelium.  In  1858,  after  a  failure  by  this  method,  he 
devised  his  V-shaped  denudation,  which  when  sutured  left  a  pocket 
of  undenuded  mucosa  in  front  of  the  cervix.  In  1862  Emmet(26) 
discovered  cases  in  which  the  cervix  had  become  caught  in  this 
pocket  causing  retroversion  and  pain  and  he  denuded  a  bar  in  front 
of  the  cervix  making  the  V  a  triangle.  In  1862  Sims  failed  in  one  of 
his  operations  done  in  Paris  and  later  than  Emmet,  but  without 
knowledge  of  Emmet's  modification,  he  devised  his  trowel-shaped 
denudation. 

In  1869  Emmet  had  a  case  in  which  the  triangular  denudation 
failed  to  heal  except  at  the  base  and  to  his  surprise  the  uterus  re- 
mained in  place.  Therefore  he  devised  his  operation  for  proci- 
dentia which  consisted  in  a  denudation  of  two  points,  one  about 
half  an  inch  from  the  cervix  on  "either  side  and  a  little  behind  the 
line  of  its  anterior  lip,  likewise  a  surface,  in  front  of  the  uterus 
an  inch  long  and  half  an  inch  wide.  The  freshened  areas  were 
brought  together  in  front  of  the  uterus  by  silver  sutures,  and  the 
folds  in  the  midline  were  freshened  on  either  side  and  approximated 
with  silver  sutures.     Later  Emmet  used,  in  addition,  in  cases  with 
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excess  of  tissue  prolapsing  around  the  urethra  and  urethrocele, 
a  heart-shaped  denudation,  on  the  anterior  wall.  In  191 2  Bald- 
win (  27)  published  excellent  results  from  his  operation  for  procidentia 
and  cystocele  which  is  based  on  the  Emmet  operation. 

Emmet  first  recognized  the  importance  of  the  fascia  of  the  an- 
terior wall  of  the  vagina.  By  the  old  operation,  he  says,  the  tis- 
sues forming  the  folds  were  drawn  from  behind,  and  wrapped  around 
in  front  of  the  cervix,  while  the  chief  support  was  from  the  column 
formed  in  the  median  line  by  turning  in  the  redundant  tissue  below. 
By  the  method  I  have  adopted,  a  direct  lateral  support  is  gained 
from  the  pelvic  fascia,  giving  in  many  cases,  by  this  means  alone, 
a  sufficient  support  entirely  independent  of  the  column  to  be 
afterward  formed  from  the  tissues  turned  in  along  the  anterior  wall. 

Five  years  after  Emmet  had  put  the  operation  for  the  anterior 
wall  on  a  sound  anatomical  basis,  Simon  and  Hegar(28)  simul- 
taneously devised  for  prolapse  and  cystocele  an  operation  on  the 
posterior  wall.  They  reasoned  that  a  firm  cicatrix  in  the  mid- 
line of  the  posterior  wall  would  elevate  and  support  the  uterus  as 
well  as  the  anterior  wall  and  bladder.  Hegar  also  endeavored  to 
restore  the  natural  relation  of  the  parts  and  by  extending  the  cica- 
trix toward  the  cervix  hoped  to  prevent  inversion  of  the  vagina. 

In  1875,  Bischoff(29),  by  his  operation  attempted  to  cause  a  for- 
ward flexion  of  the  vagina  as  he  claimed  that  a  prolapsus  is  impos- 
sible when  the  angle  formed  by  the  vagina  and  uterus  is  acute. 
In  1883,  Pallen(3o)  of  New  York,  published  an  operation  devised 
in  1874  by  which  he  caused  a  forward  projection  of  an  everted  flap 
taken  from  either  side  of  the  vulva  and  ischiorectal  spaces,  which 
throws  the  new  posterior  vaginal  wall  up  on  the  vulva.  Among 
other  early  operations  on  the  posterior  vaginal  wall  for  prolapsus 
may  be  mentioned  those  of  Freund(3i),  Martin^),  Winkel(33), 
Fritsch(34)  and  Reamy(35). 

In  1877,  Le  Fort(36)  devised  median  colporrhaphy,  a  small  quad- 
rilateral surface  was  denuded  on  the  anterior  and  posterior  wall  of  the 
vagina.  These  denuded  surfaces,  brought  together  with  silver  su- 
tures, formed  a  narrow  septum  in  the  vagina.  Later  Neugebauer(37) 
and  Dubourg(38)  performed  a  similar  operation  but  the  latter 
substituted  a  transverse  for  the  longitudinal  septum.  In  1893 
Freund(39)  published  a  method  of  constricting  the  vagina  by  a  series 
of  fibrous  rings  resulting  from  the  introduction  of  a  series  of  wire  su- 
tures in  the  vaginal  wall  from  the  cervix  to  the  introitus.  Early  in 
the  present  century,  in  severe  cases  of  prolapsus,  Edebohls(4o)  and 
C.  Martin(4i)  advocated  extirpation  of  the  vagina  and  uterus  and 
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closure  of  the  raw  surfaces  of  the  latter.  And  as  late  as  191 1, 
Hartmann(42)  advised  a  method  similar  to  Le  Fort's  except  that 
his  denudation  extended  the  full  length  of  the  vagina. 

At  the  time  some  operators  were  advocating  operations  on  the 
posterior  wall,  others  were  devising  methods  for  the  anterior  wall. 
Among  these  may  be  mentioned  the  horn-shaped  denudation  of 
Reamy(43),  the  star-shaped  denudation  of  Fritsch(44)  who  followed 
Schroeder  in  cutting  away  a  triangular  part  of  the  cervix  to  obtain 
a  good  superior  angle,  and  the  use  of  the  clamp,  as  devised  by  Sims, 
by  Noegerrath(45),  Hegar(46)  and  Peaslee(47). 

In  the  first  half  century  of  modern  gynecology,  the  operative 
treatment  of  prolapsus  uteri  and  cystocele  was  by  denudation 
and  suture  of  the  anterior  wall,  of  the  vulva,  of  the  posterior  wall 
and  excision  of  the  cervix  or  a  combination  of  these  methods. 
While  Emmet  recognized  the  importance  of  the  fascia  of  the  ante- 
rior wall,  no  great  advance  in  the  operative  treatment  of  cystocele 
was  made  until  Hadra,  in  1887,  first  used  flap-splitting  and  eleva- 
tion of  the  bladder.  Byford(48)  tells  us  that  about  this  time  many 
gynecologists  especially  German  were  returning  to  the  original  ante- 
rior colporrhaphy  of  Sims  but  were  using  in  addition  to  superficial 
sutures  three  or  four  deep  or  buried  catgut  sutures.  Even  to-day, 
after  the  lapse  of  nearly  another  fifty  years  many  gynecologists 
are  using  for  cystocele  similar  methods. 

Hadra(55)  published  his  operation  in  1888  but  it  was  not  recog- 
nized or  adopted  at  once  by  gynecologists.  In  1890  Munde(49) 
published  the  method  of  Stoltz  which  consisted  in  an  oval  denudation 
of  a  large  portion  of  the  prolapsed  anterior  vaginal  wall  which  was 
closed  by  a  thick  silk  purse-string  suture.  In  1891,  Watkins(5o) 
stated  that  cystocele  was  due  to  a  laceration  of  the  anterior  wall 
most  often  found  on  the  left  side  and  reported  his  operation  of  uni- 
lateral or  bilateral  elytrorrhaphy.  He  referred  to  the  operation 
devised  by  Byford(48)  in  1887  consisting  in  two  narrow  strips  de- 
nuded from  the  urethral  fossae  diverging  as  they  extended  backward. 
If  there  was  much  redundancy,  a  transverse  strip  in  addition, 
was  denuded  under  the  neck  of  the  bladder  connecting  the  lateral 
strips.  Later  Fehlin(5i)  published  a  method  of  bilateral  elytror- 
rhaphy and  in  191 2  White(52)  devised  an  operation  similar  to 
that  of  Watkins.  White  claimed  that  cystocele  occurs  when  the 
anterior  wall  breaks  away  from  its  attachment  to  the  ischial  spines 
and  the  white  line  of  the  pelvic  fascia.  In  1894,  Dudley (53)  pub- 
lished his  operation  of  lateral  elytrorrhaphy.  Two  semicircular 
strips  were  denuded  on  the  lateral  wall  of  the  vagina,  close  to  the 
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uterus,  about  one-third  of  an  inch  wide  with  their  concavity  toward 
the  cervix.  Each  denuded  surface  was  closed  upon  itself  by  sutures 
and  thus  lifted  the  cervix  upward  and  backward.  Next  two  strips 
were  denuded  about  a  quarter  of  an  inch  wide  extending  from  the 
lower  end  of  each  suture  line  to  the  vaginal  outlet,  terminating  in  the 
lateral  sulci  of  the  vagina  on  either  side  of  the  urethra.  His  method 
of  suturing  these  denudations  caused  the  anterior  wall  to  slide  up- 
ward and  backward  on  the  posterior  vaginal  wall  and  fix  it  there. 
Later,  1903,  he  modified  this  operation  by  eliminating  the  long  nar- 
row lateral  denudations  and  substituted  for  them  a  removal  of  a 
portion  of  the  anterior  wall  with  separation  of  the  bladder.  In 
other  cases  he  used  instead  of  the  small  lateral  denudations  near  the 
uterus,  a  denudation  which  extended  from  either  side  around  in  front 
of  the  cervix,  thus  employing  the  principle  of  Emmet's  operation. 

In  1894,  Noble(54)  added  to  the  efficiency  of  anterior  colporrhaphy 
by  introducing  his  half-hitch  suture  for  approximating  the  inter- 
cellular tissue  and  preventing  anteroposterior  shortening  of  the  an- 
terior wall.  In  1901,  he  advised  excising  the  whole  thickness  of  the 
anterior  wall  and  in  1907,  he  further  advised  separating  the  bladder 
well  out  on  either  side  from  the  vagina  and  upward  from  the  uterus 
to  the  peritoneal  fold  and  fixing  it  permanently  on  a  higher  plane 
by  suturing  the  vagina  to  the  cervix. 

As  we  have  cited  above  Hadra(5s),  of  Texas,  in  1887,  was  the  first 
to  perform  flap-splitting  of  the  anterior  vaginal  wall  and  elevation 
of  the  bladder  for  cystocele,  this  was  suggested  to  him  by  Robenau's 
anteflexion  operation.  Hadra  made  two  parallel  incisions  on  the 
anterior  aspect  of  the  cervix  about  an  inch  and  a  half  apart  beginning 
at  the  lower  brim  of  the  cervix  and  carried  up  into  the  vaginal 
fornix  as  far  as  seemed  admissible.  These  longitudinal  incisions 
were  united  by  a  transverse  line  along  the  cervical  brim.  The 
vaginal  cover  was  lifted  with  the  finger  or  blunt  instrument  as  in 
the  operation  of  vaginal  hysterectomy,  a  director  at  the  same  time 
being  held  in  the  bladder  as  a  guide.  As  soon  as  traction  on  the 
flap  indicated  sufficient  looseness  of  the  vagina,  the  cervix  is  pulled 
down  with  a  tenaculum  and  while  the  index-finger  is  holding  up  and 
protecting  the  bladder  the  first  row  of  transverse  sutures  is  inserted, 
then  the  vagina  is  tacked  to  the  cervix  and  the  wound  closed.  Later 
Hadra  modified  this  operation  by  making  a  crescentic  incision, 
and  in  a  paper  published  in  1889  he  says,  in  regard  to  descent  of  the 
anterior  fornix  or,  if  more  of  the  wall  be  detached,  to  cystocele, 
"surgical  interference  has  not  been  based  on  sound  fundamental 
principles."     Exsection  of  the  vaginal  wall  is  practised  for  revulsive 
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effect  or  for  increasing  the  distance  from  the  cervix  to  the  vulva,  or 
for  pouching.  But,  from  all  that  was  said,  the  reattachment,  the 
restoration  of  normal  relations  between  vagina,  bladder  and  cervix 
is  what  we  ought  to  look' for. 

In  1888  Sanger(56)  suggested  an  operation  similar  to  Hadra's 
and  later  published  the  results  of  an  extended  experience  with  what 
he  calls  flap-splitting.  He  advocated  separation  of  the  bladder  from 
the  anterior  wall  and  approved  of  separating  the  bladder  from  the 
uterus.  He  mentions  Arx(57)  as  a  pioneer  in  a  similar  method  al- 
though Arx  says  Gersuny(58)  did  the  operation  independently  of 
him.  Gersuny,  after  flap  splitting,  elevated  the  prolapsed  bladder 
by  a  purse-string  suture  introduced  into  its  fascial  covering. 

Flap-splitting  and  elevation  of  the  bladder  was  naturally  followed 
by  vaginal  fixation,  performed  in  i8o2byMackenrodt(59)  andDuhrs- 
sen(6o)  and  first  reported  in  America,  in  1894,  by  Vineberg(6i). 
Duhrssen  gives  credit  to  Schucking(62)  for  the  suggestion  that 
vaginofixation  would  cure  prolapsus.  This  operation  was  followed 
in  turn  by  delivering  the  uterus  into  the  vagina  and  fixing  it  to  de- 
nuded surfaces  of  this  canal.  This  operation  was  first  done  in  1895 
by  Freund(63)  and  later  modified  by  Fritsch(64)  and  Wertheim(65). 
Thus  was  evolved  the  modern  operation  of  transposition  of  the 
uterus  and  bladder  first  performed  by  Watkins(66)  in  1898.  Similar 
methods  were  published  independently  in  1899  by  Stone(67), 
Wertheim(68)  and  Schauta(69).  The  first  named,  however,  used  in 
addition,  abdominal  section  and  made  a  further  separation  of  the 
bladder  with  suture  of  its  reflexure  to  a  scarified  surface  of  the  uterus 
near  its  fundus  and  in  addition  used  uterofixation  or  suspension. 

Other  methods  of  cystocele  operations  by  the  abdominal  route 
were  devised  as  early  as  1899.  At  this  time  H.  T.  Byford(7o) 
cut  down  on  the  inguinal  canals  thence  through  the  posterior  wall 
of  the  latter  into  the  parovesical  (postpubic)  cellular  tissue,  and 
stitched  this  tissue  and  the  vagina  at  either  side  of  the  urethra  to 
incision  in  the  wall  of  the  inguinal  canal.  In  addition  he  shortened 
the  round  ligaments  by  Alexander's  method.  From  this  time  until 
the  present,  a  number  of  abdominal  methods  for  cure  of  cystocele 
have  been  reported.  Among  these  operators  may  be  mentioned, 
Domoret(7i),  Laroyenne(72),  Tuffier(73),  Lawson(74),  Cheven- 
tona(55)>  Dickinson(76),Polk(77)  and  DuBose(78).  New  principles 
were  brought  forward  in  Polk's  and  also  in  Lawson's  operation. 
Polk,  after  separating  the  bladder  from  the  underlying  tissues, 
closed  by  sutures,  introduced  from  above,  the  rent  or  weak  point 
in  the  fascia  under  the  bladder.     Lawson  attempted  to  support  the 


;;:;s  rawls:  cystocele 

bladder  by  shortening  the  urachus  and  hypogastric  cords  by 
suturing  them  to  the  sheath  of  the  rectus.  However,  he  failed 
in  this  method  and  later  sutured  the  bladder  by  its  peritoneal 
covering  to  the  common  sheath  of  the  rectus. 

In  1898  Doleris(79)  used  an  anterior  precervical  colporrhaphy. 
His  denudation  was  triangular  with  the  base  corresponding  to  the 
angle  of  reflexion  of  the  vagina  on  the  cervix  and  measuring  5  to  6 
cm.  The  sides  have  the  same  length  and  the  summit  is  about  the 
middle  of  anterior  wall.  He  united  each  of  the  three  angles  by  two 
or  three  separate  stitches,  thus  making  a  star  of  three  branches  and 
the  center  closed  with  a  purse-string  suture. 

In  1902  Reynolds(8o)  described  his  excision  of  a  crescentic  flap, 
from  the  anterior  wall,  in  front  of  the  cervix.  This  was  so  sutured  as 
to  utilize  the  broad  ligament  and  the  firm  portions  of  the  anterior 
wall. 

In  1902  Hirst(8i)  devised  a  method  of  restoring  the  injured  muscle 
of  the  urogenital  trigonum  (compressor  urethras),  and  in  1905  in 
some  cases  in  which  the  cervix  was  amputated,  he  used  a  shield- 
shaped  denudation  with  its  base  at  the  cervix,  with  free  lateral  sepa- 
ration of  the  tissues.  Then  he  applied  his  sutures  so  as  to  restore 
the  muscle  and  further  closed  the  denudation  with  a  continuous 
suture. 

From  1902  to  1905  methods  were  devised  by  Delanglade(82), 
Groves(83)  and  Chaput(84)  of  flap-splitting  of  the  anterior  wall 
and  suture  of  the  levator  ani  as  a  support  to  the  bladder.  In  191 7, 
Ford(85)  published  a  method  of  suturing  the  levator  ani  in  prolapsus 
uteri,  but  by  a  slightly  different  technic. 

Goffe(86)  in  1902  by  the  vaginal  route,  freely  separated  the  bladder 
from  the  vaginal  sheath  and  fascia  well  out  on  either  side.  He 
then  shortened  the  round  ligaments  and  rotated  the  bladder  on  its 
transverse  diameter  and  stitched  it  by  a  median  suture  well  up  on  the 
uterus,  and  by  a  lateral  suture  on  either  side  to  the  broad  ligament. 
The  purpose  of  these  sutures  was  to  stretch  the  base  of  the  bladder 
taut  and  smooth  in  every  direction.  He  then  trimmed  the  fascia 
and  mucous  membrane  and  closed  by  sutures  the  incision  in  the 
anterior  wall.  Later  Goffe  applied  this  principle  of  bladder  suspen- 
sion after  vaginal  hysterectomy  utilizing  the  broad  ligaments 
brought  together  in  midline.  In  191 5,  C.  H.  Mayo(8y)  reported  a 
similar  method  after  hysterectomy. 

In  1903,  Alexandroff(88),  and  in  1905,  Tweedy(89),  made  a  dis- 
section of  the  anterior  wall  and  by  sutures  drew  the  broad  liga- 
ments from  each  side  and  attached  them  in  front  of  the  cervix.     In 
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1906  Dudley(c)o)  severed  the  broad  ligaments  from  the  uterus  for  a 
short  distance  on  either  side  and  attached  the  severed  ends  in  front 
of  the  cervix.  These  operations  pushed  the  cervix  toward  the 
sacrum  and  elevated  the  uterus  and  bladder.  In  191 1  Jellett(9i) 
accomplished  practically  the  same  thing  by  extraperitoneal  sever- 
ing the  uterosacral  ligaments  and  attaching  the  cut  ends  in  front 
of  the  cervix. 

As  we  are  now  nearing  the  last  decade  of  a  century  of  modern 
operations  for  prolapsus  and  the  operations  developed  at  this  time 
are  based  on  the  fascia  and  intercellular  tissue  as  the  important 
structures,  it  would  be  well  to  turn  our  attention  to  a  brief  review  of 
the  anatomy.  The  research  work  on  the  structures  of  the  female 
pelvis  and  their  relation  to  the  urogenital  organs  is  contained  in  a 
voluminous  literature  which  has  resulted  in  many  terms  and  func- 
tions being  assigned  to  the  same  tissues.  It  is  impossible  in  this 
paper  to  discuss  individual  conclusions  and  we  must  content  our- 
selves with  a  brief  statement  of  the  theories  now  recognized  for  the 
production  of  prolapsus  uteri  and  cystocele.     Halban  and  Tandler 

(92)  hold  that  the  muscle  is  the  important  structure,  whereas  Martin 

(93)  concludes  that  the  fascia  and  intercellular  tissue  are  the  im- 
portant structures.  There  is  a  third  theory  aptly  expressed  by 
Frank(94)  who  refers  to  the  "subperitoneal  connective  tissue" 
as  the  holding  apparatus  and  to  the  musculofascial  plate  or  pelvic 
diaphragm  as  the  supporting  apparatus. 

Text-books  on  anatomy  give  full  descriptions  of  the  tissues  of  the 
male  pelvis  with  descriptive  drawings  but  in  the  female  these  tissues 
are  mentioned  only  in  parenthesis  without  drawings.     Therefore 
in  many  text-books  of  gynecology  the  diagrammatic  drawings  show 
only  the  fascia  of  the  pelvic  diaphragm  and  fail  to  show  the  inter- 
cellular connective  tissue  or  visceral  layer  of  fascia  in  its  relation  to 
the  bladder,   urethra,  uterus,  rectum  and  vagina.     Much  of  our 
haziness  on  the  anatomy  and  importance  of  the  pelvic  fascia  will 
clear  up  if  we  accept  the  following  quoted  from  Piersol(95).     He  says 
that  confusion  has  existed  in  the  application  of  the  term  "white  line" 
since  it  has  been  made  to  include  both  the  arceus  tendineus  proper 
and  the  thickened  band  from  which  the  levator  ani  takes  its  origin 
(arceus  tendineus  m.  levatoris  ani).     These  two  bands  are,  however, 
quite  distinct,  especially  anteriorly,  as  a  careful  inspection  of  the 
subject  will  demonstrate,  and  it  seems  preferable  to  restrict  the  term 
"white  line"  to  that  from  which  the  levator  ani  arises,  naming  that 
at  which  the  fascia  endopelvina  begins  the  arceus  tendineus.     Fur- 
ther describing  the  arceus  tendineus,  he  says  it  is  attached  behind  to 
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the  spine  of  the  ischium  and  passes  in  front  upon  the  sides  of  the 
bladder,  and  is  continued  thence  to  the  anterior  pelvic  wall  to  be 
attached  on  either  side  of  the  symphysis  pubis,  a  little  above  us 
lower  border,  as  a  lateral  pubovesical  ligament. 

We  shall  also  quote  from  Cunningham(g6)  although  he  makes 
no  distinction  between  the  arceus  tendineus  and  the  "white  line" 
but  gives  a  more  detailed  description  of  the  secondary  lamellae 
associated  with  the  pelvic  viscera.  He  says  that  at  the  "white  li*\e" 
the  pelvic  fascia  is  separable  into  two  parts — a  parietal  portion  which 
forms  one  of  the  strata  of  the  walls  of  the  pelvis;  and  a  visceral  por- 
tion, the  upper  fascia  of  the  pelvic  diaphragm,  which  forms  part  of 
the  pelvic  floor,  and  lies  upon  the  muscular  diaphragm  which  sepa- 
rates the  pelvis  proper  from  the  perineum.  Further  he  says  if  the 
visceral  layer  is  traced  medially  it  splits  into  secondary  lamellae; 
the  vesical  passing  on  to  the  bladder  and  in  front  of  the  urethra  and 
vagina,  the  rectal  which  passes  behind  the  rectum,  and  the  recto- 
vaginal which  passes  between  rectum  and  vagina.  In  describing  the 
true  ligaments  of  the  bladder,  Cunningham  says  the  lateral  pubo- 
vesical are  merely  the  lateral  parts  of  the  vesical  lamella,  while  the 
anterior  or  median  pubovesical  are  thickenings  of  the  anterior 
lamella  one  on  each  side  of  the  median  plain. 

Martin  says  one  has  to  distinguish  fascia,  connective  tissue,  coats 
of  muscles  and  condensed  connective  tissue  resembling  fascia.  The 
latter  has  no  connection  with  the  musculature  and  it  is  a  tissue  pe- 
culiar to  the  female  pelvis.  He  follows  Waldeyer,  who  recognizes  a 
parietal  and  visceral  layer  of  pelvic  fascia  whose  line  of  junction  is 
the  arcus  tendineus  of  the  pelvic  fascia.  The  visceral  further  di- 
vides into  the  vesical,  vaginal  and  rectal  layers,  which  are  recognized 
as  differentiates  of  the  subperitoneal  pelvic  tissues.  Martin 
demonstrates  by  his  dissections  that  the  thickened  portions  of  the 
connective  tissue  of  the  pelvis  is  an  irregular  mesh-work  which  he 
names  retinaculum.  The  strands  of  this  mesh- work  unite  from  all 
sides  forming  an  almost  uniform  plate  around  the  uterus.  The  tissues 
composing  this  mesh-work  are  named  from  the  direction  in  which 
they  radiate  from  the  condensed  portion  around  the  uterus.  Pars 
media  are  those  which  run  in  a  lateral  direction;  pars  posterior  those 
which  run  around  the  rectum  and  pars  anterior  the  thinner  tissues 
which  run  to  the  lateral  walls  of  the  bladder. 

As  a  result  of  his  research  work,  Martin  published  in  191 1  and  19 12 
his  technic  for  cystocele  which  consisted  in  a  dissection  of  the  anet- 
rior  wall,  with  suturing  of  the  lateral  bundles  of  fascia  (anterior  crura 
of  the  retinaculum)  thus  forming  a  new  support  for  the  base  of  the 
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bladder.  He  states  that  Kreutzmann,  Sippel,  and  Violet  have  de- 
scribed a  similar  operation  but  do  not  prescribe  such  an  extensive  sep- 
aration of  the  bladder  and  vagina.  Further  he  gives  credit  to  Violet 
for  first  demonstrating  correctly  the  tissues  pertaining  to  cystocele 
operation  and  to  Amann  for  the  technic  of  dissection.  As  usual  with 
German  authors  no  credit  is  given  to  America  for  original  work.  In 
the  literature  we  find  that  in  iqoi  I .  S.  Stone(o7)  published  a  method 
for  cystocele  consisting  of  a  similar  dissection  of  the  anterior  wall. 
Stone  made  a  median  incision  through  the  whole  thickness  of  the 
vaginal  wall.  The  sides  of  the  incision  were  caught  with  forceps 
and  pulled  apart  until  the  white  cellular  tissue  showed  where  the 
separation  may  be  continued.  With  a  gauze  sponge  the  flaps  are 
rapidly  separated  from  the  bladder  as  far  on  each  side  as  may  be 
required.  After  excision  of  a  varying  amount  of  vaginal  tissue  from 
either  side,  interrupted  sutures  closed  the  incision.  He  also  states 
that  running  sutures  should  for  obvious  reasons  be  avoided.  He 
found  that  with  prolapse  of  sufficient  degree  to  allow  the  uterus 
to  reach  the  floor  of  the  pelvis  or  the  cervix  to  nearly  reach  the  intro- 
itus,  that  we  may  expect  excellent  results  from  this  operation  alone 
without  opening  the  abdomen  or  resorting  to  uterosuspension  or 
fixation.  Also  in  this  paper  he  shows  by  diagrammatic  drawings 
the  necessity  of  a  free  separation  of  the  bladder  to  prevent  the  in- 
folding which  follows  a  simple  denudation  and  suturing  of  the  ante- 
rior wall. 

In  1913  Lockyer(o8)  of  England  published  a  method  for  cystocele 
which  he  had  been  doing  for  years.  This  is  similar  in  many  respects 
to  that  of  Violet  except  that  he  approximates  the  fascia  under  the 
bladder  with  a  mattress  suture  which  causes  a  slight  buttress  in  the 
midline. 

In  191 7  Frank(94)  published  a  technic  for  cystocele  devised  in- 
dependently but  similar  in  many  respects  to  Martin,  but  in  addition 
he  attached  the  tissues  to  the  cervix. 

On  November  13,  191 7,  I  presented  before  the  New  York  Ob- 
stetrical Society(99)  a  preliminary  report  of  an  operation  for  cystocele. 
This  technic  has  been  published  in  detail  in  the  March,  19 18,  num- 
ber of  the  American  Journal  of  Obstetrics  and  will  be  given  here 
only  in  abstract.  The  technic  consists  in  a  vertical  incision  from  the 
external  urethral  orifice  to  the  cervix  through  all  tissues  until  the 
bladder  can  be  demonstrated  and  slightly  separated  on  either  side  by 
blunt  dissection  from  the  underlying  fascial  tissues.  Next  the  so- 
called  uterovesical  ligament  is  severed  in  midline  and  the  bladder  is 
further  separated  upward  to  the  peritoneal  reflexion  and  well  out- 
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ward  on  either  side  from  the  uterus  and  underlying  fascia.  When 
the  bladder  is  freely  mobilized  the  vaginal  mucous  membrane  is 
separated  partly  by  sharp  but  for  the  greater  part  by  blunt  dissection 
from  the  overlying  fascial  tissues.     This  blunt  dissection  is  carried 


Fig.  i. — Near  view  of  operative  site,  showing  dissection  of  tissue  layers  em- 
ployed in  the  procedure  of  overlapping  for  the  correction  of  cystocele. 

well  outward  on  either  side  even  to  the  arcus  tendineus  of  the  pel- 
vic fascia.  Thus  is  demonstrated  the  strongest  and  thickest  portion 
of  the  fascia  and  gives  two  fixed  points  from  which  to  estimate  the 
amount  of  overlapping  necessary  to  take  up  the  slack  in  the  fascial 
sling.     The  fascia  is  now  overlapped  by  transverse  mattress  suture's, 
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one  or  more  entering  the  uterus  at  about  the  level  of  the  internal  os. 
The  method  of  applying  these  sutures  draws  the  underlying  fascia 
smoothly  under  the  overlapping  fascia  and  prevents  anteroposterior 
shortening  of  the  anterior  wall.  The  edge  of  the  overlapped  fascia 
is  now  attached  to  the  underlying  fascia  by  interrupted  sutures. 
The  underlying  mucosa  is  but  slightly  if  at  all  excised  on  either  side 
and  the  incision  is  closed  by  interrupted  sutures.  A  vaginal  pack  is 
placed  to  prevent  any  dead  space  between  fascia  and  vaginal  mucosa. 

This  technic  was  worked  out  independently  by  me  and  I  was  un- 
aware that  Stone,  Martin  and  others  had  described  a  similar  dissec- 
tion of  the  anterior  wall.  However,  as  far  as  I  have  been  able  to 
find  in  the  literature,  the  overlapping  of  the  fascia  and  the  transverse 
mattress  suture  used  is  original  with  my  technic.  My  first  opera- 
tion was  performed  June  5,  191 7  and  therefore  it  is  too  early  to  re- 
port definite  results.  However,  in  the  seventeen  cases  operated  on 
by  this  method  I  have  always  succeeded  in  dissecting  out  a  satisfac- 
tory fascia-like  tissue  and  the  primary  cure  of  the  cystocele  has  been 
most  satisfactory. 

350  West  Eighty-eighth  Street.' 
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CANCER  OF  THE  CERVIX  COMPLICATING 
TRIPLET  PREGNANCY.* 

BY 
B.  P.  WATSON,  M.  D.,  CH.  B.,  F.  R.  C.  S.  E.,  F.  A.  C.  S., 

Toronto,  Ont. 
(With  one  illustration.) 

Cancer  of  the  cervix  and  pregnancy  are  by  no  means  common  as 
coincident  conditions.  It  is  difficult  to  arrive  at  definite  statistics 
regarding  them.  In  one  collected  series  of  54,833  labors,  cancer  of 
the  cervix  was  found  three  times,  giving  a  proportion  of  approxi- 
mately one  in  18,000.  In  another  series  collected  by  Sarwey,  the 
proportion  is  given  as  one  case  in  2000  pregnancies.  Zimmermann 
found  it  twice  in  3000  cases  in  the  Low  Maternity  of  the  Brooklyn 
Hospital.  Approaching  it  from  the  other  side  Glockner  found  that 
pregnancy  complicated  1.74  per  cent,  of  all  his  cases  of  cancer  and 
5.17  per  cent,  of  his  operable  cases.  My  own  experience  is  limited 
to  two  cases  occurring  in  my  obstetrical  and  gynecological  serv- 
ices at  the  Toronto  General  Hospital  during  the  past  four  years. 
During  that  time  there  have  been  a  total  of  101  cases  of  cancer  of 
the  cervix  and  3555  obstetrical  cases.  These  figures  correspond 
very  closely  to  the  majority  of  those  already  mentioned  in  the 
literature,  namely,  2  per  cent,  of  all  cases  of  cancer  and  one  in 
approximately  1800  cases  of  pregnancy.  It  must  therefore  be  re- 
garded as  a  condition  of  infrequent  occurrence  and  yet  one  which  we 
must  be  prepared  to  meet  from  time  to  time. 

The  case  I  more  particularly  wish  to  place  on  record  now  as  being, 
I  think,  quite  unique,  is  that  of  cancer  of  the  cervix  complicating  a 
triplet  pregnancy.     I  shall  also  give  the  history  of  the  other. 

Case  I. — Mrs.  S.,  aged  thirty,  para-v.  Admitted  to  Gynecolog- 
ical Service,  Toronto  General  Hospital,  May  5,  191 7. 

History. — There  was  nothing  in  her  past  obstetrical  history  worthy 
of  note.     She  had  had  five  full- term  labors  without  complication. 

*  Read  at  the  Forty- third  Annual  Meeting  of  the  American  Gynecological 
Society,  Philadelphia,  May  16-18,  1918. 
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Her  last  regular  menstrual  period  occurred  January  3,  191 7.  From 
then  until  the  first  week  of  March,  there  was  no  vaginal  discharge  of 
any  kind  but  from  that  time  until  her  admission  to  the  Hospital  she 
had  been  losing  blood  more  or  less  continuously.  The  flow  was  more 
marked  when  she  was  moving  about.  It  was  sometimes  bright  red, 
sometimes  dark  in  color.  She  often  passed  clots  and  for  the  month 
previous  to  admission  a  foul  purulent  discharge  had  been  present. 
She  had  noticed  the  abdomen  getting  larger  and  had  felt  fetal  move- 
ments for  two  weeks  prior  to  admission. 


Fig. 


1. — Uterus  with  cancer  of  cervix  removed  by  abdominal  hysterectmoy 
together  with  the  three  contained  fetuses  and  placentas. 


PHYSICAL    EXAMINATION. 


Appearance. — Pale,  thin  and  emaciated. 

Abdomen. — Uniformly  enlarged  from  pubes  to  2  inches  above 
the  umbilicus.     External  ballottement  easily  obtained. 

Pelvic- — No  urethral,  but  a  brownish  purulent  vaginal  discharge. 
Perineum  lax,  vaginal  walls  soft.  Cervix  large,  posterior  lip  smooth, 
anterior  lip  eroded,  surface  friable,  canal  slightly  patulous,  admitting 
the  finger.  Friable  tissue  could  be  felt  extending  up  the  anterior 
wall  of  the  cervical  canal.  It  bled  readily  on  examination.  Wasser- 
mann  test  negative. 

Diagnosis. — Cancer  of  the  cervix  complicating  pregnancy. 

The  case  appeared  to  be  quite  operable  so  it  was  determined  to 
attempt  complete  removal  by  the  Wertheim  method. 
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Operation. — May  n,  191 7.  Central  line  incision  from  umbilicus 
to  pubes.  On  opening  the  abdomen  the  uterus  was  found  to  be 
larger  than  had  been  expected,  very  soft  and  fluctuating.  We  had 
hoped  to  remove  the  uterus  without  opening  it  but  its  size  rendered 
this  difficult.  The  uterus  was  accordingly  opened  in  the  middle  line. 
On  rupturing  the  membranes  one  fetus  was  delivered,  then  another 
was  felt  and  delivered,  and  finally  a  third.  Fetuses  were  apparently 
about  the  fifth  month.  As  one  of  the  placentas  was  bulging  through 
the  opening,  all  the  placental  tissue  and  membranes  were  removed 
and  the  opening  in  the  uterus  closed  with  a  few  interrupted  sutures. 
The  Wertheim  operation  was  then  proceeded  with. 

The  ureters  were  very  easily  found  on  the  back  of  each  broad 
ligament.  They  were  readily  traced  forward.  Owing  to  the 
softening  and  opening  up  of  the  cellular  tissue  layers,  the  whole 
operation  was  much  easier  than  usual.  The  para-uterine  tissue  was 
divided  well  outside  the  ureters  and  a  large  cuff  of  vagina  was  freed 
and  cut  across  after  double  clamping  well  below  the  cervix.  A 
search  was  made  for  enlarged  glands  but  none  were  found. 

The  patient  made  a  rapid  and  uneventful  recovery  and  was  dis- 
charged six  weeks  after  operation. 


PATHOLOGICAL  REPORT. 

Uterus. — The  specimen  consists  of  the  uterus,  cervix,  and  cuff  of 
vagina  together  with  both  tubes  and  ovaries.  There  is  an  opening 
in  the  anterior  surface  of  the  uterus.  On  opening  up  the  cervical 
canal  an  ulcerated  area  was  seen  involving  the  whole  of  the  anterior 
surface  and  extending  up  the  canal  almost  to  the  internal  os. 

Microscopic  examination  of  this  shows  tissue  infiltrated  with 
epithelial  cells  of  the  columnar  type,  some  in  solid  columns,  others  in 
irregular  glandular  arrangement.  Many  of  the  cells  are  apparently 
active  and  the  appearance  is  typical  of  an  actively  growing  adeno- 
carcinoma. Examination  of  the  tissue  at  the  side  of  the  uterus 
including  the  uterine  vessels  and  their  sheaths,  shows  no  evidence  of 
carcinoma. 

Placenta. — There  are  three  placentas  each  with  cord  attached  to  a 
five  months  fetus.  Two  of  the  placentas  are  edge  to  edge.  The 
third  is  separated  widely  by  an  area  of  membrane.  Diagnosis.- — • 
Trinovular  triplets. 

Case  II. — Mrs.  K.,  aged  thirty- two,  para-v.  Admitted  to  Gyne- 
cological Service,  Toronto  General  Hospital,  September  21,  19 14. 

History. — There  was  nothing  of  note  in  previous  obstetrical  his- 
tory. Last  normal  menstrual  period  occurred  on  April  28th.  Next 
menstruation  began  on  May  25th,  but  bleeding  continued  for  there 
weeks  except  for  an  interval  of  three  days  early  in  June.  She  was 
then  free  from  discharge  until  about  the  middle  of  July,  when  she 
again  bled  for  three  days.  A  month  later  she  had  intermittent 
bleeding  for  two  weeks  and  in  the  second  week  of  September  she  had 
a  severe  hemorrhage  lasting  for  two  days.  Since  May  irrespective 
of  the  periods  of  bleeding  above  mentioned,  there  has  been  hemor. 
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rhage  during  intercourse  and  at  stool.     There  has  also  been  a  con- 
siderable amount  of   leukorrhea,  pinkish  white  in  color  and  not 
fetid. 
Appearance. — Well-developed  woman,  somewhat  anemic. 

Abdomen. — Uterus  can  be  felt  rising  to  within  an  inch  of  the 
umbilicus. 

Pelvic  Examination. — Perineum  firm.  Cervix  soft,  old  bilateral 
laceration  on  the  right  side  extending  into  a  scar  in  the  right  fornix, 
the  canal  not  patulous;  a  little  roughness  felt  just  at  the  edge  of  the 
right  side.  Uterus  enlarged  to  the  size  of  a  four  and  one-half 
months'  pregnancy. 

Patient  was  examined  under  anesthesia  two  days  later.  It  was 
then  found  that  on  the  right  side  of  the  cervix  within  the  external  os 
was  a  crater-like  excavation  with  hard  edges  and  friable  surface.  It 
bled  very  readily.  Some  small  pieces  of  tissue  were  curetted  from 
this  and  the  whole  surface  thoroughly  cauterized.  Examination 
of  the  tissue  showed  adenocarcinoma. 

Operation. — October  13,  1914.  An  incision  was  made  in  the 
middle  line  extending  from  pubes  to  the  umbilicus.  The  uterus 
together  with  both  tubes  and  ovaries,  broad  ligaments  and  a  long 
cuff  of  vagina  was  removed  by  the  Wertheim  method.  The  defini- 
tion of  the  ureters  and  separation  of  the  tissue  was  easy.  Two 
enlarged  hard  glands  were  removed  from  the  right  iliac  vessels. 

Patient  made  a  good  recovery  except  that  she  developed  some 
bronchitis.  She  was  discharged  four  weeks  after  operation  feeling 
well. 

Pathological  Report. — Specimen  consists  of  the  uterus  apparently 
about  five  months'  pregnant  together  with  both  tubes  and  ovaries, 
cellular  tissue  at  the  sides  and  a  large  cuff  of  vagina.  On  opening 
up  the  vagina  and  cervix  a  deep  crater  is  seen  excavating  the  front 
and  right  side  of  the  cervical  canal. 

Microscopic  examination  shows  extensive  adenocarcinoma. 

Examination  of  the  gland  removed  shows  the  presence  of  adeno- 
carcinoma. 

After  History.- — In  March,  1915,  patient  began  to  suffer  from  con- 
tinuous pain  in  the  back.  On  examination  nothing  abnormal  was 
detected.  She  gradually  began  to  get  weak  and  lose  her  appetite. 
Pain  in  the  back  got  worse.  On  July  18th,  in  my  absence  overseas, 
she  was  admitted  to  Surgical  Service,  Toronto  General  Hospital. 

An  irregular  mass  the  size  of  a  large  orange  could  be  felt  on  the 
right  side,  apparently  retroperitoneal  in  position  and  cystic  in  con- 
sistence. This  proved  to  be  a  hydronephrotic  right  kidney.  It 
was  removed  on  July  19th,  through  an  abdominal  incision.  The 
ureter  was  found  to  be  greatly  dilated.  Exploration  of  the  pelvis 
showed  a  hard  mass  on  the  right  side  of  the  pelvis  apparently  in- 
volving the  lower  part  of  the  ureter.  A  similar  mass  though  smaller 
could  be  felt  on  the  left  side. 

After  the  operation  the  patient  did  not  pass  any  urine  and  died 
two  days  later. 

Most  of  the  patients  in  the  recorded  cases  have  been  elderly 
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multiparas.  My  own  cases  do  not  conform  to  this  general  rule. 
One  was  aged  thirty  and  one  thirty-two. 

Judging  from  the  recorded  histories  it  would  appear  that  in  some 
cases  the  cancer  develops  after  the  beginning  of  the  pregnancy  and 
in  others  that  the  pregnancy  has  occurred  in  a  uterus,  the  cervix 
of  which  is  already  affected  by  the  disease.  The  two  cases  now 
recorded  illustrate  this.  In  one,  irregular  hemorrhage  began  prac- 
tically coincident  with  the  pregnancy.  In  the  other  this  symptom 
did  not  appear  until  the  patient  was  advanced  in  the  second  month. 
It  is  difficult  to  understand  how  a  pregnancy  could  occur  with  the 
cervix  in  an  ulcerated  condition  and  producing  foul  leukorrhea, 
yet  Pinard  records  a  case  of  repeated  pregnancy  after  the  develop- 
ment of  cancer  of  the  cervix.  That  is  most  exceptional,  for  one  of 
the  most  striking  features  in  the  clinical  course  of  those  cases  is  the 
rapidity  of  the  extension  of  the  local  cancerous  infiltration  and  the 
involvement  of  the  lymphatics.  The  rapidity  with  which  those 
patients  become  emaciated  and  go  down  hill  is  amazing.  Even  in 
extragenital  cancer  the  occurrence  of  pregnancy  accelerates  the 
disease.  In  both  of  my  cases  the  cancer  was  of  the  adenocarcino- 
matous  type,  commencing  within  the  cervical  canal.  Under  normal 
conditions  the  cervical  glands  undergo  considerable  hypertrophy 
during  pregnancy  and  the  connective  tissue  of  the  cervix  becomes 
congested  and  edematous.  It  is  therefore  easy  to  understand 
why  cancerous  growth  should  make  rapid  headway  under  these 
circumstances.  This  is  the  most  important  fact  to  take  into  con- 
sideration when  we  come  to  consider  the  treatment  of  those  cases. 
Until  recently  it  had  been  advocated  that  if  the  cancer  were  discov- 
ered when  the  child  in  utero  had  almost  reached  viable  age,  operation 
should  be  deferred  until  there  was  hope  of  obtaining  a  living  child. 
This  might  involve  delay  of  several  weeks  in  operation,  a  delay  which 
in  many  cases  might  be  fatal  as  regards  the  radical  extirpation  of 
the  disease.  It  should  therefore  be  the  rule  that  if  the  case  is  oper- 
able when  first  seen,  operation  should  be  undertaken  immediately, 
without  regard  to  the  period  of  pregnancy.  In  inoperable  cases 
one  might  be  justified  in  waiting  in  order  to  obtain  a  living  child,  but 
not  always. 

In  a  case  of  primary  cancer  of  the  vagina  involving  the  greater  part 
of  the  posterior  vaginal  wall  with  fixation  to  the  rectum  and  con- 
sidered inoperable,  detected  in  a  woman  four  months'  pregnant,  an 
attempt  was  made  to  carry  her  on  to  full  term.  The  disease  made 
such  rapid  progress  and  the  woman  was  going  down  hill  so  quickly 
that  we  felt  justified  in  advising  a  supravaginal  hysterectomy  at  the 
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sixth  month.  This  was  done,  the  uterus  being  removed  with  the 
ovum  intact.  She  made  a  good  recovery  from  the  operation  and 
during  the  next  few  months  actually  gained  in  weight  while  the 
local  extension  of  the  disease  was  very  materially  retarded.  She  died 
a  year  after  the  operation.  Before  hysterectomy  was  done  she 
looked  as  if  she  would  not  survive  more  than  a  few  weeks. 

The  induction  of  abortion  in  these  cases  is  practically  never  justi- 
fied even  in  inoperable  cases.  The  trauma  to  the  cervix  may  result 
in  severe,  sometimes  fatal,  hemorrhage,  and  the  dissemination  of  the 
cancerous  cells  resulting  from  it  may  prove  rapidly  fatal,  not  to  men- 
tion the  almost  certain  occurrence  of  septic  infection  of  the  uterus. 
If  a  radical  operation  cannot  be  performed  and  the  -termination  of 
the  pregnancy  seems  to  be  indicated,  the  best  method  would  appear 
to  be  the  performance  of  a  subtotal  hysterectomy  without  prelimi- 
nary opening  of  the  uterus. 

From  the  rapid  course  of  the  disease  we  would  expect  the  prog- 
nosis to  be  less  favorable  than  in  nonpregnant  cases.  Hense  found 
that  in  forty-one  patients  with  this  complication  thirty-one  died  of 
recurrence  and  ten,  or  24  per  cent,  survived  for  over  five  years. 
In  a  series  of  seventy-three  nonpregnant  patients,  50  per  cent,  sur- 
vived for  over  five  years.  My  cases  bear  this  out,  one  patient  died 
from  recurrence  within  nine  months  of  operation.  We  can  formulate 
no  conclusions  regarding  the  other  as  only  a  year  has  elapsed  since 
operation. 

112  College  Street. 
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THE  PATHOGENESIS  AND  FURTHER  GROWTH  OF 

CARdNOMA  OF  THE  UTERUS  IN  RELATION 

TO  CLINICAL  SYMPTOMS  AND 

EARLY  DIAGNOSIS.* 

BY 
I.  C.  RUBIN,  M.  D.,  F.  A.  C.  S., 

New  York.  N.  Y. 
(With  one  illustration.) 

The  aim  and  object  of  all  studies  of  the  cancer  problem  for  the 
present  at  least  is  to  establish  early  diagnosis.  Should  the  actual 
cause  of  carcinoma  ever  be  discovered  undoubtedly  a  simple  method 
of  cancer  diagnosis  would  soon  be  developed.  In  the  absence  of 
definite  knowledge  of  the  true  causative  agency,  we  must  content 
ourselves  with  assembling  all  the  facts  of  carcinoma  alike  in  the 
advanced  growth  as  in  the  early  stages,  in  order  that  we  may  detect 
it  at  its  ideal  operative  stage. 

One  thing  appears  to  be  firmly  established  in  cancer  science,  and 
that  is  that  in  its  earliest  stages,  carcinoma  is  limited  to  a  small 
epithelial  territory  and  its  further  growth  and  development  proceed 
from  this  original  site  to  contiguously  neighboring  areas  in  various 
directions;  that  some  lapse  of  time,  not  yet  measurable,  is  required 
before  it  invades  immediately  adjoining  tissue  in  the  same  organ. 
In  the  majority  of  instances,  after  a  further  interval  of  local  propaga- 
tion, it  sends  metastatic  deposits  to  near  remote  and  more  remote 
organs  and  tissues.  Very  rarely  there  occurs  a  fulminating  type  of 
cancer,  in  which  metastasis  to  remote  parts  takes  place  early  and  in 
which  the  blood  stream  transports  cancerous  deposits  in  an  over- 
whelming way,  not  unlike  the  flooding  of  the  organism  with  tubercles 
in  a  general  miliary  tuberculosis.  Death  in  this  exceptional  type 
growth  may  take  place  almost  as  rapidly  as  in  the  tubercular  in- 
fection. For  this  occurrence  we  assume  a  high  degree  of  invasive 
and  proliferative  activity  on  the  part  of  the  infection  or  a  low  resist- 
ance on  the  part  of  the  body  forces,  or  perhaps  of  both  these  factors. 

In  the  case  of  carcinoma  of  the  uterus  these  fundamental  facts 
hold  no  less  true  than  for  carcinoma  of  other  organs.  Our  knowl- 
edge of  carcinoma  of  the  uterus  has  been  enlarged  and  has  become 

*  Read  before  the  New  York  Obstetrical  Society,  May  14,  1918. 
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more  precise  since  radical  extirpation  of  the  uterus  and  its  adnexar  of 
the  relief  of  that  condition  has  been  practised.  Careful  anatomical 
and  pathological  study  of  such  specimens  has  yielded  a  great  many 
data  concerning  the  growth  in  its  advanced  form.  The  varieties  of 
carcinoma,   their  possible  point  of  origin   within  the  uterus,   the 


Fig.  i. — Diagram  illustrating  anatomical  sites  of  origin  and  mode  of  propaga- 
tion of  carcinoma  of  the  uterus.  I,  Area  circumscribing  external  os,  primary  seat 
of  carcinoma;  II.  area  circumscribing  internal  os,  primary  seat  of  carcinoma;  a, 
small  carcinoma  of  one  lip  of  cervix,  endophytic  tendency;  b,  small  carcinoma 
of  one  lip  of  cervix,  exophytic  tendency;  c,  small  carcinoma  of  cervix  at  internal 
os,rtendo-  and  exophytic  tendency;  d,  young  carcinoma  cervix,  tendency  to  spread 
along  surface  mucosa;  e,  young  carcinoma  of  body,  tendency  to  endophytic 
propagation;  /,  young  carcinoma  of  body,  tendency  to  exophytic  propagation; 
g,  young  carcinoma  grafted  upon  a  submucous  polyp  or  myoma  (so-called  car- 
cinomatous degeneration);  h,  young  carcinoma  of  vagina  at  formix  with  propa- 
gation downward;  i,  a  large  tumor  (endophytic  propagation)  developing  from 
j,  a  distant  nodule  in  cervix  parenchyma,  via  lymphatic  transportation  and 
developing  from  (*);  k,  carcinoma  developing  in  Gartner's  duct;  /,  large  nodule 
in  broad  ligament  (parametrial  involvement);  m,  implantation  metastasis  from 
neighboring  carcinoma  of  intestine  or  as  in  Krukenberg  tumors  from  carcinoma 
of  stomach;  In,  lumbar  lymph  node;  jl,  small  glands  in  broad  ligament. 

amount  of  involvement  of  the  anatomical  divisions  of  the  uterus, 
the  propagation  in  lymph  channels  or  blood,  parametrium  and 
lymph  nodes  have  been  clearly  described  and  defined.  The  prac- 
tical lesson  derived  from  this  study  for  the  surgeon  is  the  totality 
or  incompleteness  of  his  surgical  technic. 

The  point  of  greatest  value  to  the  pathologist  in  the  study  of 
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advanced  growths  is  the  contrast  pictures  seen  at  the  borderline  of 
the  cancerous  invasion.  For  at  the  outskirts  of  the  carcinoma  may 
be  seen  and  studied  on  the  one  hand  the  changes  induced  in  otherwise 
normal  epithelium  before  conversion  into  cancer  takes  place,  and  on 
the  other  hand  the  appearance  of  "fresh"  cancer,  the  so-called 
storm  troops  or  "shock-troops"  which  attack  the  healthy  tissue 
bordering  upon  it.  The  cancer  at  this  point  has  the  characteristics 
of  the  primary  focus  and  here  it  may  best  be  studied. 

While  in  general  carcinoma  replaces  normal  epithelium  as  well 
as  other  structures  dissimilar  in  embryonic  derivation,  which  tissues 
it  first  destroys,  it  is  not  unlikely  that  a  secondary  conversion  into 
cancer  of  epithelium  neighboring  upon  the  original  cancer  focus  can 
take  place.  A  third  possibility  is  the  simultaneous  plurifocal 
origin  of  carcinoma  within  the  same  uterus  and  induced  by  the  iden- 
tical agency.  In  the  latter  instance  more  or  less  complete  con- 
fluence then  takes  place  converting  the  newgrowths  into  one  mass. 
In  some  instances  the  isolation  of  foci  is  maintained  for  a  long  time. 

In  such  case  the  type  of  carcinoma  may  be  identical  or  it  may 
vary.  It  may  be  adenocarcinoma  in  the  corpus  and  solid  carcinoma 
in  the  cervix,  and  vice  versa  (more  rarely).  The  simultaneous  occur- 
rence of  these  two  types  of  carcinoma  in  one  uterus  is  not  so  rare  as 
has  been  supposed.  Thus,  the  primary  adenocarcinoma  may  be- 
come secondarily  solid  by  a  complete  filling  out  of  the  lumen  of  the 
glands  with  the  resulting  formation  of  solid  alveoli,  while  the  solid 
carcinoma  can  invade  the  gland  epithelium  and  for  a  while  appear 
to  incompletely  fill  their  lumen.  In  this  process  one  must  distinguish 
the  central  necrosis  that  takes  place  in  the  solid  alveoli  of  the  squa- 
mous-cell  cancer.  To  speak  of  a  combination  of  the  two  types  of 
carcinoma,  originally  arising  as  independent  types,  one  must  be 
certain  of  their  complete  isolation. 

Early  stage  pictures  have  been  seen  in  instances  where  routine 
pathological  examination  of  gynecological  material  is  carried  out. 
Thus  in  an  unsuspected  uterus  removed,  let  us  say,  for  prolapse, 
histological  study  may  reveal  a  young  carcinoma.  Reports  of  such 
early  carcinomata  have  been  not  infrequent  in  the  literature  of  the 
last  ten  years. 

But  perhaps  the  most  practical  method  of  bringing  to  light  early 
cases  of  carcinoma  of  the  uterus  is  by  diagnostic  curettage  and  diag- 
nostic excision  of  portions  of  the  cervix.  The  more  frequently  these 
are  made  use  of,  the  more  frequent  will  be  the  reward  of  early  diagno- 
sis. Unfortunately  the  majority  of  surgeons  do  not  make  use  of  this 
diagnostic  help  as  frequently  as  they  might.     Where  this  is  practised 
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almost  as  a  routine,  a  great  many  cases  of  carcinoma  are  detected 
which  would  otherwise  escape  surgical  treatment. 

Thus  Schottlaender  reports  that  among  622  curettages  exclusive  of 
those  done  for  incomplete  abortion  and  excochleations  for  undoubted 
carcinoma,  there  were  sixty-four  diagnostic  curettages  for  suspected 
carcinoma.  Of  these,  twenty-nine  were  positive  for  carcinoma  and 
thirty-five  were  negative.  From  the  same  laboratory  106  diagnostic 
excisions  resulted  in  forty-nine  correct  diagnoses,  i.e.,  positive  find- 
ings, and  fifty-seven  negative  findings.  In  this  latter  series  ampu- 
tated cervices  and  portions  excised,  as  in  Emmet's  trachelorrhaphy, 
were  not  included.  In  twenty-eight  instances  the  correctness  of 
the  microscopic  diagnosis  was  verified  by  examination  of  the  ex- 
tirpated uterus.  In  no  instance  did  the  diagnostic  microscopy  err, 
as  a  number  of  uteri  removed  for  other  associated  conditions  in  which 
the  diagnostic  curettage  was  negative  for  carcinoma  also  failed  to 
show  carcinoma  in  the  extirpated  organ.  While  these  figures  rep- 
resent a  large  material  as  may  be  expected  in  a  clinic  as  large  as 
Wertheim's  or  Von  Rosthorn's  where  cancer  material  is  centralized, 
the  procedure  practised  in  smaller  clinics  or  gynecological  wards 
may  yield  proportionately  favorable  results.  In  one  of  the  above- 
mentioned  cases  of  positive  carcinoma  of  the  cervix  as  revealed  by  the 
curettage,  the  vaginal  portion  was  absolutely  intact.  This  is  important 
when  we  reflect  how  we  hesitate  to  do  a  diagnostic  curettage  when 
there  is  no  external  evidence.  In  the  matter  of  cancer  diagnosis, 
we  should  rely  less  upon  our  clinical  experience  and  more  upon  histo- 
logic examination  of  routine  curetments  in  every  case  where  suspicion 
of  carcinoma  can  possibly  enter  into  the  clinical  consideration.  In 
this  one  disease  we  should  resort  to  every  means  of  diagnosis,  even 
if  in  the  majority  of  instances  the  pathological  report  should  prove 
negative.  For  the  one  positive  finding  would  repay  all  the  trouble 
and  effort  expended  in  the  negative  cases.  As  Boldt  has  well  put  it, 
"we  should  strive  to  exclude  carcinoma  in  our  gynecological  exami- 
nation as  the  internist  aims  at  excluding  tuberculosis  in  his  pulmo- 
nary  examination/' 

It  is  obvious  that  this  mental  discipline  need  not  be  exercised  in 
the  case  of  young  persons,  but  in  women  of  thirty-five  and  upward 
particularly  where  irregular  hemorrhage  exists,  where  there  is  en- 
largement of  the  cervix  or  uterus  or  both,  or  ulcerations  of  the  cervix 
are  present,  one  must  bear  carcinoma  in  mind  and  take  the  nec- 
essary steps  to  exclude  it  or  to  establish  the  diagnosis. 

Yet  carcinoma  of  the  uterus  is  by  no  means  so  infrequent  in  com- 
paratively young  women.     In  about  15  per  cent,  of  the  cases,  car- 
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cinoma  occurs  in  patients  between  the  ages  of  thirty-one  and  forty. 
Under  thirty  years  of  age,  carcinoma  occurs  in  about  3  per  cent,  of 
the  cases.  While  this  relatively  small  percentage  may  be  negligible 
in  other  diseases  in  which  the  incidence  of  recovery  may  be  high,  in 
the  case  of  carcinoma  the  smallest  percentage  must  be  seriously 
considered  since  the  prognosis  is  so  grave.  Therefore  it  is  not  far 
fetched  to  think  of  it  in  almost  every  case  where  it  can  reasonably 
enter  into  the  differential  diagnosis. 

While  we  are  dealing  with  the  importance  of  diagnostic  curettage, 
it  is  well  to  mention  a  useful  suggestion  of  Schottlaender's  in  relation 
to  the  manner  of  the  curettage.  He  calls  attention  to  the  common 
practice  of  cureting  the  cavity  of  the  body  of  the  uterus,  neglecting 
in  most  cases  to  "scrape"  the  cervical  mucosa.  Whereas  cervix 
carcinoma  is  at  least  ten  times  more  frequent  than  corpus  carcinoma, 
search  for  it  in  the  cervix  is  obviously  so  much  more  important. 
This  fact  has  special  value  in  the  association  of  carcinoma  and  fibro- 
myomata.  At  least  in  2  per  cent,  of  cases  of  fibromyomata 
(in  Schottlaender's  600  cases  it  was  found  12  times  by  routine 
laboratory  examination),  cancer  of  the  cervix  is  to  be  found.  The 
common  practice  of  leaving  the  cervix  results  in  some  cases  in 
the  persistent  growth  of  the  cancer  residual  in  the  cervical  stump. 
A  preliminary  diagnostic  curettage  of  the  cervix  would  lead  to 
timely  detection  and  make  the  indication  for  total  hysterectomy 
instead  of  supravaginal  hysterectomy. 

Of  great  practical  importance  is  the  question:  What  constitutes 
an  early  case?  One  thing  is  apparent,  that  is,  that  the  duration  of 
symptoms  varies  so  considerably  in  patients  who  submit  for  the  first 
time  to  examination  for  the  relief  of  symptoms,  that  little  can  be  in- 
ferred from  them  as  to  the  actual  duration  of  the  disease.  Of  nine- 
teen cases  of  adenocarcinoma  studied  by  Schottlaender,  the  duration 
of  symptoms  varied  between  one  month  to  one  or  two  years.  There 
was  no  special  period  in  which  any  predominance  could  be  noted. 
The  cases  coming  after  a  year's  symptoms,  were,  if  anything,  a  little 
more  common.  Of  eighty-five  cases  of  solid  carcinoma  of  the  uterus 
from  the  same  laboratory,  the  symptoms  were  noted  from  three  to 
four  weeks  to  one,  two,  three  and  four  years.  There  was  some  pre- 
dominance of  the  cases  with  symptoms  at  three  months,  five  and  six 
months  (altogether  thirty-two  cases  at  these  three  periods),  while 
the  rest  of  the  cases  are  distributed  with  but  slight  variation  in  the 
same  numbers  for  the  various  periods  of  time  between  one  month 
and  three  to  four  years. 

Contrasted  with  the  duration  of  the  symptoms,  the  size  and  ex- 
tension of  the  growth  should  prove  of  interest  in  the  connection  of 
early  symptoms  and  size  of  growth.  If  the  tumors  are  classified 
as  large,  moderate  sized,  small  and  smallest,  they  would  be  in  the 


358  RUBIN:   CARCINOMA    OF    THE    UTERUS 

proportion  of  sixty-three,  thirty-five,  fifteen  and  five  of  a  total  of 
118  cases.  Of  the  sixty- three  large  cases  accurate  data  were  avail- 
able in  only  fifty-one  cases,  in  the  second  group  in  only  twenty-six, 
in  the  third  group  only  twelve,  and  of  the  fourth  group  in  only  two 
cases.  Scbottlaender  further  classifies  these  cases  according  to  the 
type  of  growth.  Thus  of  the  first  group  of  large  tumors  there  were 
seven  adenocarcinoma  and  forty-four  solid;  in  the  second  group,  two 
adenocarcinoma  and  twenty-four  solid;  in  the  third  group  one  adeno- 
carcinoma and  eleven  solid;  and  in  the  fourth  group  two  solid 
carcinoma. 

In  the  adenocarcinoma  of  the  first  large  group  (seven  cases)  the  dis- 
ease lasted  from  less  than  one  month  to  a  year  and  over.  No  case 
occurred  between  one  and  three  months,  and  no  case  occurred  be- 
tween the  sixth  and  eleventh  month. 

In  the  solid  tumors  of  the  first  large  group  (forty-four  cases)  there 
was  one  case  with  symptoms  of  less  than  a  month  up  to  a  year. 
Thirty  of  these  cases  gave  symptoms  between  one  and  six  months, 
while  the  rest  (thirteen  cases)  between  the  sixth  to  the  twelfth  month. 
Four  cases  were  accompanied  by  symptoms  of  over  a  year's  duration. 
It  is  noteworthy  that  four  out  of  this  group  were  women  between  the 
ages  of  thirty  and  thirty-five. 

In  the  second  group  there  were  only  two  cases  of  adenocarcinoma; 
each  lasted  nine  to  ten  months  with  symptoms  before  discovered 
and  operated.  Of  the  twenty-four  cases  of  solid  carcinoma  of  this 
group,  the  majority,  nineteen,  had  reached  the  moderately  large 
size  when  symptoms  had  lasted  from  one  to  six  months. 

Of  the  twelve  small  tumors  there  was  one  adenocarcinoma  with 
symptoms  under  a  month  and  occurred  in  a  young  woman  of  thirty- 
three.  Of  the  eleven  solid  tumors  of  this  group  of  small  tumors, 
symptoms  varied  from  under  a  month  to  a  year  or  with  an  almost 
uniform  distribution  in  the  number  of  cases  for  each  monthly 
period. 

In  the  last  group  there  were  two  cases  of  solid  tumor  of  the 
smallest  size.  The  one  had  symptoms  from  one  to  two  months,  the 
other  from  nine  to  ten  months. 

The  size  of  the  tumors  is  therefore  independent  of  the  duration 
of  the  disease  and  of  the  age  of  the  patient.  Frequently  a  large 
tumor  will  occur  in  the  shortest  period  of  time,  while  conversely, 
a  tumor  may  still  have  the  smallest  size  in  spite  of  a  long  duration 
of  the  disease.  In  other  words,  a  tumor  may  be  present  for  a  long 
interval  and  yet  remain  symptomless,  and  only  manifest  clinical 
signs  when  it  has  attained  a  large  size.  Occasionally  general 
cachexia  is  the  first  evidence  of  a  malignant  growth. 

These  figures  are  taken  from  the  series  of  Schottlasnder  and 
Kermauner,  perhaps  the  most  carefully  studied  and  analyzed  case 
reports  of  uterine  cancer  in  medical  literature. 
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THE    SCOPE   AND    LIMITS  OF  POPULAR  EDUCATION  IN  THE  QUESTION 
OF    UTERINE   CANCER. 

Ten  years  had  elapsed  between  Winter's  energetic  campaign  of 
popular  education  and  propaganda  among  midwives  and  physi- 
cians with  a  view  to  improve  cancer  operability,  and  to  lessen  can- 
cer mortality.  The  brilliant  results  hoped  for  from  this  movement 
have  not  materialized.  For  the  general  operability  in  the  hands 
of  the  most  experienced  and  most  daring  operator  has  not  exceeded 
75  per  cent,  and  the  permanent  curability  has  not  advanced  beyond 
1 8  per  cent,  to  25  per  cent.  This  is  the  best  record  abroad  where 
cancer  facts  have  been  popularized  through  intensive  journalistic 
efforts  year  after  year.  In  New  York,  H.  C.  Taylor  found  that 
practically  only  one  patient  out  of  twenty  dying  from  cancer  of 
the  uterus,  has  had  an  operative  chance  for  cure  or  treatment. 
Perhaps  too  sanguine  were  the  hopes  reposed  in  such  popular 
educational  movement  in  respect  to  cancer.  Schottlaender  points 
out  that  women  who  are  well  informed  about  cancer  symptoms,  are 
no  better  off  in  the  end  than  their  ignorant  sisters  who  may  know 
nothing  of  cancer,  or  who  have  but  vague  notions.  For  they  come 
to  operation  as  late  as  if  they  had  no  knowledge  of  the  importance 
of  suspicious  symptoms.  False  hope  on  the  one  hand  that  the  ad- 
vertised symptoms  may  not  betoken  cancer  in  their  particular  case, 
the  search  in  other  instances  after  other  than  legitimate  remedies  for 
the  cure  of  the  condition  and,  finally  fear  of  the  only  effective  cure, 
viz.,  surgical  intervention,  are  factors  which  lessen  their  chances 
of  cure  to  the  same  degree  perhaps,  as  if  they  knew  nothing  about 
cancer. 

The  value  of  all  such  propaganda  will  probably  remain  very 
limited.  I  agree  with  those  who  believe  that  perhaps  too  much  stress 
was  laid  upon  the  horrors  and  the  ravages  and  the  hopelessness  of 
cancer.  From  a  purely  psychological  point  of  view,  it  would  be  well 
and  more  productive  of  practical  results  simply  to  emphasize  the 
absolute  curability  of  the  disease  by  early  operation. 

Anything  short  of  prophylactic  routine  gynecologic  examination 
of  all  women  of  cancer  age  will  fail  materially  to  improve  mortality 
statistics.  Such  disciplinary  examination  is  less  feasible,  however, 
than  that  a  serobiological  test  for  cancer  will  be  evolved.  Hence 
it  devolves  upon  us  to  pursue  such  methods  of  examination  and  to 
take  advantage  of  every  clinical  examination  either  to  establish 
or  exclude  carcinoma  in  every  instance  where  women  consult  us 
for  other  complaints.     When  all  the  cardinal  symptoms,  viz.,  vaginal 
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discharge,  bleeding  and  pain,  are  present,  the  condition  has  in  all 
probability  passed  beyond  the  operable  stage. 

True  early  symptoms  which  should  be  manifest  before  disin- 
tegration of  the  tumor  begins  are  unknown.  The  endophytic 
carcinoma  may  remain  a  long  while  without  causing  symptoms;  there 
are  cases  which  have  reached  the  inoperable  stage  before  alarming 
symptoms  are  evident,  while  relatively  small  growths  may  be  ex- 
traordinarily malignant  and  lead  to  early  recurrences. 

It  will  thus  be  seen  that  other  means  than  clinical  symptoms  must 
be  devised  for  the  detection  of  early  cases. 

The  responsibility  for  early  diagnosis  in  the  last  analysis  rests 
with  the  medical  profession  and  more  particularly  with  specialists 
in  gynecology.  This  is  no  less  true  to-day  than  it  was  twenty-five 
vears  ago  when  J.  Knowsley  Thornton  first  placed  this  responsibility 
in  the  hands  of  general  practitioners.  Eternal  vigilance  on  our 
part  for  early  cases  will  lead  to  better  mortality  statistics.  In  this 
our  knowledge  of  the  pathology  of  carcinoma  will  play  no  small  part. 
Cullen  sought  by  his  monumental  publication  in  1900  to  bring  the 
importance  of  the  subject  of  cancer  of  the  uterus  to  the  attention  of 
the  profession.  The  value  of  his  contribution  to  the  literature  on 
uterine  cancer  can  scarcely  be  overestimated,  for  his  was  the  most 
extensive,  painstaking  and  original  work  on  carcinoma  of  the  uterus 
that  had  so  far  appeared  in  English  or  foreign  medical  literature. 

Twelve  years  later  Schottlasnder  and  Kermauner  published  their 
classic  volume  on  "Carcinoma  of  the  Uterus."  In  this  publication 
the  authors  were  able  to  present  detailed  reports  of  135  cases  which 
were  treated  by  the  radical  operation  as  perfected  since  1900.  The 
present  paper  is  based  chiefly  upon  the  study  of  the  material  of  the 
Schottlaender  laboratory  and  partly  on  cases  which  I  had  the  privi- 
lege of  studying  and  publishing  from  the  same  laboratory'in  1900  and 
since  then  in  this  country.  In  this  connection  I  want  to  take  the 
opportunity  of  acknowledging  my  indebtedness  to  Dr.  Joseph 
Brettauer,  for  interesting  me  in  the  pathology  of  this  subject  and  for 
access  through  his  kind  introduction  to  the  Von  Rosthorn  and 
Wertheim  clinic  and  laboratory. 

PATHOLOGY. 

i.  Anatomically  the  carcinoma  may  have  as  its  starting  point 
(a)  the  vaginal  portion  of  the  cervix,  (b)  the  cervix  proper,  (c)  the 
body  and  fundus  uteri,  (d)  of  the  vagina.  (This  is  necessarily  in- 
cluded because  a  sharp  differentiation  between  carcinoma  of   the 
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vagina,  vaginal  portion  and  cervix  is  not  always  present;  as  a  rule 
one  meets  with  a  combination  of  the  three,  and  the  growth  may  even 
involve  the  body  and  encroach  upon  the  fundus.  As  a  distinguish- 
ing feature  we  assume  that  where  more  parenchyma  and  more  of 
the  parametrium  are  involved,  the  corresponding  level  is  probably 
the  origin  of  the  carcinoma,  but  this  is  not  necessarily  the  case.) 
(e)  A  uterine  polyp  or  myoma  (so-called  carcinomatous  degenera- 
tion), (/)  Gartners  duct. 

2.  There  are  two  types  of  carcinoma  in  the  uterus  divided 
according  to  morphological  cell  characteristics: 

(i)  Solid  (squamous-cell  or  pavement-cell)  carcinoma. 

(2)  Adeno  (gland  resembling)  carcinoma;  this  may  become  and 
frequently  does  become  secondarily  solid.  They  arise  either 
from  the  squamous-cell  or  the  glandular  epithelium  of  the  mucous 
lining  of  the  uterus — that  arising  from  the  glandular  epithelium 
need  not  necessarily  be  of  the  adeno-carcinoma,  although  as  a  rule 
it  is  of  this  type. 

3.  Further,  either  of  these  types  may  be  medullary  or  scirrhus, 
depending  upon  the  preponderance  of  the  epithelial  or  the  connective 
tissue  elements.  The  same  tumor  may  in  different  parts  show  the 
characteristics  of  scirrhus  and  medullary  type.  The  still  further 
distinction  is  made  as  to  whether  the  epithelial  cells  are  unripe,  i.e., 
undifferentiated,  the  intermediary,  and  the  ripe  or  typical  squamous- 
cell  carcinoma,  also  whether  the  alveoli  are  large,  small,  mixed,  etc. 

Of  special  clinical  importance  is  the  manner  in  which  the  carci- 
noma actually  spreads  and  propagates  within  the  uterus. 

4.  Carcinoma  tends  to  propagate  in  one  of  two  directions :  (a)  The 
endophytic,  toward  the  parenchyma,  hence  infiltrating  most  common, 
114  out  of  120  cases,  (b)  The  exophytic,  toward  the  uterine  cavity 
or  the  vaginal  lumen,  rather  infrequent,  6  out  of  120  cases.  This 
more  favorable  type  of  growth  occurs  in  polypoid,  circumscribed, 
or  more  diffuse  growth,  but  its  tendency  is  to  reach  toward  the 
uterine  cavity,  (c)  Usually  there  is  a  combination  of  the  two.  {d) 
With  propagation  along  the  surface  mucosa  (the  so-called  sugar- 
coated)  variety  of  carcinoma.  This  occurs  alone  as  a  type  of  car- 
cinoma in  an  exceedingly  small  number  of  cases.  As  a  rule  it  is 
found  associating  either  the  endophytic  or  the  exophytic  variety  of 
cancer  growth. 

5.  The  actual  modes  of  propagation  are:  (a)  By  contiguity  (de- 
stroying before  it  and  replacing)  or  by  direct  conversion;  the  spread 
of  carcinoma  from  one  cervix  wall  to  the  other  is  by  way  of  the 
mucosa   or   through   the  parenchyma,     (b)   Transportation   along 
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lymphatics  to  near  and  remote  parts  and  to  regional  lymph  nodes. 

(c)  Transportation    through    blood    stream    (remote    metastasis). 

(d)  Implantation  on  neighboring  tissues  as  from  fundus  to  cervix, 
cervix  to  vagina,  (e)  For  the  sake  of  completeness,  we  may  also 
speak  of  the  plurifical  origin  of  carcinoma.  The  carcinoma  may 
originate  at  two  or  more  foci  quite  independently  of  each  other  giv- 
ing rise  to  a  combination  of  two  different  types  of  carcinoma  as 
adenocarcinoma  and  solid  carcinoma  in  the  same  uterus  (very  rare). 

6.  Variation  in  the  volume  of  the  growth:  The  carcinoma  may  be 
only  the  size  of  a  pea  or  the  nodule  only  the  size  of  a  lima  bean. 
It  may  in  this  instance  be  confined  to  a  limited  area  of  one  cervical 
lip,  and  not  invade  the  commissure.  This  is  the  most  favorable 
type  of  case,  because  it  lends  itself  to  radical  extirpation  with  the 
best  hope  of  complete  and  permanent  cure.  The  growth  may  involve 
both  cervical  lips,  it  may  even  involve  the  cervix  and  entire  uterus 
with  the  associated  parametrial  and  lymph  node  involvement, 
and  may  further  take  in  the  upper  part  of  the  vagina.  For  the  car- 
cinoma usually  grows  in  all  directions  so  that  the  paracervical  tissues, 
the  ante-  and  retrocervical  tissues  are  at  once  invaded.  In  only 
twenty-one  out  of  eighty-five  cases  was  one  side  alone  involved.  It 
also  ascends  into  the  uterus  or  descends  toward  the  vagina.  In  the 
advanced  growth  all  these  factors  obtain.  The  serosa  of  the  uterus 
and  the  longitudinal  muscle  fibers  seem  to  act  as  barriers  to  the 
growth.  The  growth  seldom  breaks  through  the  serosa.  The 
sacrouterine  ligaments  are  singularly  free  from  invasion  owing 
perhaps  to  the  direction  of  the  lymph  stream. 

7.  Frequency  of  the  cancer  growth,  according  to  its  anatomical 
situation,  and  its  morphological  character. 

The  cervix  carcinoma  cases  are  by  far  the  most  frequent — 117  out 
of  128;  this  includes  vaginal  portion  cases. 

The  corpus  carcinoma  cases — 11  times,  i.e.,  the  proportion  of 
corpus  to  cervix  carcinoma  equals  1  to  10. 

The  vaginal  portion  cases — 17  out  of  135,  i.e.,  where  the  greatest 
likelihood  was  felt  that  the  carcinoma  had  its  incipiency  in  the  vagi- 
nal portion.  The  cervix  carcinoma  cases  were  solid  107  times 
and  adenocarcinoma  11  times  (one  case  was  adenocarcinoma  and 
solid  carcinoma  at  the  same  time).  The  corpus  carcinoma  cases 
were  solid  one  time  (squamous-cell  carcinoma)  and  adenocarcinoma 
ten  times.     There  were  five  cases  of  vaginal  carcinoma  in  135  cases. 

Of  115  primarily  solid  cancer  cases  (and  25  cases  of  primary 
adeno-carcinoma),  seventy- three  were  of  the  medullary  type, 
thirty  scirrhus,  five  mixed  and  seven  unclassified  carcinoma  cases. 


RUBIN:    CARCINOMA   OF    THE    UTERUS  363 

8.  Involvement  of  parametrium  and  regional  lymph  nodes  and  of 
adjacent  portions  of  the  uterus  in  the  various  anatomical  and  mor- 
phological varieties  of  carcinoma. 

The  parametrium  is  involved  in  57  per  cent,  (exophytic)  to  75 
per  cent,  (endophytic)  of  cases. 

The  exophytic  growth  of  the  cervix  leaves  the  corpus  free.  The 
endophytic  growth  of  the  cervix  involved  the  corpus  in  nearly  half 
the  cases,  and  in  the  same  proportion  the  vagina. 

Age  seems  to  be  no  factor  in  the  amount  of  invasion. 

In  50  per  cent,  of  the  cases  clinically  diagnosed  as  cervix  cancer 
the  corpus  has  already  been  inva,ded. 

The  regional  lymph  nodes  are  involved  in  nearly  half  the  cases. 
Of  the  purely  vaginal  portion  carcinoma  there  are  no  deposits  in 
the  body  of  the  uterus,  but  vagina  and  cervix  show  parenchymatous 
invasion. 

The  scirrhus  carcinoma  invades  the  regional  lymph  nodes  one- 
third  as  often  as  the  medullary  carcinoma. 

The  ovaries  were  involved  three  times. 

The  tubes  not  at  all. 

Myoma ta  were  associated  22  times;  but  these  were  mostly  small 
nodules. 

In  the  large  myoma  ta  which  by  themselves  required  hysterectomy, 
there  were  carcinomata  in  2  per  cent,  of  the  cases. 

The  practical  importance  of  cureting  the  cervix  of  a  myo- 
matous uterus  for  the  diagnosis  of  carcinoma  has  already  been 
mentioned. 

9.  Retrogressive  changes  of  carcinoma  of  the  uterus  are  hyaline 
degeneration  and  mucoid  and  fatty  softening,  simple  atrophy  and 
calcification.  A  great  many  lymphocytes  and  leucocytes  (poly- 
nuclears  as  a  rulej  mast  cells  and  eosinophiles  are  the  infiltration 
cells  most  frequently  found. 

Necrosis  and  ulceration  occur  in  exophytic  tumors  as  well  as  in  the 
endophytic  variety;  deep  craters  naturally  only  in  the  endophytic. 
Both  forms  may  produce  large  tumors.  While  the  exophytic  variety 
grows  into  the  vaginal  canal  and  toward  the  uterine  cavity,  the  endo- 
phytic cancer  balloons  out  and  causes  great  swelling  of  the  cervix. 
The  bacterial  flora  of  the  vagina  and  sexual  trauma  are  responsible 
for  the  earlier  breaking  down  of  the  exophytic  cancer.  In  these 
two  factors,  ulceration  and  tumor  formation,  he  the  differential 
clinical  features  of  the  two  varieties  of  cancer  growth. 

The  favorable  type  of  cancer  is  the  exophytic.  They  are  easier  to 
diagnose.     They  cause  symptoms  earlier  (discharge  and  hemorrhage) 
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and  hence  lead  to  earlier  investigation  at  the  hands  of  the  physician. 
When  discovered,  they  are  nOt  nearly  as  large  as  the  endophytic 
cancer  for  the  same  duration  of  symptoms.  The  unfortunate  fea- 
ture, however,  is  that  the  purely  exophytic  cancer,  as  for  example, 
that  of  the  vaginal  portion  of  the  cervix,  results  in  metastasis  into 
the  parametrium  and  lymph  nodes  as  do  the  other  forms  and  also 
combines  with  the  endophytic  variety  more  often  than  it  stays  purely 
exophytic. 

The  most  favorable  cases  are  very  small  tumors.  In  eighteen 
cases  confined  to  one  cervical  lip,  the  parametrium  was  free;  in 
two  cases  the  glands  were  examined;  one  of  them  showed  metastasis 
though  the  Cancer  was  still  very  small.  In  fourteen  cases  in  which 
the  new-growth  had  advanced  beyond  the  commissure  the  parame- 
trium was  involved  in  seven  cases  on  both  sides;  in  four  cases  only 
on  one  side,  alone,  i.e.,  the  side  of  disease;  in  three  cases  it  was 
free.  The  lymph  nodes  (seven  cases  examined)  were  free  three 
times  out  of  seven. 

SYMPTOMS   AND   PROGNOSIS    IN   RELATION   TO   VARIOUS 
TYPES    OF   CANCER. 

i.  The  condition  of  the  vaginal  portion  has  a  certain  degree  of 
importance  in  the  matter  of  prognosis  and  operability. 

2.  Gland-resembling  (adenocarcinoma)  is  more  common  in 
older  age  than  the  solid  variety. 

3.  Solid  carcinoma,  although  causing  symptoms  after  a  shorter 
time,  when  discovered,  is  found  to  be  of  a  larger  size  than  the 
adenocarcinoma. 

4.  As  for  malignancy,  i.e.,  invasion  of  neighboring  tissue,  there 
is  no  difference  between  the  solid  and  the  gland  type  of  cervix  car- 
cinoma. Because  perhaps  of  the  scarcity  of  the  latter  variety, 
this  relationship  is  not  important. 

5.  Of  the  solid  variety  the  one  with  unripe  or  undifferentiated 
cells  is  the  most  malignant;  unfortunately,  they  occur  most  often. 
This  holds  good  for  the  large  and  moderately  large  tumors.  In  the 
latter  case  the  neighboring  tissues  are  involved  one-third  less  com- 
monly  than  the  former. 

6.  The  scirrhus  carcinoma  is  as  a  rule  more  often  ripe;  the  prog- 
nosis is  therefore  comparatively  better. 

7.  In  the  third  decade  of  life  the  tumors  are  mostly  unripe  and  of 
the  medullary  type.  This  corresponds  with  the  otherwise  greater 
degree  of  malignancy  of  cancer  at  this  age. 
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8.  In  the  first  and  third  (quarter  year)  there  were  more  unripe 
(medullary);  in  the  second,  more  ripe  (scirrhus)  cancer. 

In  the  ripe  and  scirrhus  types,  cancer  symptoms  are  developed 
more  constantly,  i.e.,  after  a  certain  degree  of  development  of  the 
tumor,  bleeding  occurs  which  brings  the  patient  to  the  physician. 
In  the  unripe  forms  earlier  symptoms  bring  the  patient  to  the  phy- 
sician. In  the  other  forms  the  symptoms  vary  considerably  and  are 
often  protracted,  so  that  the  patient  waits  a  longer  time  before  being 
examined. 

Metastasis  in  Favorable  Cases. — In  forty-one  cases  of  unilateral 
involvement  of  the  cervix,  the  following  features  were  noted: 

Parametrium  Glands 

involved  involved 

Both  sides  free 16  times  n  times 

Same  side  involved 10  times  3  times 

The  other  side 1  time  3  times 

(1  in  uninvolved  part) 

Both  sides 13  times  4  times 

INVOLVEMENT   OF   THE   PARAMETRIUM. 

i.  In  the  total  number  of  favorable  cases  the  parametrium  is 
involved  in  61  per  cent. 

2.  If  we  subtract  the  cases  where  the  cancer  is  confined  to  one 
lip,  the  percentage  becomes  75.7  per  cent. 

3.  In  these  very  favorable  cases  the  parametrium  was  not  at  all 
involved;  the  lymph  nodes  once. 

4.  The  lymph  nodes  became  diseased  more  seldom;  when  they  are, 
there  is  no  difference  in  the  two  sides. 

5.  In  half  the  cases  the  parametrium  is  diseased  bilaterally,  in 
the  other  half  it  is  involved  on  the  affected  side  alone  or  is  much  more 
intensive  on  that  side. 

Incidence  of  the  solid  and  the  adenocarcinoma  according  to  the 
age  of  life  in  which  they  occur  figured  in  per  cent,  is  shown  in  the 
following  table: 

Adenocarcinoma,        Solid  carcinoma, 
per  cent.  per  cent. 

31-40  years 14  22 

41-50  years 32  38 

51-60  years 29  28 

61-70  years 24  12 

Further  distinction  as  to  the  prevalence  of  histological  elements, 
is  shown  in  a  study  of  104  solid  carcinoma  cases,  in  which  the  results 
were  as  follows: 
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Medullary  Scirrhus  Mixed        Questionable 

21-30  years 2  1                1 

31-40  years 15  6                1 

41-50  years 20  10                3                  4 

51-60  years 18  7                 2                   1 

61-70  years 9  3                1 

Comparison  of  duration  of  symptoms  when  the  lesion  was  dis- 
covered in  solid  and  in  adenocarcinoma. 

In  25  cases  of  adenocarcinoma  (6  cases  history  not  known). 
In  in  cases  of  solid  carcinoma  (26  cases  history  not  known). 

Adenocarcinoma,  Solid  carcinoma, 

per  cent.  per  cent. 

Up  to  3  months 2-10  35~4i 

3-6  months 6-32  27-32 

6-9  months 1-5  i3_IS 

9-12  months 6-32  4-5 

Over  1  year 4-22  6-8 

The  solid  cancer  is,  however,  much  larger  in  the  fourth  quarter 
year  and  thereafter  than  the  adenocarcinoma. 

We  do  not  know  how  long  carcinoma  may  have  been  present 
without  giving  symptoms. 

The  comparison  between  medullary  and  scirrhus  types  of  car- 
cinoma in  relation  to  the  onset  of  symptoms,  is  shown  to  be  as  follows: 

Medullary,  Scirrhus, 

per  cent.  per  cent. 

0-3  months 71  29 

3-6  months 64  36 

6-9  months 85  15 

9-12  months 67  33 

Over  1  year 60  40 

EARLY    CARCINOMA. 

On  inspection  we  find  occasionally  a  fine  punctated,  dull  appearing 
surface  of  the  vaginal  portion  of  the  cervix,  even  in  the  presence  of  a 
normal  configuration,  which  may  be  the  early  sign  of  an  underlying 
cancer.  When  a  cancer  is  known  to  be  present,  any  adjacent,  ap- 
parently simple  erosion  should  also  be  regarded  with  suspicion.  Any 
polypoid  excrescence  from  the  vaginal  portion  of  the  cervix,  or 
within  the  cervical  canal,  any  papillary  erosion  of  the  cervix  whether 
orjnot  it  shows  the  tendency  to  bleed  easily  and  particularly  when 
the  cervix  lips  themselves  are  thickened,  should  excite  the  suspicion 
of  malignancy.  Patients  in  whom  these  findings  are  noted  should 
be  kept  under  constant  and  frequently  repeated  observation.  No 
long  delay  should  be  practised  where  there  is  an  ulcer  with  thickened 
edges  or  nodular  irregularities  of  the  cervix.     The  introduction  of 
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the  uterine  sound  should  be  a  regular  part  of  the  diagnostic  technic ; 
and  further,  the  employment  of  diagnostic  curettage  and  diagnostic 
excision.  All  such  material  should  be  subjected  to  the  most  care- 
ful microscopical  examination.  Occasionally  only  one  alveolus 
of  a  solid  cancer  or  a  portion  of  the  same  of  an  adenocarcinoma  in 
the  curettings  or  the  excised  portion  of  the  cervix  may  be  the  only 
clue  to  the  tumor.  When  only  such  slight  evidence  is  found,  as  a 
rule  you  may  expect  the  extent  of  the  cancerous  invasion  is  only 
slight,  but  this  is  not  necessarily  always  the  case.  Where  there  is  a 
question  in  the  pathological  diagnosis,  curettage  should  be  again  done 
and  again  the  same  material  should  be  studied.  The  more  frequently 
this  is  done,  the  more  frequently  will  we  encounter  early  cases. 

In  those  instances  where  there  is  unmistaken  evidence  of  cancer 
in  the  curetings  the  extirpated  uterus  will  usually  show  further 
evidences.  Occasionally  however  it  may  be  our  good  fortune  to 
remove  with  the  curet  or  with  the  excised  portion  of  the  cervix, 
the  lesion  totally.     This  is  quite  possible,  but  exceedingly  rare. 

From  the  excised  portion,  we  cannot  always  tell  whether  one  is 
dealing  with  solid  or  secondarily  solid  cancer,  nor  whether  the 
growth  has  its  origin  in  the  cervix  or  the  body  of  the  uterus.  This 
difficulty  is  due  to  the  fact  that  the  cervical  epithelium  loses  its 
original  characteristics  and  resembles  that  of  the  corpus.  Occa- 
sionally one  finds  typical  cervix  gland  epithelium  in  adenocarcinoma 
of  the  body.  If  normal  cervix  glands  are  found  it  does  not  always 
mean  that  the  cervix  is  free,  because  the  spread  of  corpus  cancer 
does  not  always  stop  at  the  internal  os.  Cervix  and  portio  cancer 
cannot  be  distinguished  by  morsel  diagnosis.  But  if  the  growth 
is  of  the  type  of  adenocarcinoma,  it  is  more  likely  of  the  cervix;  if 
solid  carcinoma,  its  origin  must  remain  undetermined. 

A  very  young  carcinoma  is  one  which  has  a  small  size,  occupying 
the  original  site  in  the  one  cervical  lip  or  the  other  without  traversing 
the  commissure.  In  actual  size  it  may  vary  from  a  pin  to  a  hazel 
nut.  The  parametrium  may  or  may  not  be  involved  on  the  side 
of  the  growth,  but  for  a  limited  extent.  Unfortunately  even  such 
small  tumors  which  may  escape  detection  by  the  naked  eye  may 
already  be  associated  with  a  certain  amount  of  parametrial  and  even 
lymph  node  involvement. 

An  incipient  carcinoma  is  one  which  has  all  the  morphological 
features  of  the  more  advanced  growth  without,  however,  the  presence 
of  destruction  or  of  deeper  penetration.  In  size  such  growth  would 
be  as  large  as  the  head  of  a  pin  to  the  size  of  a  pea.  Metastasis  to 
the  regional  lymph  nodes  in  such  cases  is  totally  absent.     When 
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we  speak  about  incipient  carcinoma  of  the  uterus,  we  of  course  mean 
it  in  the  pathological  sense.  It  can  only  be  discovered  by  routine 
pathological  study.  Such  for  example  were  two  cases  reported  by 
me  from  the  Von  Rosthorn  laboratory  in  1910(2).  The  one  case  was 
a  uterus  removed  for  multiple  fibromyomata.  In  the  laboratory  an 
incipient  carcinoma  of  the  cervix  was  discovered.  In  the  other  case, 
examination  in  the  laboratory  of  an  amputated  cervix  removed  for 
hypertrophy  and  erosion,  revealed  an  exceedingly  small  epithelioma. 
In  still  a  third  case,  which  I  had  the  privilege  of  describing  in  the 
same  publication,  the  correct  diagnosis  was  made  from  small  frag- 
ments of  uterine  mucosa  removed  by  diagnostic  curettage.  Only 
two  glands  showed  the  carcinomatous  epithelium.  One  month 
later  when  the  patient  consented  to  radical  operation,  examination 
of  the  uterus  revealed  the  carcinoma  confined  to  the  mucosa  of  the 
posterior  wall  of  the  cervix.  There  was  in  this  case  a  moderate 
amount  of  lymphatic  extension  immediately  underlying  the  epithelial 
layer. 

It  has  been  claimed  by  some  that  it  is  impossible  to  diagnose  an 
incipient  carcinoma  as  such.  For  example,  deep  penetration  of 
epithelial  offshoots  is  held  by  some  to  be  absolutely  essential,  while 
others  insist  upon  the  evidence  of  destruction  as  an  expression  of 
malignancy.  Neither  the  one  nor  the  other  is  in  reality  absolutely 
essential  for  a  given  altered  epithelium  to  be  considered  malignant. 
There  is  the  type  of  carcinoma  on  the  one  hand  which  extends  along 
the  surface  mucosa  without  sending  any  deep  branches  to  the 
parenchyma.  Regional  lymph  node  involvement  in  such  cases, 
cachexia,  hemorrhage,  etc.,  from  necrosis  speak  for  undoubted 
malignancy.  On  the  other  hand,  in  the  advancing  malignant  proc- 
ess one  can  see  frequently  such  pronounced  changes  in  the  structure 
and  morphological  appearance  of  the  cells  in  the  epithelium  border- 
ing upon  the  carcinoma  as  to  be  led  to  the  irresistible  conclusion  that 
at  that  point  a  secondary  conversion  of  more  or  less  healthy  epi- 
thelium into  malignant  tissue  has  taken  place. 

Besides,  the  morphological  characteristics  of  malignant  epithelium 
are  now  so  well  defined  that  it  is  now  possible  to  make  a  positive 
pathological  diagnosis  even  in  the  presence  of  minute  particles  of 
tissue.  In  the  case  of  the  adenocarcinoma,  it  has  been  possible  to 
diagnose  carcinoma  from  the  findings  in  one  alveolus  or  one  gland- 
like structure.  The  third  case  referred  to  above  is  an  example  of 
such  a  possibility.  In  the  rich  experience  of  Schottlaender,  the 
value  of  the  diagnostic  pathological  criteria  was  amply  tested  in 
cases  where  at  a  later  date  examination  of  the  radically  extirpated 
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uterus  demonstrated  the  carcinoma  in  situ.  Not  always  was  the 
latter  in  an  early  stage  of  growth,  though  only  the  smallest  possible 
fragment  may  have  been  submitted  for  diagnostic  examination. 

Morphological  Criteria  of  Carcinoma. — Whether  occurring  as  an 
adenocarcinoma  or  a  squamous  cell  carcinoma,  the  morphological 
criteria  for  the  diagnosis  of  a  very  young  carcinoma  are  the  following: 

i.  A  well-marked  atypical  epithelium  arranged  in  many  layers. 

2.  The  individual  cells  differ  from  each  other  in  respect  to  size, 
shape,  arrangement  and  in  regard  to  their  chromatin  content. 

3.  A  membrane  propria  as  such  is  not  visible. 

4.  The  presence  of  giant  nuclei  or  of  giant  cells. 

5.  Atypical  mitosis  is  also  common. 

Isolation  of  alveoli  and  penetration  of  epithelial  offshoots  may  be 
present  at  this  early  stage;  but  these  are  not  to  be  regarded  as  essen- 
tial characteristics;  though  they  are  almost  universally  present  in 
the  well-advanced  growth.  When  the  latter  are  present,  ulceration 
and  cornification,  both  the  accompaniments  of  a  ripe  carcinoma  are 
usually  also  seen. 

These  criteria  enable  us  to  distinguish  cancerous  or  malignant 
epithelium  from  noncancerous  or  benign  metaplastic  epithelium  as 
seen  in  healing  erosions,  and  occasionally  lining  the  cavity  of  the 
uterus.  There  are  instances,  however,  in  which  the  microscopic  ex- 
amination leaves  one  in  doubt  as  to  whether  a  given  epithelium  is 
malignant  or  not.  In  such  case  the  practical  procedure  is  to  defer 
radical  extirpation  until  a  second  and  possibly  a  third  examination 
establishes  a  positive  diagnosis. 

Routine  examination  of  curetings  whether  done  for  diagnosis  or 
for  therapy,  will  occasionally  bring  to  light  carcinoma,  although 
examination  of  the  extirpated  uterus  will  fail  to  corroborate  the 
original  diagnosis.  So  remarkable  is  this  finding  that  only  very  re- 
cently in  this  country  was  the  total  removal  of  a  uterine  carcinoma 
by  the  curet  thought  of  as  a  possibility.  In  1913,  I  published^), 
among  other  early  cases  of  cancer  of  the  uterus,  one  in  which  a 
radical  operation  for  carcinomatous  uterus  was  performed  on  the 
positive  diagnosis  from  a  curettage  examination.  Careful  examina- 
tion of  the  uterus  in  that  case  showed  only  a  small  fundal  submucous 
polyp  with  evidence  of  curetment,  but  no  other  rests  of  carcinoma. 
The  possibility  of  confusing  the  slides  was  in  this  case  thought  of, 
but  absolutely  ruled  out.  Soon  after,  Boldt  and  Ladinski  published 
other  cases,  and  later  Frank  and  Wiener,  calling  attention  to  the 
possibility  of  total  removal  or  almost  total  removal  by  the  curet 
of  carcinoma  of  the  uterus.     European  gynecologists  had  reported 
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similar  cases  even  before  our  observations  were  made.  The  majority 
of  such  cases  are  carcinoma  grafted  upon  soft  uterine  polypi  with 
none  or  very  little  parenchymal  invasion,  the  mass  being  so  soft 
that  it  can  easily  be  removed  by  the  curet;  or  it  is  the  type  of 
growth  that  is  still  confined  to  the  mucosa.  This  latter  type  of 
extension  and  growth  of  carcinoma  is  by  no  means  so  rare  and  is 
the  most  favorable  type  from  the  viewpoint  of  malignancy  and 
operability. 

Through  routine  laboratory  examination  it  has  been  possible 
to  detect  an  occasional  case  of  young  carcinoma  in  hospitals  where 
cancer  material  is  as  a  rule  limited.* 

PATHOGENESIS. 

The  soundness  of  these  criteria,  as  derived  from  comparative 
pathological  and  clinical  study,  has  very  recently  been  strengthened 
from  the  experimental  pathological  side  by  a  contribution  from 
Yamagiwa  and  Ichikaya(i). 

In  their  experimental  studies  on  the  pathogenesis  of  carcinoma, 
they  appear  to  have  established  Virchow's  irritation  theory  of  the 
cause  of  cancer  on  firm  experimental  pathological  ground.  In 
general  this  theory  is  that  the  repetition  or  continuation  of  chronic 
irritation  may  cause  a  precancerous  alteration  in  epithelium  previ- 
ously normal.  If  the  irritant  continues  its  action,  carcinoma  may 
be  the  outcome,  even  though  no  specific  agent  has  been  interpolated. 
The  irritant  used  by  these  workers  was  coal  tar.  The  first  stage 
following  the  repeated  application  of  coal  tar  was  characterized  by 
the  appearance  of  an  atypical  epithelium  which  consisted  of  very 
much  thickened  epidermis  with  beginning  projection  of  processes 
into  the  subcutaneous  tissues.  This  occurred  on  the  average  about 
ioo  days  after  the  first  application  was  made.  The  second  stage 
was  characterized  by  the  production  of  folliculoepithelioma,  pedun- 
culated or  sessile,  varying  in  size  from  a  rice  grain  to  a  sparrow's 
egg.  Keratosis  is  here  evident  also.  Some  of  these  small  growths 
developed  into  cutaneous  horns  when  the  application  of  coal  tar  was 
stopped.  The  growth,  however,  continued  in  some  cases  after  the 
coal  tar  had  been  discontinued. 

Following  the  development  of  the  follicular  epithelioma  is  the 
production  of  carcinoma  which  the  authors  have  divided  into  earliest 
stage,  early  stage  of  carcinoma,  and  fully  developed  carcinoma. 
The  epithelium  in  the  earliest  stage  stains  more  faintly  with  hema- 

*  The  relative  infrequency  of  carcinoma  of  the  uterus  among  Jewish  women 
has  been  pointed  out  by  H.  N.  Vineberg.  This  relative  immunity  however  is 
not  shared  by  them  to  the  same  degree  in  regard  to  cancer  of  the  other  viscera. 
This  observation  of  Vineberg's  has  been  amply  verified  by  the  writer.  The 
explanation  is  still  not  at  hand. 
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toxylin  than  does  normal  epithelium  or  that  of  the  benign  folliculo- 
epithelioma;  the  sprout-like  processes  developed  by  atypical  pro- 
liferation of  the  basal  epithelium  of  the  hair  follicle  become  more 
angular  at  their  basal  layer,  and  the  processes  grow  very  irregular 
in  thickness;  the  interstitial  connective  tissue  becomes  loose  or 
shows  a  slight  mucous  degereration;  lateral  and  downward  pene- 
tration of  the  cancerous  epithelium  can  be  demonstrated.  These  are 
the  changes  which  the  autl  ors  believe  must  be  the  initial  step  in  the 
transformation  to  carcinoma.  There  were  eight  cases  of  the  earliest 
stage  discovered  among  seven  irritated  ears.  By  prolonging  the 
irritation  an  exaggeration  of  hyperplasia  was  noted,  there  was  further 
division  and  deeper  penetration  of  the  epithelial  offshoots  and  in 
some  cases  invasion  of  the  veins  and  lymphatic  channels  were 
opened.  Of  this  stage  the  authors  produced  sixteen  cases  among 
thirteen  ears  in  ten  rabbits.  It  occurred  on  the  average  after  the 
150th  day.  Finally  a  fully  developed  carcinoma  was  seen  in  seven 
cases  in  which  the  application  of  coal  tar  was  kept  up  for  a  longer 
interval.  Histologically  this  type  resembled  the  spontaneous  car- 
cinoma of  man.  Ulceration  is  seen  and  implantation  on  the  opposite 
surface  of  the  ear.  Invasion  of  the  lymph  channels  and  veins  wras 
more  marked.  Mucous  degeneration  of  the  connective  tissue  was 
more  marked.  In  two  cases  regional  lymph  node  metastasis  was 
proven  microscopically.  Progressive  emaciation  to  almost  half  the 
original  body  weight  was  also  seen.  But  no  remote  deposits  were 
observed. 

Yamagiwa  and  Itchikaya  believe  that  the  continued  irritations 
in  their  experiments  were  responsible  for  the  production  of  the  animal 
carcinomata  and  that  no  specific  agent  was  involved.  It  remains, 
however,  to  be  seen  whether  other  irritants  will  produce  similar 
results  and  also  whether  coal  tar  as  such  is  responsible  or  some  other 
substance  or  agency,  bacterial  or  parasitic,  contained  in  it  may  be 
the  causative  agency.  In  either  event  the  irritation  theory  is 
probably  the  one  to  gain  common  acceptance.  While  these  experi- 
ments appear  conclusive  they  are  still  few  in  number  and  their  true 
value  must  await  corroboration  by  other  workers  along  the  same 
or  similar  lines. 


PATHOGENESIS  IN  CARCINOMA  OF  THE  UTERUS. 

What  the  nature  of  the  irritant  in  the  case  of  carcinoma  of  the 
uterus  is,  has  largely  been  a  matter  of  conjecture  since  Virchow 
first  postulated  bis  theory.  It  is  now  fairly  clear  that  whatever 
the  cause  it  must  operate  for  a  long  period.  WTiether  or  not  Cohn- 
heim's  theory  may  apply  to  the  genesis  of  carcinoma  of  the  uterus, 
it  would  probably  account  for  a  few  instances.  In  the  examination 
of  a  great  many  uteri,  1  have  not  been  able  to  find  embryologically 
dislocated  epithelial  groups.  Cullen  drew  attention  to  this  fact  in 
1900,  and  Schottlaender  observed  the  same  in  191 2.     Wherever  a 
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metaplastic  epithelium  is  seen  lining  the  cavity  of  the  uterus, 
evidences  of  inflammation  are  also  present.  R.  Meyer,  however, 
claims  to  have  seen  stratified  epithelial  inclusions  in  the  cervix  and 
corpus.  In  children  such  squamous  epithelium  ir  elusion  is  claimed 
by  Natanson  to  occur  in  10  per  cent,  of  all  children  up  to  two  and  one- 
half  years  of  age.  If  this  were  true,  we  could  logically  think  of  a 
substratum  for  the  development  of  squamous  cell  carcinoma  being 
primary  in  the  cervix  or  in  the  body  of  the  uterus.  While  this  may 
remain  disputed,  it  is  recognized  that  a  transitional  epithelium 
resembling  squamous  epithelium  may  be  present  in  the  cervix 
or  even  in  the  corpus  by  an  ascending  process  of  epidermization  or 
"pseudometaplasia"  from  the  vaginal  portion.  The  cylindrical 
mucosa  may  be  crowded  to  the  depth  by  this  transitional  epithe- 
lium or  it  may  overly  it.  This  process  occurs  very  commonly  in  the 
neighborhood  of  the  external  os  in  uteri  of  women  who  have  borne 
childrer.  Occasionally  the  squamous  epithelium  of  the  vaginal 
portion  of  the  cervix  may  ascend  as  such  to  the  middle  of  the  cervix. 
Cervical  polypi  occasionally  show  such  metaplastic  epithelium  which 
may  arise  from  encroaching  on  the  vaginal  portion  or  through 
primary  proliferation  and  differentiation  of  the  cylindrical  epithelium 
into  several  layers.  This  process  may  stop  or  it  may  be  the  basis  of 
further  unlimited  proliferation  and  lead  to  carcinoma.  The  solid 
carcinoma  arises  either  from  stratified  squamous  epithelium  or  from 
the  modified  transitional  type  of  epithelium. 

Such  alteration  of  type  epithelium  is  seen  associated  with  the 
chronic  condition  known  as  erosion.  Such  erosion  is  due  in  general  to 
chronic  inflammation  and  to  trauma  of  childbirth.  In  chronic  gonor- 
rhea of  the  cervix  and  in  tuberculosis  there  is  a  decided  tendency  on 
the  part  of  the  epithelium  to  proliferate.  It  is  not  inconceivable 
that  small  abscesses  form  in  the  mucosa  and  submucosa  which  are  re- 
sponsible for  erosion  on  the  one  hand  and  fistulous  tracts  on  the  other. 
Such  fistulous  tracts  are  observed  in  the  cervix  associating  the  healing 
of  erosions  where  epidermization  is  seen.  Not  infrequently  can- 
cerous conversion  of  such  fistulous  tracts  can  be  seen.  In  many 
instances  the  clefts  are  lined  with  a  metaplastic  epithelium  which 
is  partly  benign  and  partly  malignant.  From  an  etiological  point 
of  view  it  is  hot  improbable  that  these  two  bear  a  relationship  of 
cause  and  effect. 

In  the  traumata  incidental  to  childbirth  there  must  result  (i)  dis- 
location and  inclusion  of  surface  epithelium,  and  (2)  eversion  of  cer- 
vical epithelium.  Whether  such  heterotopic  epithelium  loosened 
from  its  physiological  bonds  and  limiting  membrane  may  in  the 
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course  of  time  revert  to  an  embryonal  cell  activity  or  whether  it 
undergoes  a  qualitative  biologic  alteration  similar  to  that  of  chori- 
onic epithelioma,  is  not  yet  determined.  Certain  it  is  that  carcinoma 
arises  with  the  greatest  frequency  upon  erosion  as  a  base,  and  upon 
traumatized  and  cicatricial  parts.  The  cervix  suffers  the  brunt  of 
obstetric  traumata  as  well  as  of  infections,  hence  their  greater  fre- 
quency as  compared  to  carcinoma  of  the  corpus.  On  the  other  hand, 
carcinoma  of  the  body  is  most  often  associated  with  polypi  or  myo- 
mata.  Whether  the  latter  act  primarily  as  chronic  foreign  body 
irritants  or  originate  the  metaplastic  epithelium  must  also  remain  un- 
settled. Examination  of  a  large  number  of  cervices  reveals  the 
very  striking  presence  of  deep-seated  erosion  glands  in  the  cervix. 
This  is  particularly  apt  to  be  present  in  the  isthmus  region.  The 
fundal  end  of  the  erosion  gland  sometimes  extends  to  the  outer  limit 
of  the  parenchyma.  Biologically  such  glands  must  secrete  a  sub- 
stance different  in  character  from  the  normal  cervix  gland.  If 
such  gland  becomes  occluded  at  its  mouth,  retention  occurs  and  a 
chronic  irritation  results.  This  may  lead  to  cell  proliferation  in  a 
manner  not  unlike  that  produced  by  subepithelial  paramne  injection 
(Fischer)  or  the  repeated  coal-tar  application  of  Yamagiwa  and 
Itchikaya.  The  malignant  change  occurs  after  a  long  period  of  irri- 
tation and  is  rendered  more  likely  at  that  time  of  life,  say  after  forty, 
when  the  retrogressive  changes  set  in  and  when  the  protective  in- 
fluence of  the  endocrine  glands,  especially  that  of  the  ovaries,  begins 
to  abate. 

The  deep-seated  situation  of  such  cystic  erosion  glands  would 
also  serve  to  explain  the  markedly  endophytic  character  of  the  car- 
cinoma from  the  beginning  and  its  long  concealment. 

If  this  fact  is  true,  then  Bossi's  suggestion  for  carcinoma  prophy- 
laxis in  the  removal  of  all  erosions  assumes  new  significance.  Prophy- 
lactic removal  of  eroded  cervices  may  prove  one  more  step  toward 
lessening  cancer  mortality. 
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ELUSIVE  ULCER  OF  THE  BLADDER.     FURTHER 
NOTES  ON  A  RARE  TYPE  OF  BLADDER 
ULCER,  WITH  A  REPORT  OF 
TWENTY-FIVE  CASES.* 

BY 
'GUY  L.  HUNNER,  M.  D.,  F.  A.  C.  S., 

Baltimore,  Md. 

It  was  with  some  misgiving  that  I  accepted  the  suggestion  to 
prepare  a  paper  for  this  Society  on  a  subject  with  which  most  of  you 
must  now  be  familiar.  My  first  report  of  eight  cases  of  this  rare 
type  of  bladder  ulcer  appeared  in  1914  (Hunner,  G.  L.:  A  Rare  Type 
of  Bladder  Ulcer  in  Women,  with  Report  of  Eight  Cases,  Trans- 
actions Southern  Surgical  and  Gynecological  Association,  1914, 
xxvii;  Boston  Medical  and  Surgical  Journal,  191 5,  clxxii,  660)  and  a 
year  ago  I  reported  on  eighteen  cases  (Hunner,  G.  L.:  A  Rare  Type 
of  Bladder  Ulcer,  Further  Notes,  With  a  Report  of  Eighteen  Cases, 
Journal  American  Medical  Association,  1918,  lxx,  203. 

In  the  belief  that  some  of  you  may  have  missed  these  reports  and 
that  all  of  you  may  be  stimulated  to  a  more  careful  search  for  this 
exceedingly  important  lesion,  1  am  risking  the  accusation  of  unnec- 
cessary  repetition  in  again  bringing  up  a  subject  familiarity  with 
which  on  our  part  will  prevent  years  of  intense  suffering  on  the  part 
of  the  victims  of  this  type  of  bladder  disease. 

Description  of  the  Lesion. — The  lesion  under  discussion  is  a  chronic 
inflammation  involving  all  coats  of  the  bladder  wall,  and  in  the  cases 
seen  to  date  the  lesion  has  usually  been  widespread,  due  probably 
to  our  former  ignorance  of  its  existence  and  consequent  lateness  in 
making  a  diagnosis.  In  the  two  least  extensive  cases  the  lesion  in 
Case  III  (Fig.  13)  covered  an  area  3  by  5  cm.  and  in  Case  XI,  an 
area  2  by  3  cm.  In  my  most  extensive  cases  (Cases  XV1I1  and  XIX) 
the  lesion  necessitated  the  removal  of  almost  the  entire  bladder. 

The  full  extent  of  the  infiltrated  area  is  rarely  discovered  by 
cystoscopy,  and  at  operation  it  is  outlined  by  the  redness  and  edema 
which  arise  during  the  preliminary  freeing  of  the  bladder  from  its 
surrounding  tissues. 

*  Paper  read  before  the  Forty-third  Annual  Meeting  of  the  American  Gyne- 
cological Society,  Philadelphia,  May  16,  19 18. 
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The  cystoscopic  picture  is  remarkable  because  of  its  almost 
negative  character  in  most  instances.  Unless  one  is  awake  to  the 
possibility  of  this  lesion  and  goes  over  every  centimeter  of  the 
bladder  mucosa,  the  conclusion  is  easily  reached  that  the  bladder 
examination  is  negative.  There  may  be  no  portion  of  the  mucosa 
that  can  be  described  as  an  actual  ulcer  area.  One's  attention 
may  first  be  arrested  by  the  unusually  white  appearance  of  most  of 
the  mucosa,  or  one  may  first  discover  a  scar  area  entirely  devoid  of 
macroscopic  vessels.  Such  a  scar  area  will  usually  present  one  or 
more  slightly  congested  areas  in  the  immediate  neighborhood,  and 
if  these  are  touched  with  an  instrument  or  with  a  dry  cotton  pledget, 
on  the  alligator  forceps,  there  will  be  a  slight  oozing  of  blood.  In 
the  glazed  dead  white  portions  of  the  mucosa  the  vessels  are  likely 
to  present  a  broken  or  "choppy"  appearance,  only  short  segments  of 
vessels  appearing  on  the  extra  pale  surface.  There  may  be  small 
or  speckled  areas  resembling  the  minute  plaque-like  red  areas  seen 
on  the  vaginal  portion  of  an  eroded  cervix.  At  times  the  granular 
points  are  arranged  in  a  circle  which  on  the  dead  white  background 
resembles  the  lesion  of  a  ringworm. 

As  a  rule  careful  examination  will  discover  one  or  more  actual 
ulcerations.  These  may  be  situated  anywhere  in  the  vertex  or 
free  portion  of  the  bladder,  but  they  are  most  frequently  found 
high  in  the  vertex,  and  on  either  side  near  the  junction  of  the  vertex, 
lateral  and  anterior  walls.  This  position  just  back  of  the  symphysis 
is  the  most  difficult  portion  of  the  bladder  wall  to  examine  with 
either  the  Nitze  or  Kelly  method  of  cystoscopy. 

These  ulcer  areas  are  always  small,  usually  measuring  not  more 
than  5  mm.  in  diameter.  They  may  be  linear  and  measure  from 
0.5  to  2  cm.  in  length  and  from  1  to  2  mm.  in  width,  and  may  thus 
resemble  the  mouse-eaten  linear  ulcer  not  infrequently  found  in 
a  tuberculous  bladder.  Two  or  three  minute  ulcers  may  be  found 
in  a  group  and  they  may  be  surrounded  by  a  small  red  area  of  edema. 
The  ulcers  always  appear  to  be  superficial,  and  I  have  never  seen 
them  covered  with  necrotic  membrane  or  urinary  salts  and  have 
never  seen  them  present  a  picture  suggesting  malignancy.  The 
bimanual  palpation  before  cystoscopy  may  cause  the  ulcer  to  bleed, 
as  may  the  splitting  of  the  surface  when  the  air  distends  the  bladder 
if  the  patient  is  examined  in  the  knee-breast  posture.  Hence  one 
may  catheterize  macroscopically  clear  urine  at  the  beginning  of  the 
examination  and  be  surprised  to  find  bloody  urine  in  the  bladder 
immediately  afterward  on  doing  cystoscopy. 

The  ulcer  area  may  or  may  not  be  surrounded  by  a  zone  of  radially 
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converging  vessels.  One  may  find  a  minute  ulcer  with  or  without 
edema  around  it,  and  in  another  portion  of  the  mucosa  an  edema 
area  without  an  appreciable  ulcer.  These  edema  areas  are  generally 
seen  immediately  after  the  patient  has  been  having  an  unusually 
bad  period  of  bladder  symptoms  with  much  strangury. 

Etiology. — The  cause  of  this  type  of  bladder  inflammation  remains 
a  mystery.  There  is  no  evidence  from  the  histories  of  these  patients 
that  the  condition  began  as  an  infection  in  the  urine.  The  patients, 
except  in  Cases  VII  and  XVI,  gave  no  history  of  having  had  pus  or 
blood  in  the  urine  at  any  stage  of  their  cystitis  history.  In  Case  VII, 
the  patient  said  she  had  seen  blood  in  the  urine  at  times  during  the 
sixteen  years  of  her  symptoms.  In  Case  XVI,  the  patient  was  con- 
vinced that  her  bladder  trouble  of  eighteen  years'  duration  began 
after  an  operation,  and  was  due  to  faulty  catheterization. 

She  was  known  to  have  had  at  that  time  a  typical  generalized 
cystitis  with  pus  in  the  urine. 

.  With  this  one  exception,  none  of  the  cases,  so  far  as  could  be  de- 
termined by  the  histories,  followed  operation,  catheterization,  child- 
bearing  or  gonorrhea.  Several  of  the  patients  have  been  examined 
with  the  Wassermann  test  with  negative  results. 

The  urine  is  always  sterile  on  our  ordinary  culture  mediums. 
Attempts  to  grow  anaerobic  cultures  from  the  removed  tissues  have 
resulted  in  failure,  as  have  many  attempts  to  find  organisms  in  the 
tissues  by  numerous  methods  of  staining. 

In  my  early  cases  the  long  duration  and  the  resistance  to  treatment 
made  me  suspect  primary  tuberculosis  of  the  bladder;  but  the  ex- 
cised specimens  examined  microscopically  did  not  bear  out  this 
view. 

Because  my  work  has  demonstrated  the  probable  relationship 
between  infections  of  the  tonsils,  adenoids,  sinuses  and  teeth,  and 
conditions  of  chronic  infiltration  in  the  ureters  and  urethra,  I  have 
suspected  that  this  chronic  infiltration  in  the  bladder  wall  may  have 
a  similar  focal  origin.  These  patients  all  have  an  infiltration, 
granulation,  and  extreme  hypersensitiveness  of  the  urethra.  The 
tenderness  and  scar  tissue  contraction  was  so  marked  in  most  of  the 
cases  as  to  require  thorough  cocainizing  and  careful  manipulation  in 
order  that  satisfactory  cystoscopy  might  be  done.  Fenwick  em- 
phasizes this  urethral  hyperesthesia  in  most  cases  of  nonmalignant 
ulceration  of  the  bladder,  and  advises  chloroform  anesthesia  for 
cystoscopic  examination.  It  is  possible  that  the  bladder  ulceration 
and  the  inflammatory  condition  of  the  urethra  may  have  a  common 
cause,  or  it  may  be  that  the  frequency  of  voiding  and  straining  bring 
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about  an  hypertrophy  and  hypersensitiveness  of  the  sphincter  region 
and  an  inflammation  of  the  urethral  tissues.  I  am  inclined  to  take 
the  latter  view  from  the  fact  that  these  patients  have  no  symptoms 
referable  to  the  urethra  after  recovering  from  the  excision  of  the  blad- 
der lesion.  The  location  of  these  lesions  in  the  vertex  or  free  por- 
tion of  the  bladder,  instead  of  in  the  base  where  there  is  the  richer 
blood  and  lymph  supply,  probably  argues  against  the  focal  infection 
theory. 

The  fact  that  many  of  the  patients  begin  with  their  bladder  symp- 
toms in  early  life  (twelve  of  them  dating  the  onset  at  twenty 
years  and  under)  would  tend  to  bear  out  the  focal  infection  theory. 

In  my  early  cases  the  possible  relationship  of  the  bladder  disease 
to  distant  foci  of  infection  was  not  thought  of,  and  the  histories 
and  examinations  of  those  early  cases  do  not  bear  out  this  possible 
relationship  in  as  striking  a  manner  as  is  the  case  with  my  later 
series.  A  reference  to  my  last  paper  gives  the  data  for  the  first 
eighteen  cases. 

Of  the  last  seven  cases,  Case  XIX,  sixty  years  of  age,  had  suffered 
with  bladder  symptoms  since  she  was  eleven  years  of  age.  She  had 
undergone  4  abdominal  operations  in  an  attempt  at  relief,  and  had 
had  several  operations  for  sinus  trouble.  She  has  considerable 
arthritis. 

Case  XX,  aged  twenty-eight  years,  has  had  severe  bladder  symp- 
toms since  she  was  six  years  of  age.  She  had  " rheumatic  tonsils'' 
removed  two  years  ago.  She  had  had  three  previous  operations 
aimed  at  the  relief  of  her  bladder  symptoms  as  follows — dilatation 
of  the  sphincter  ani,  dilatation  of  the  cervix,  and  suprapubic  bladder 
drainage. 

Case  XXI,  aged  twenty-nine  years,  had  bladder  symptoms 
since  she  was  twenty-three.  She  had  had  much  tonsillitis  with 
attacks  of  quinsy  and  possessed  one  troublesome  tooth,  which  was 
gold-capped  before  her  bladder  symptoms  began.  Her  appendix 
was  removed  three  yeais  previously  without  relief  to  her  symp- 
toms and  a  "wart"  had  been  burned  from  the  urethra  at  a  second 
operation. 

Case  XXII,  aged  twenty-five,  began  to  have  bladder  symptoms 
at  eighteen.  She  "has  tonsillitis  at  times  and  wonders  whether 
this  causes  urethral  irritation  which  is  worse  when  she  has  a  cold." 
Her  only  relief  from  bladder  symptoms  has  been  found  in  taking 
large  quantities  of  codein  or  in  getting  drunk  enough  to  forget 
her  bladder  misery.  She  had  had  one  operation  six  years  before 
my  consultation,  having  had  the  appendix  removed  and  a  right 
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salpingectomy,  and  her  symptoms  were  worse  after  the  operation. 
I  considered  her  symptoms  due  to  chronic  urethritis  due  to  gonor- 
rheal infection  of  Skene's  glands.  I  cocainized  and  burned  out 
Skene's  glands  with  the  actual  cautery  with  some  relief  to  her  symp- 
toms. A  year  later  she  returned  with  practically  the  original  symp- 
toms and  I  then  discovered  the  bladder  lesion  and  made  an  excision. 

Case  XXIII,  aged  twenty-five  years,  had  suffered  since  she  was 
twenty  with  symptoms  which  she  did  not  refer  at  all  to  the  bladder. 
She  complained  of  abdominal  pain  which  was  associated  with  fre- 
quency of  voiding  and  for  which  her  physician  had  treated  her  with 
"pelvic  massage"  and  "replacement  of  the  uterus."  One  of  her 
chief  complaints  was  of  a  hot  scalding  pain  in  the  left  perineum,  which 
she  had  been  informed  was  due  to  "inflammation  in  one  of  the 
vaginal  glands."  There  was  no  evidence  that  the  patient  had 
ever  had  an  infection  or  trouble  in  the  glands  about  the  vulva. 

Case  XXIV,  aged  nineteen  years,  had  suffered  with  bladder  symp- 
toms four  years.  She  had  had  attacks  of  tonsillitis  since  a  child  and 
recent  attacks  during  her  stay  of  almost  one  year  under  bladder 
treatment  in  the  Hillman  Hospital,  Birmingham.  At  the  time  of 
her  operation  the  tonsils  were  large  and  inflamed  and  she  had  sev- 
eral necrotic  teeth,  5  of  her  teeth  having  been  extracted  before  our 
operation. 

Case  XXV,  aged  thirty-two  years,  had  suffered  with  bladder 
trouble  for  three  years.  She  had  bad  teeth  and  had  suffered  with 
tonsillitis  for  the  same  length  of  time  that  the  bladder  symptoms 
had  been  present. 

Sex. — My  twenty-five  cases  have  all  occurred  in  women,  my  work 
being  confined  to  this  sex.  Dr.  Geraghty  has  recently  been  finding 
these  cases  in  men,  and  he  thinks  that  their  clinic  has  overlooked 
many  of  this  type  in  the  past  and  sent  them  away  without  permanent 
improvement  after  long  courses  of  various  forms  of  bladder  and  ure- 
thral treatment. 

Age. — In  my  first  eight  cases,  reported  in  the  first  publication, 
the  average  age  of  the  patient  on  consultation  was  thirty-seven 
years;  the  average  duration  of  symptoms  was  seventeen  years,  mak- 
ing the  average  onset  age  twenty  years.  In  my  second  list  of  ten 
cases,  the  average  age  at  consultation  was  44.2  years,  and  the  average 
duration  of  symptoms  ten  and  four-fifths  years,  making  the  average 
age  of  onset  33.4  years.  In  my  last  seven  cases  now  reported  for  the 
first  time,  the  average  age  at  consultation  was  thirty-one  years,  the 
average  duration  of  symptoms  fourteen  years,  the  onset  age  being 
about  seventeen  years. 
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The  entire  series  of  twenty-five  patients  shows  an  average  age  at 
consultation  of  thirty-eight  years  with  an  average  duration  of  symp- 
toms of  thirteen  years,  or  an  average  onset  age  of  twenty-five  years. 

Child-bearing  does  not  seem  to  have  any  relation  to  the  disease, 
thirteen  of  the  twenty-five  patients  having  been  unmarried,  and  of 
the  twelve  married  patients  four  had  not  borne  children. 

Symptoms. — The  chief  symptom  associated  with  this  type  of 
bladder  ulcer  is  pain.  Associated  with  the  pain,  the  other  symptoms 
of  cystitis  occur  in  varying  degree,  namely,  frequency  day  and  night, 
strangury,  burning  and  smarting.  The  pain  is  often  of  the  most 
extreme  grade,  the  patient  complaining  of  a  jabbing  or  stabbing 
knife-like  pain  or  of  a  sensation  of  a  jagged,  sharp  foreign  body  in 
the  bladder.  In  Case  VIII  the  patient  often  had  such  extreme 
urgency  that  she  had  to  leave  a  street-car  in  order  to  enter  the  nearest 
house  and  ask  for  permission  to  void.  In  Case  VI  the  patient  ex- 
pressed the  urgency  of  her  pain  by  saying  that  if  she  were  crossing 
the  street  and  an  automobile  were  bearing  on  her  at  the  time  of 
getting  one  of  her  knife-like  stabs  in  the  bladder,  she  would  have  to 
drop  in  her  tracks  and  allow  the  automobile  to  run  over  her. 
Case  XX  remembers  that  as  a  school  girl  a  sharp  cutting  pain  in  the 
bladder  would  strike  her  suddenly,  forcing  her  to  take  a  squatting 
position  and  then  rise  on  her  heels  in  the  effort  to  check  the  pain. 
In  walking  she  favors  the  right  hip  and  explains  this  by  saying  that 
she  "must  keep  the  right  half  of  the  bladder  as  quiet  as  possible." 
When  at  her  worst  she  cannot  get  out  of  a  chair,  or  off  a  street-car, 
or  out  of  bed  without  first  grasping  something  to  steady  herself. 
For  a  time  she  had  special  straps  on  her  bed  to  draw  herself  into  the 
erect  posture  on  getting  up.  In  Case  111,  the  patient,  when  at  her 
worst,  could  not  allow  people  to  walk  across  the  room  in  which  she 
was  sitting  because  of  the  increased  pain  from  the  vibration  of  the 
floor.  One  is  at  a  loss  to  describe  the  misery  of  these  patients 
without  selecting  such  descriptions  from  the  patients  themselves. 

The  pain  is  often  referred  to  some  other  portion  of  the  pelvis, 
particularly  to  the  rectum.  The  pain  is  often  increased  after  eating, 
probably  owing  to  the  increased  peristalsis.  It  is  increased  when 
there  is  "gas  on  the  bowels"  or  when  the  patient  is  constipated,  and 
just  before  and  during  stools,  probably  because  of  the  fecal  matter's 
passing  by  the  tender  peritoneum  located  over  the  diseased  area  of 
the  bladder  wall. 

Pain  referred  to  the  hip  corresponding  to  the  side  of  the  open 
ulcer  is  not  uncommon.  Pain  in  the  perineum  is  common.  The 
patients  often  say  they  must  sit  down  in  a  particular  manner,  resting 
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mostly  on  one  hip,  or  sitting  on  the  edge  of  the  chair.  Turning  in 
bed  at  night  may  bring  on  severe  pain  and  awaken  the  victim.  In 
other  words,  these  patients  are  in  a  constant  state  of  muscular  ten- 
sion in  an  effort  to  "splint"  the  bladder  and  give  it  no  undue  move- 
ment or  jarring. 

The  rectal  symptoms,  together  with  a  failure  of  a  diagnosis,  some- 
times convinces  the  patient  that  a  cancer  of  the  bowel  is  developing. 
It  is  largely  because  of  these  referred  pains,  and  the  failure  to  make  a 
diagnosis,  that  these  patients  are  so  often  operated  on  for  other 
supposed  lesions. 

One  sees  an  occasional  patient  with  this  type  of  bladder  lesion 
in  which  the  extreme  degree  of  pain  is  not  a  striking  feature.  Case 
XXIII  mentioned  above,  and  now  under  observation,  was  first 
seen  in  March,  19 13,  when  she  made  no  mention  of  her  bladder  as 
the  seat  of  trouble.  She  had  complained  for  five  years  of  abdominal 
pain  which  was  often  associated  with  frequency  of  voiding,  and  of  a 
pain  in  the  left  perineum  which  she  had  been  told  was  due  to  inflam- 
mation of  one  of  her  "vaginal  glands."  On  finding  a  few  ery- 
throcytes and  leukocytes  in  the  urine,  I  examined  the  bladder 
and  found  what  appeared  to  be  a  slight  superficial  inflammation 
of  the  mucosa.  I  suspected  that  this  case  belonged  to  the  type  under 
discussion  but  gave  up  this  idea  when  the  patient  seemed  to  get 
perfectly  well  after  a  few  bladder  instillations  of  silver  nitrate.  1 
did  not  see  the  patient  again  until  early  this  year  when  she  was 
again  complaining  of  some  symptoms  of  abdominal  pain  and  perineal 
distress,  and  examination  revealed  the  typical  picture  of  elusive 
ulcer.  The  patient  in  the  intervening  five  years  had  suffered  some  dis- 
comfort but  not  enough  to  cause  her  to  return  for  treatment.  Again 
a  few  instillations  of  silver  nitrate  made  her  comfortable  and  restored 
the  bladder  mucosa  to  a  normal  appearance,  but  if  cystoscopy  is 
prolonged  or  if  the  vertex  mucosa  is  slightly  disturbed  with  a  cotton 
pledget,  there  appears  definite  evidence  of  congestion.  Even  with 
the  perfectly  normal  appearing  mucosa  the  urine  on  being  carefully 
centrifuged,  always  shows  an  occasional  erythrocyte  and  leukocyte. 

Case  XXV  with  similar  slight  disturbances  in  the  appearance  of 
the  bladder  mucosa  has  had  recrudescence  of  symptoms  for  the 
past  three  years,  being  relieved  each  time  with  a  few  instillations  of 
silver  nitrate. 

We  do  not  propose  operation  for  these  two  patients  as  long  as 
they  can  be  relieved  so  easily,  in  spite  of  the  fact  that  their  lesions 
now  seem  rather  widespread  in  the  vertex  and  the  catheterized 
urine  shows  the  typical  picture. 
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Urine  Examination. — The  diagnostic  feature  of  the  Fenwick  type 
of  ulcer  are  pain  and  hemorrhage.  Only  one  of  our  twenty-five 
patients  reported  having  seen  blood  in  the  urine. 

The  urine  is  macroscopically  crystal  clear  except-  for  a  mucin 
cloud  in  suspension;  a  hurried  microscopic  examination  may  readily 
miss  the  few  erythrocytes  practically  always  present.  In  a  sus- 
pected case  one  should  always  settle,  pipet  and  centrifuge  the  urine. 
We  still  hear  the  expression  "an  occasional  leukocyte  and  an 
occasional  red  blood  corpuscle,  not  enough  to  indicate  any 
trouble."  As  long  as  clinicians  take  this  attitude,  these  cases  will 
be  undiagnosed. 

While  treating  these  patients  we  can  occasionally  get  the  ulcer 
to  heal  temporarily;  at  such  times  we  may  be  unable  by  the  most 
careful  microscopic  search  to  find  a  pathologic  element  in  the  urine. 
At  the  patient's  next  visit  a  week  later  we  are  very  likely  to  find  the 
usual  few  leukocytes  or  erythrocytes  or  both. 

Pathology.— The  histologic  study  of  specimens  removed  at  opera- 
tion shows  a  fairly  uniform  picture  in  all  cases.  It  is  a  picture 
of  chronic  inflammation  involving  all  coats  of  the  bladder  and  ex- 
tending over  the  wide  area  which  at  operation  shows  the  edematous 
thickening.  At  the  site  of  the  minute  ulcer  there  is  loss  of  the  epi- 
thelial coat  and  the  underlying  mucosa  shows  the  granulation 
tissue  characteristic  of  an  active  ulcer.  Other  sections,  taken 
from  what  appears  to  be  an  ulcer  in  the  gross  specimen,  show  an 
abrupt  ending  of  the  epithelial  layer  at  the  edge  of  an  area  that  is 
evidently  undergoing  healing,  and  here  the  mucosa  layer  is  less 
richly  supplied  with  capillaries,  and  is  much  like  the  mucosa  beneath 
the  epithelial  covering,  showing  a  preponderance  of  connective 
tissue  and  infiltration  of  small  round  cells  and  leukocytes.  Such  a 
healing  area  may  be  covered  by  a  single  layer  of  cuboidal  cells. 

In  several  of  our  sections  we  find  depressed  areas  in  the 
mucosa  which  have  apparently  become  filled  with  fibrin  or  serum, 
and  in  the  bottom  of  which  new  epithelium  is  growing.  One 
specimen  shows,  extending  across  the  depression,  a  protecting  bridge 
in  which  can  be  traced  organized  tissue,  including  blood-vessels. 
In  general,  the  transitional  type  of  epithelium  has  changed  to  a 
flattened  horizontal  type. 

It  is  interesting  to  find  on  the  histologic  examination  that  broad 
areas  of  the  mucosa  may  be  denuded  of  the  epithelial  coat  even 
though  the  cytoscopic  picture  showed  only  a  small  ulcer  area.  It  is 
possible  that  this  wide  loss  of  epithelium  is  an  artefact  due  to  the 
trauma  during  operation  or  during  the  preparation  of  the  specimen. 
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A  thickening  of  the  basement  membrane  is  a  prominent  feature 
in  some  cases.  Apparently  this  basement  membrane  thickening  is 
not  dependent  on  the  absence  of  the  epithelial  layer,  but  appears 
as  well  beneath  the  areas  covered  with  epithelium. 

In  Case  111  there  occur  mar.y  of  the  so-called  "glands  of  the  blad- 
der" lined  with  goblet  cells.  The  significance  of  these  will  be  dis- 
cussed in  our  future  full  pathologic  report. 

The  mucosa  layer  in  the  neighborhood  of  the  ulcer  shows  an  in- 
crease in  the  number  and  size  of  the  capillaries,  varying  in  the  dif- 
ferent specimens.  The  capillaries  are  often  stuffed  with  leukocytes, 
as  are  many  of  the  lymph  spaces.  There  are  some  enlarged  lymph 
spaces  crowded  with  lymphoid  cells  and  leukocytes,  and  where  these 
are  seen  lying  beneath  the  normal  epithelium  near  the  ulcer,  they  at 
first  suggest  the  picture  of  tubercle.  There  is  an  appearance  of 
hyalin  degeneration  in  some  areas,  and  in  some  of  the  sections 
the  edema  causes  rarefication. 

It  is  important  to  note  that  the  presence  of  leukocytes  stuffing 
the  vessels  in  these  specimens  probably  has  no  pathologic  signifi- 
cance. Preparations  representing  a  section  of  bladder  wall  which 
I  removed  from  a  patient  who  had  never  had  a  history  of  cystitis, 
show  the  presence  of  a  great  many  leukocytes  in  spite  of  the  fact 
that  the  specimen  was  removed  with  as  great  rapidity  and  with  as 
little  trauma  as  possible,  and  was  fixed  in  formaldehyd  solution 
at  once. 

The  muscularis  mucosae  seems  to  be  hypertrophied  in  most  of 
the  specimens. 

The  muscle  coat  shows  enlarged  lymph  spaces  filled  with  small 
round  cells;  these  spaces  as  well  as  some  of  the  blood-vessels  of  the 
muscle  coat,  contain  many  leukocytes.  Immediately  beneath  the 
ulcer,  the  muscle  in  places  shows  invasion  and  breaking  up  by  the 
inflammatory  process. 

The  peritoneum,  subtending  a  diseased  area,  shows  decided 
thickening. 

Diagnosis. — This  depends  upon  careful  anamnesis,  accurate 
examination  of  the  urine,  most  painstaking  cystoscopy,  and  if  a 
lesion  is  found  concerning  the  nature  of  which  there  exists  some 
doubt,  the  final  diagnosis  is  deferred  until  it  is  found  that  all  ordinary 
methods  of  treatment  are  futile. 

So  far  as  I  know,  there  is  no  form  of  bladder  inflammation  or 
ulceration  that  presents  an  absolutely  characteristic  clinical  history 
or  cystoscopic  picture.  The  process  under  discussion  is  no  exception 
to  the  rule. 
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The  patient's  recital  of  the  insidious  onset  without  apparent 
antecedent  cause,  and  the  long  duration  in  spite  of  various  forms  of 
treatment,  make  one  think  at  once  of  tuberculous  disease.  This  is 
excluded  as  soon  as  one  finds  macroscopically  clear  urine  associated 
with  such  a  long  history,  and  absence  of  any  sign  of  disease  of  the 
kidney  or  ureter. 

In  patients  suffering  with  chronic  urethritis  one  sometimes  gets  a 
history  of  serious  symptoms  simulating  cystitis.  The  presence  of 
microscopic  pus  or  blood  or  of  both  in  urine  catheterized  from  women, 
makes  one  certain  that  he  is  dealing  with  something  more  than  a 
urethritis.  Rarely  one  gets  a  few  blood  cells  from  trauma  to  the 
sphincter  region  during  insertion  of  a  catheter. 

I  have  learned  by  experience  to  suspect  the  presence  of  this  lesion 
when  I  am  consulted  about  any  patient  who  has  suffered  for  years 
with  symptoms  chiefly  referred  to  the  bladder,  but  varied  enough 
in  character  to  have  led  to  a  number  of  operations  without  relief  of 
the  symptoms.  If  such  an  outline  of  trouble  ends  with  the  state- 
ment that  "there  has  never  been  anything  of  importance  in  the 
urinary  findings,  only  at  times  a  few  leukocytes  or  red  cells,"  my 
suspicion  is  changed  to  a  practical  certainty. 

Thirteen  of  the  twenty-five  patients  had  had  a  total  of  twenty-seven 
operations  directed  toward  the  relief  of  their  symptoms.  These 
operations  were  largely  futile  because  of  a  failure  to  make  a  proper 
diagnosis.  I  operated  in  Case  II,  doing  a  perineal  repair  and  supra- 
vaginal hysteromyomectomy,  and  in  Case  IV,  removing  an  atrophic 
appendix,  and  in  Case  XXII,  destroying  Skene's  glands  with  the 
cautery,  before  discovering  that  the  patients'  chief  symptoms  were 
due  to  this  type  of  bladder  inflammation. 

Treatment. — After  an  experience  with  twenty-five  cases,  covering 
a  period  of  eighteen  years  since  treating  the  first  patient,  and  a  period 
of  ten  years  since  seeing  the  second  patient  and  beginning  to  make  a 
special  study  of  this  type  of  bladder  inflammation,  1  believe  it  safe 
to  say  that  no  form  of  treatment  will  suffice  in  these  cases  except 
complete  excision  of  the  inflammatory  area. 

In  Case  11,  the  patient  is  still  under  observation  after  ten  years 
of  intermittent  treatment,  and  her  cystoscopic  picture  has  remained 
practically  constant,  the  symptoms  being  alleviated  materially  when 
she  persists  in  having  an  application  of  io  per  cent,  solution  of  silver 
nitrate  once  in  six  weeks.  From  the  first  there  has  been  a  minute 
area  of  ulceration  in  the  upper  left  vertex  of  the  bladder  close  back 
of  the  symphysis.  When  the  symptoms  have  been  aggravated, 
there  has  been  some  edema  about  this  ulcer  area,  and  in  addition 
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an  area  of  edema  3  or  4  cm.  in  diameter  in  the  middle  vertex.  When 
the  symptoms  have  been  alleviated  after  a  systematic  course  of 
treatments,  the  ulcer  area  on  two  or  three  occasions  has  seemed  to 
be  healed,  and  could  then  be  identified  only  by  a  slight  congestion. 
On  such  occasions  the  urine  after  careful  centrifugation  has  been  en- 
tirely free  from  pathologic  elements.  This  "healed"  condition  has 
never  been  seen  on  two  successive  examinations,  and  the  patient 
has  never  been  entirely  free  from  symptoms.  She  has  had  persis- 
tent courses  with  instillations  twice  a  week  with  mercuric  solution 
1:10.000  and  with  silver  nitrate  solution  1:500,  but  the  most  effect- 
ive treatment  has  been  with  applications  of  10  per  cent,  silver  ni- 
trate solution  about  once  in  four  or  six  weeks.  She  was  53  years  of 
age  when  first  seen,  and  then  had  a  repair  of  the  outlet  and  supra- 
vaginal hysteromyomectomy  before  the  true  cause  of  her  symptoms 
was  discovered,  and  she  has  since  preferred  the  comparative  relief 
obtained  by  local  treatments  to  the  prospects  of  another  operation. 

In  two  other  cases  (X  and  XI11)  the  patients,  aged  sixty-eight 
and  fifty-seven,  respectively,  have  not  been  operated  on  because  of 
their  age  and  general  condition.  In  Case  X  the  patient  was  treated 
in  two  consecutive  summers  by  local  applications  of  silver  nitrate, 
and  has  not  been  seen  for  two  years  but  she  still  has  bladder  symp- 
toms. In  Case  XI11  the  patient  has  had  systematic  treatment 
for  more  than  two  years  with  instillations  given  at  home  by  her 
daughter,  1  ounce  of  1 :5oo  silver  nitrate  solution  being  used  twice 
a  week.  In  addition,  she  has  had  occasional  applications  of  10  per 
cent,  silver  nitrate  solution.  She  has  a  small  ulcer  on  each  lateral 
wall  rather  near  the  base,  and  an  edematous,  angry,  red  area  across 
the  anterior  wall  of  the  bladder.  The  ulcers  have  been  temporarily 
improved  and  the  symptoms  apparently  benefited  by  the  use  on  two 
occasions  of  the  actual  cautery  wire. 

Of  my  new  list  of  seven  cases  I  am  still  treating  Cases  XIX, 
XXIII  and  XXV.  Case  XIX,  sixty  years  of  age,  has  suffered 
with  bladder  symptoms  since  she  was  eleven.  At  the  age  of  eighteen 
she  was  advised  oophorectomy  by  a  prominent  gynecologist  of 
Philadelphia,  and  at  the  age  of  thirty-five  oophorectomy  was  per- 
formed without  relief  of  symptoms.  At  forty-seven  years  she  was 
operated  for  gall-stones,  and  at  fifty-six  years  for  appendicitis,  an 
at  fifty-seven  for  intestinal  adhesions.  None  of  these  operations 
had  given  relief.  She  had  had  several  operations  for  antrum  trouble 
and  had  suffered  with  arthritis.  I  first  began  applications  about 
once  a  month  with  10  per  cent,  silver  nitrate  solution  which  gave 
great  relief  to  the  symptoms  but  the  linear  ulcer  in  the  posterior 
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vertex  region  changed  but  little  in  appearance.  I  then  began 
cauterizing  the  ulcer  about  once  in  two  months  with  the  pencil  of 
lunar  caustic  and  this  treatment  has  been  persisted  in  for  the  past 
year,  and  the  patient  says  she  is  practically  well  as  compared  with 
her  extreme  suffering  since  she  was  eleven  years  of  age.  She  arises 
to  void  three  or  four  times  at  night  as  compared  with  the  almost 
sleepless  nights  she  formerly  endured.  The  linear  ulcer,  formerly 
about  3  cm.  long  and  2  mm.  wide,  is  now  replaced  by  a  white  scar 
tissue  ridge  with  but  two  or  three  minute  hemorrhagic  points  which 
are  still  being  treated  with  the  stick  silver. 

Cases  XXIII  and  XXV,  mentioned  above  as  being  unusual 
because  of  their  mild  symptoms,  now  consider  themselves  practi- 
cally well,  but  still  have  their  wide  congestion  areas  in  the  vertex, 
and  will  undoubtedly  need  further  treatment. 

The  other  nineteen  cases  have  all  had  excision  of  the  diseased  area. 
In  Case  IX  the  patient  died.  I  had  observed  in  the  after  treatment 
of  three  successive  patients  operated  on  before  Case  IX  that  there 
was  complete  incontinence  for  three  or  four  days  after  operation, 
all  the  urine  escaping  through  the  urethra  in  spite  of  the  suprapubic 
drainage.  This  led  me  in  Case  IX  to  omit  the  drainage  tube,  and  the 
resected  bladder,  when  closed,  held  but  about  1  ounce.  The  nurse 
in  charge  failed  to  report  that  the  patient  was  not  having  incontinence 
and  she  was  in  great  distress  for  seven  hours  until  catheterized  of 
50  cc.  of  urine.  After  the  first  catheterization  the  patient  had 
incontinence.  On  the  second  day  the  patient  began  to  have  hemor- 
rhage from  the  suprapubic  drainage  tract  and  we  feared  to  start  the 
drains  until  the  fourth  day.  There  was  then  a  gush  of  what  appeared 
to  be  a  pint  of  urine  and  blood  which  had  been  accumulating  under 
pressure  in  the  pre-vesical  space.  It  is  probable  that  some  of  this 
fluid  had  leaked  through  the  peritoneal  wound  and  set  up  a  low-grade 
peritonitis  from  which  the  patient  died  on  the  sixth  day. 

In  the  other  eighteen  excision  cases,  with  the  exception  of  Case 
V,  the  patients  have  had  wonderful  recoveries  from  their  previously 
miserable  existence,  and  they  form  a  group  of  most  appreciative 
and  grateful  patients.  In  Case  V,  the  edema  area  disclosed  at 
operation  spread  low  over  the  base  of  the  bladder,  and  to  have 
excised  beyond  the  edema  line  would  have  necessitated  working 
close  to  the  ureters.  This  was  the  first  case  in  which  I  performed 
operation,  Dr.  Kelly  having  operated  in  Case  I  seven  years  pre- 
viously, after  I  had  made  the  diagnosis  of  ulcer  and  had  treated  the 
patient  by  various  methods  for  more  than  five  years. 

Case  V  being  my  first  operative  case  for  this  type  of  ulcer,  I 


386  huxxer:  elusive  ulcer  of  the  bladder 

did  not  appreciate  the  significance  of  the  widespread  edema  area, 
and  undoubtedly  left  a  portion  of  this.  Our  operation  experience 
with  these  cases  and  subsequent  microscopic  studies  have  taught 
that  the  edema  is  coexistent  with  the  chronic  infiltration  of  the  blad- 
der wall.  It  is  probable  that  the  patient  will  again  develop  ulcer 
and  symptoms  if  the  excision  fails  to  include  the  entire  edema  area. 

In  Case  V,  the  patient  had  a  good  convalescence,  and  seven  weeks 
after  operation  reported:  "I  have  been  home  three  weeks  now  and 
am  still  improving.  I  get  up  about  three  times  every  night;  oc- 
casionally it  has  been  only  once.  When  I  came  home  I  was  voiding 
only  3  ounces,  and  now  I  have  increased  to  7  ounces."  A 
week  later  the  patient  wrote  me,  in  distress,  that  her  old  pains 
had  returned  and  that  the  bladder  capacity  had  dropped  to  4 
ounces.  She  is  still  suffering,  five  years  after  operation,  and  refuses 
to  return  for  another  excision,  although  her  physician  reports  that 
there  is  only  a  "tiny  red  spot"  in  the  bladder.  As  incredible  as  it 
may  seem,  this  patient  was  operated  on  one  year  after  my  bladder 
operation  for  "a  fibroid  tumor  pressing  on  the  left  side  of  the  blad- 
der.'- Among  the  four  operations  she  had  had  before  I  saw  her 
was  one  abdominal  section  for  "fibroid  tumor  pressing  on  the  blad- 
der." 

As  stated  before,  the  cystoscopic  picture  in  one  of  these  bladder 
ulcers  is  not  sufficiently  characteristic  to  justify  one  in  operating  on 
a  patient  on  the  evidence  gained  by  cystoscopy  alone,  and  I  trust 
that  this  paper  will  not  lead  to  the  removal  by  operation  of  bladder 
ulcers  that  should  be  treated  by  other  methods. 

I  am  becoming  more  and  more  radical  in  advising  the  removal  of 
other  types  of  ulcer.  At  times  we  are  able  to  cure  a  general  cysti- 
tis, with  the  exception  of  one  ulcer  area  which  seems  to  persist  in- 
definitely in  spite  of  various  local  applications.  If  such  an  ulcer  is 
located  in  the  upper  portion  of  the  bladder  where  it  is  easily  acces- 
sible to  operation,  and  if  it  refuses  to  heal  even  after  the  use  of 
the  actual  cautery,  I  consider  its  excision  a  much  more  conserva- 
tive and  much  more  certain  method  of  treatment  than  the  making 
of  a  vesicovaginal  fistula.  Another  type  of  persistent  chronic 
ulcer,  fortunately  of  rare  occurrence,  is  one  which  persists  for  years 
after  the  removal  of  a  tuberculous  kidney.  It  is  not  so  uncommon  to 
have  cystitis  symptoms  persist  for  one,  two  or  three  years  after  the 
removal  of  a  tuberculous  kidney,  but  this  is  usually  due  to  in- 
filtration about  the  ureterovesical  region,  which  eventually  heals. 
On  rare  occasions  a  solitary  ulcer  will  persist  in  the  vertex  of  the 
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bladder   and  perpetuate   the  patient's  preoperative  symptoms  of 
cystitis  indefinitely.     Such  an  ulcer  should  be  excised. 

Given  a  patient  who  has  had  years  of  bladder  misery  in  spite  of 
many  courses  of  systematic  bladder  treatment,  who  has  macroscopi- 
cally  clear  urine,  free  from  infection,  but  containing  blood  and 
leukocytes,  and  whose  cystoscopic  examination  reveals  one  or  more 
minute  ulcers,  one  is  justified  in  making  a  diagnosis  of  this  type  of 
ulceration. 

Usually  patients  with  a  minute  bladder  ulcer  have  not  had  sys- 
tematic treatments  because  the  ulcer  has  been  overlooked  in  spite 
of  their  ulcer  history.  For  this  reason  it  will  be  safer  for  those  who 
have  not  had  experience  with  these  cases  first  to  subject  the  patient 
to  more  conservative  forms  of  treatment  before  making  a  final 
diagnosis.  I  have  thus  treated  the  patients  on  whom  I  have  not 
operated:  Case  II,  ten  years;  Case  X,  during  two  successive  summers; 
Cases  XIII,  over  two  years.  In  none  of  them  has  there  been  more 
than  an  amelioration  of  the  symptoms,  and  in  none  has  there  been 
an  appreciable  change  in  the  bladder  lesion.  Of  the  patients  on 
whom  I  operated,  I  treated  with  like  results  Case  I,  intermittentlv 
for  five  years,  Case  VII  and  VIII  systematically  for  more  than 
a  year,  Case  XI  once  a  week  for  two  months,  and  Case  IX  intermit- 
tently for  a  year. 

Except  in  Case  I,  the  diagnosis  was  made  promptly,  and  the  long 
courses  of  treatment  before  operation  were  due  in  Case  IX  to  the 
patient's  reluctance  to  undergo  an  operation,  and  in  the  other  cases 
to  a  deliberate  postponing  in  an  effort  to  test  the  effects  of  various 
methods  of  treatment. 

Case  I,  before  her  ulcer  excision  by  Dr.  Kelly,  had  been  treated 
for  five  years,  the  treatments,  at  first  being  directed  chiefly  toward 
her  chronic  urethritis.  She  also  had  courses  of  overdistention 
of  the  bladder  by  the  Young  method  in  which  the  bladder  capacity 
could  be  raised  from  her  usual  i  to  2  ounces  up  to  20  ounces. 
This  overdistention  method  gave  temporary  relief  only,  and 
within  a  few  weeks  the  patient  would  return  with  her  reduced 
capacity. 

Case  XX  had  been  operated  elsewhere  for  the  establishing  of  a 
suprapubic  fistula  and  was  comfortable  while  this  was  draining  but 
began  with  her  old  symptoms  as  soon  as  the  drainage  closed. 

The  diagnostic  features  in  this  form  of  bladder  inflammation  are 
so  clear  in  most  cases  that  one  is  not  justified  in  allowing  the  patient 
to  continue  suffering  under  ordinary  methods  of  treatment  unless  the 
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patient  objects  to  operation  or  has  some  other  factor,  such  as  ad- 
vanced age,  or  heart  or  lung  disease,  to  contraindicate  operation. 

No  better  evidence  can  be  adduced  as  to  the  extent  of  the  suffering 
of  these  patients  than  to  see  them  willingly  accept  another  operation 
as  the  possible  way  out,  even  when  they  have  been  through  from  one 
to  live  operations  with  similar  hopes  of  relief. 

My  conservative  treatments  consisted  of  instillations,  local  ap- 
plications and  the  use  of  the  high-frequency  current  and  the  actual 
cautery  wire.  The  instillations  consisted  of  as  strong  solution  of 
mercuric  chlorid  (usually  1:10,000)  or  of  silver  nitrate  (usually 
1 1500)  as  the  patient  could  bear,  1  ounce  of  the  solution  being  left  in 
the  bladder  twice  a  week.  This  treatment  can  be  carried  out  by  a 
nurse  at  the  patient's  home.  Local  applications  were  made  of  some 
strong  cauterizing  agent  about  every  four  to  six  weeks.  For  these  we 
use  pure  phenol  (carbolic  acid),  the  silver  stick  or,  as  has  usually 
proved  most  satisfactory,  the  10  per  cent,  silver  solution.  The  high- 
frequency  current  has  been  tried  twice  on  one  patient  and  once  on 
another,  and  both  patients  refused  to  have  further  treatments  by 
this  method  because  of  the  after-pain.  In  contrast  to  this  result  it  is 
rather  curious  that  the  actual  cautery  wire,  used  on  two  of  these 
patients,  has  given  satisfaction  as  regards  the  amelioration  of  symp- 
toms, but  we  have  not  seen  an  ulcer  of  this  type  show  increased 
tendency  to  heal  after  the  use  of  the  cautery;  while  for  the  chronic 
ulcer  following  an  infected  cystitis,  this  has  usually  proved  a  valuable 
method  for  getting  the  deep  slough  necessary  for  final  healing. 

When  we  study  the  excised  specimens  microscopically,  and  see  the 
widespread  chronic  infiltration  and  inflammation  of  all  coats  of  the 
bladder  wall,  we  are  not  surprised  that  excision  is  the  only  method  of 
cure. 

Will  Excision  Result  in  Permanent  Cure? — This  question  becomes 
of  prime  importance  when  we  consider  the  gravity  of  such  an 
extensive  operation  as  that  required  by  most  of  these  patients.  While 
the  results  to  date  have  been  most  gratifying,  I  must  now  report  that 
within  the  past  year  three  more  of  my  cases  have  returned  with 
increasing  bladder  symptoms  and  with  urinary  and  cystoscopic 
appearances  suggesting  a  return  of  the  elusive  ulcer.  Case  V  whom 
I  have  not  seen  since  operation  nearly  five  years  ago  has  been 
mentioned  above  as  having  a  probable  recurrence. 

Case  III,  aged  forty-five  years,  first  seen  January  9,  1913,  com- 
plained of  "bladder  trouble  all  her  life"  and  was  treated  for  two 
acute  attacks  before  her  marriage  at  twenty-five  years  of  age.  She 
had  tonsillitis  at  that  time.     Recently  there  had  been  spasms  of 
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pain  keeping  the  patient  in  bed  most  of  the  time.  She  had  three 
children,  they  youngest  nine  years  of  age.  Two  years  ago  a  repair  of 
the  outlet  and  suspension  of  the  uterus  was  done  hoping  to  have  the 
bladder  symptoms  relieved.  There  was  no  improvement.  I  treated 
the  patient  intermittently  until  November,  1914,  the  best  results 
being  obtained  by  local  applications  of  10  per  cent,  silver  nitrate 
solution  about  every  six  weeks.  At  her  own  suggestion  excision 
was  done  November  7,  19 14,  a  relatively  small  area  of  edema  5  X 
3  cm.  being  found  and  the  bladder  wall  was  taken  1  cm.  beyond  this 
area. 

The  patient  was  next  seen  on  March  18,  1915,  four  months  after 
the  operation.  There  were  no  further  bladder  symptoms.  She 
voided  once  at  night  if  she  drank  an  extra  quantity  of  water.  She 
feels  better  and  stronger  than  for  15  years  and  wishes  she  had  had  the 
operation  sooner.  Recently  she  took  an  auto  ride  of  84  miles 
without  apparent  influence  on  the  bladder.  Examination  showed 
some  congested  vessels  in  the  region  of  the  operation  scar,  but  the 
bladder  would  have  passed  for  normal  if  one  had  not  known  of  the 
operation.  The  urine  showed  a  few  epithelial  cells,  a  few  leukocytes 
and  a  few  rod  bacilli.  The  patient  bad  returned  home  with  the  usual 
postoperative  colon  bacillus  infection  and  had  instructions  for  taking 
instillations  until  this  infection  cleared,  but  she  had  felt  so  well 
that  she  neglected  further  treatment. 

She  was  next  seen  May  24, 1915,  after  having  taken  10  instillations 
of  silver  nitrate  solution  1  :iooo.  There  were  no  bladder  symptoms. 
The  bladder  was  not  examined.  The  urine  showed  a  few  epithelial 
cells  and  a  very  few  leukocytes.  Slant  agar  culture  was  negative. 
The  patient  was  last  seen  Nov.  22,  1917.  She  had  been  perfectly 
comfortable  for  over  a  year  following  the  operation  and  "could 
hold  the  urine  as  long  as  anyone,"  and  did  not  arise  at  night.  About 
April,  1916,  she  began  to  have  a  little  burning  before  voiding  and 
for  some  time  after  voiding,  and  later  began  to  void  more  frequently. 
She  soon  developed  sharp  sticking  pains  and  had  to  be  careful  in 
sitting  down  in  a  certain  way  to  avoid  the  jabbing  pains.  These  have 
not  compared  in  severity  with  the  preoperative  pains  but  they  are 
of  the  same  character.  Now  she  arises  three  to  four  times  at  night 
and  voids  about  each  hour  in  the  day.  At  her  visit  105  cc.  of  urine 
was  catheterized  and  she  said  this  had  made  her  uncomfortable. 
The  urine  was  clear,  negative  to  culture,  and  after  settling,  pipetting, 
and  centrifuging,  it  was  found  to  contain  a  few  epithelial  cells, 
a  few  leukocytes,  and  a  few  erythrocytes. 

Cystoscopy. — At  about  the  site  of  the  former  lesion  in  the  right 
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vertex  there  is  now  an  area  2  to  3  cm.  long  and  1  cm.  wide  which  has  a 
mottled  appearance,  apparently  due  to  the  white  scar  of  the  opera- 
tion interspersed  with  areas  of  an  extra  number  of  minute  vessels. 
There  is  no  evidence  of  ulceration  until  the  area  is  touched  with  the 
end  of  the  metal  aspirator,  when  there  is  slight  oozing  and  the  patient 
says  this  feels  like  the  sore  area.  If  the  symptoms  do  not  improve, 
the  patient  wishes  to  return  for  a  second  excision. 

Case  XI,  aged  forty-five  years,  unmarried,  had  suffered  with  in- 
tense bladder  symptoms  for  fourteen  years,  and  four  years  before 
consultation  had  a  hemorrhoid  operation  without  relief  to  symp- 
toms. She  had  spent  two  periods  of  several  weeks  each  in  the  hospi- 
tal on  treatments  for  the  bladder,  trigonum  and  urethra.  The  chief 
symptoms  are  the  frequency,  necessitating  arising  four  to  five  times 
at  night,  and  voiding  every  fifteen  to  twenty  minutes  in  the  day.  In 
addition  there  is  much  pressure  pain  in  the  right  groin  and  out  in  the 
right  hip.  She  often  has  the  pain  in  the  right  groin  and  hip  when  there 
seems  to  be  no  pain  in  the  bladder.  The  patient  was  first  seen  with 
Dr.  Seegar  April  22,  19 15,  and  after  several  examinations  and  appli- 
cations to  a  minute  ulcer  area  in  the  right  vertex,  an  excision  was 
done  June  9,  191 5.  The  area  of  edema  found  at  operation  was  only 
2X3  cm.  in  extent  and  it  was  so  situated  on  the  right  lateral  and 
anterior  vertex  wall  that  the  peritoneum  was  not  involved,  so  the 
bladder  was  closed  without  drainage.  The  patient  was  seen  August 
5,  191 5,  two  months  after  operation.  She  was  free  from  bladder 
symptoms,  did  not  get  up  at  night,  and  had  no  more  of  the  pressure 
pain  in  the  right  hip-joint.  Cystoscopy  showed  a  normal  appearing 
bladder  except  for  a  slight  red  puckered  scar  area  in  the  right  vertex. 
This  area,  touched  with  a  pledget  of  10  per  cent,  silver  nitrate,  did 
not  bleed,  and  the  patient  said  there  was  no  pain,  while  before  the 
operation  she  could  scarcely  stand  the  pain  caused  by  touching  the 
ulcer  area. 

The  patient  was  last  seen  October  4,  1917,  when  she  reported  that 
she  remained  well  for  about  one  year.  During  the  first  year  she  did 
not  get  up  at  night  and  she  voided  only  two  or  three  times  in  the  day. 
She  first  noticed  that  she  began  getting  up  to  void  once  at  night; 
this  became  more  frequent  and  she  is  now  up  three  to  four  times  at 
night.  Later  she  began  having  shooting  pains  in  the  bladder. 
While  these  have  never  reached  the  severity  of  her  former  pains, 
they  have  been  getting  more  severe  and  the  attacks  now  last  at  times 
for  two  hours.  These  pains  do  not  radiate  from  the  bladder,  and 
she  has  had  no  pain  in  the  groin  or  hip.  The  urine  on  examination 
showed  a  few  leukocytes  and  an  occasional  erythrocyte.     Cystoscopy 
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revealed  an  area  in  the  right  vertex,  measuring  about  1X2  cm.  of 
mixed  mottled  scar  tissue  and  deeply  congested  mucosa,  appearing 
like  the  typical  elusive  ulcer  condition.  On  touching  this  area  with 
10  per  cent,  silver  solution,  there  was  free  oozing  of  blood  from  several 
granulation  areas.  The  patient  promised  to  return  for  local  appli- 
cations and  if  not  improved,  to  have  a  second  resection.  She  has 
not  returned,  but  a  recent  letter  says  she  still  has  about  the  same 
symptoms. 

Case  XII,  aged  fifty-two  years,  was  first  seen  July  13,  191 5. 
She  had  complained  of  severe  bladder  symptoms  for  six  years,  and 
for  the  past  year  had  much  pain  in  the  left  perineum  and  in  the 
adductor  muscles  of  the  left  leg.  These  severe  referred  pains  were 
worse  on  lifting  or  on  stair-climbing.  The  lesions  in  this  case  were 
so  minute  that  we  could  not  decide  on  the  diagnosis  at  the  first  visit 
and  sent  the  patient  home  to  have  instillations  of  silver  nitrate,  one 
ounce  of  the  1  :  500  solution  left  in  the  bladder  twice  a  week.  She 
continued  this  treatment  for  three  months  and  on  her  return  for 
observation,  she  reported  her  symptoms  as  much  improved,  but 
she  was  still  arising  three  to  four  times  at  night,  and  she  had  been 
avoiding  exercise,  walking,  riding,  or  any  jarring  motion,  in  order  to 
escape  the  pain  in  the  perineum.  Cystoscopy  showed  the  bladder 
lesions  rather  more  plainly  than  at  the  first  examination.  We  did 
excision  October  12,  19 15,  and  the  lesions  were  so  widespread  that 
the  peritoneum  had  to  be  opened  and  at  least  three-fourths  of  the 
bladder  was  removed.  The  bladder  was  closed  without  drainage, 
trusting  to  incontinence,  and  she  was  incontinent  until  the  sixth 
day.  By  the  tenth  day  she  was  passing  100  c.c.  at  a  voiding  and 
was  comfortable.  At  my  request  the  patient  returned  for  observa- 
tion on  March  2,  1915,  five  months  after  the  operation.  She  was 
perfectly  well  and  did  not  have  to  void  at  night  unless  she  drank 
an  unusual  amount  of  water.  She  had  gained  in  weight  from  113  to 
127  pounds.  Cystoscopy  did  not  show  a  trace  of  the  former  trouble 
or  of  the  operation.  The  urine  was  perfectly  normal.  The  patient 
returned  in  April,  1917,  eighteen  months  after  operation,  and  said 
that  for  about  two  months  she  had  noticed  a  greater  frequency  and 
at  times  an  aching  in  the  bladder.  She  had  not  had  any  of  her 
former  stabbing  pains  and  had  none  of  the  referred  pains.  The 
urine  was  negative  but  cystoscopy  showed  a  small  congested  area  in 
the  left  lateral  wall.  She  returned  one  month  later  after  eight 
instillations  of  the  1  :  500  silver  nitrate  solution  and  said  that  she 
was  almost  restored  to  her  former  comfort.  Cystoscopy,  however, 
showed  a  few  areas  of  redness  and  increased  vascularization  that 


392  in  xner:  elusive  ulcer  of  the  bladder 

made  one  suspicious  of  a  return  of  her  former  disease.     The  urine 
showed  a  leukocyte  to  about  each  ten  fields  of  the  No.  6  objective. 

This  patient  was  last  seen  October  n,  19 17  when  she  said  she 
was  feeling  very  well,  but  she  reported  voiding  3  to  4  times  at 
night  and  every  two  to  four  hours  in  the  day.  There  were  a  few 
suspicious  points  in  the  bladder  but  none  of  these  bled  on  being 
touched.  The  urine  showed  a  number  of  erythrocytes  and  an  occa- 
sional leukocyte.  A  recent  letter  says,  "  I  have  been  very  well  and 
strong  since  I  last  saw  you.  I  have  never  had  any  return  of  the 
sharp  pains  I  had  before  the  operation,  but  I  do  sometimes  have  a 
little  soreness  in  the  bladder."  At  my  request  she  enclosed  a  chart 
of  her  voidings  for  one  day  and  this  shows  an  interval  of  from  one- 
half  to  two  hours  and  a  capacity  of  80  c.c.  I  think  it  safe  to  say 
that  this  patient  has  a  return  of  her  disease. 

With  16  per  cent,  of  recurrences,  three  of  the  patients  having 
been  free  of  symptoms  over  one  year  after  operation,  we  may 
reasonably  expect  a  larger  percentage  of  recurrences  after  our  more 
recent  list  of  cases  has  a  longer  postoperative  interval. 

Are  we  justified  in  performing  such  an  extensive  operation  if 
there  will  be,  say,  a  possible  25  per  cent,  of  the  patients  with  a 
return  of  the  disease?  Each  of  the  three  patients  above  classified 
as  a  recurrent  case,  has  expressed  herself  as  more  than  satisfied  with 
the  operation  because  of  the  resulting  one  year  of  complete  relief, 
and  none  of  them  seems  at  all  discouraged  over  her  present  condition 
because  it  is  so  far  more  comfortable  than  her  anteoperation  period. 

It  is  possible  that  their  former  miseries  will  be  approximated  in 
the  future,  in  which  case  I  am  sure  either  of  these  patients  would 
ask  for  another  resection. 

If  these  recurrences  had  all  resulted  in  cases  with  very  extensive 
resections,  I  would  be  inclined  to  attribute  them  to  incomplete 
resection  of  the  edema  area. 

In  Case  V,  whose  recurrence  of  symptoms  developed  within  two 
months  of  the  operation,  I  know  some  of  the  edema  area  near  the 
trigonal  region  was  left  at  operation. 

In  Case  XII  the  probabilities  of  having  left  some  disease  are  high, 
for  the  operation  records  show  that  we  removed  three  large  sections 
of  bladder  wall,  in  other  words,  that  we  failed  at  first  to  outline  the 
entire  extent  of  the  edema  area. 

In  Cases  III  and  XI,  on  the  other  hand,  we  did  comparatively 
small  resections  and  took  a  full  centimeter  of  normal  looking  mucosa 
beyond  the  edema  area. 

Operative  Technic. — The  excision  is  done  through   a   suprapubic 
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incision.  To  facilitate  the  finding  and  handling  of  the  bladder,  it  is 
left  full  of  air  if  cystoscopy  has  just  been  done  in  the  knee-breast 
posture,  or  it  is  distended  with  sterile  fluid  just  before  operation. 

If  possible,  the  operation  is  kept  extraperitoneal.  This  can 
be  accomplished  in  those  cases  in  which  the  disease  is  confined  to  the 
vertex  and  anterior  wall.  If  the  disease  involves  a  portion  of  the 
bladder  covered  by  peritoneum,  it  is  possible  in  some  cases  to  sepa- 
rate the  involved  peritoneum;  but  more"  often  the  attempt  at  separa- 
tion results  in  an  opening  into  the  peritoneum  or  into  the  bladder. 

Experience  has  taught  that  the  best  method  of  separating  the 
peritoneum  is  first  to  brush  back  the  vertex  portion  as  far  as  it  will 
go  with  ease;  then,  instead  of  persisting  in  trying  to  carry  this 
separation  farther  down  the  posterior  wall  from  the  vertex,  one  should 
next  free  the  lateral  walls  and  attempt  to  get  down  near  the  ureter 
regions  on  both  sides.  From  near  the  base  in  the  lateral  or  ureter 
regions  one  can  work  toward  the  midline  about  the  base  of  the  blad- 
der; and  after  separating  the  peritoneum  in  the  utero  vesical  region 
one  can  finally  come  forward  on  the  posterior  wall  until  the  entire 
peritoneum,  except  the  urachus  portion,  is  freed.  The  freeing  of 
the  urachus  portion  can  be  done  with  less  danger  of  entering  the 
peritoneum  if  done  as  the  final  stage  in  the  separation  than  if  under- 
taken as  the  first  step.  If  it  is  found  at  any  point  that  the  perito- 
neum cannot  be  separated  from  the  bladder  wall,  it  is  best  to  con- 
tinue the  separation  at  other  points  until  all  the  peritoneum  that 
will  separate  easily  is  free.  Then  one  enters  the  peritoneum  with  a 
free  opening  and  packs  off  the  peritoneal  contents  with  an  abundance 
of  hot  salt  solution  gauze  pads  before  entering  the  bladder. 

One  always  tries  to  determine  by  cystoscopy  where  the  first 
opening  into  the  bladder  should  be  made  in  order  to  avoid  the  inflam- 
matory area.  If  the  redness  and  the  edema  of  the  bladder  mucosa 
have  extended  over  the  anterior  wall  of  the  bladder  to  within  i  or 
2  cm.  of  the  sphincter  urethrse,  it  is  well  to  make  the  first  incision 
as  near  the  urethra  as  can  safely  be  done  without  taking  the  sphincter. 

If  the  preliminary  cystoscopic  studies  have  shown  the  inflamma- 
tory area  to  be  located  to  the  right  of  the  midline,  one  makes  the  first 
incision  in  the  middle  or  slightly  to  the  left.  In  spite  of  the  most 
careful  cystoscopic  studies,  one  usually  finds  at  operation  that  the 
inflammatory  area,  as  indicated  by  the  edema,  is  more  widespread 
than  anticipated,  and  one  may  open  through  the  inflammatory  area 
instead  of  opening  through  normal  mucosa  near  one  edge  of  the 
diseased  area  as  intended. 

Every  portion  of  the  bladder  wall  should  be  carefully  inspected 
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before  the  end  of  the  operation  in  order  to  make  certain  that  all  the 
edematous  wall  is  removed. 

On  opening  the  bladder,  one  may  first  fail  to  see  the  one  or  two 
small  ulcers  before  seen  by  cystoscopy,  because  the  edema  arising 
during  the  preliminary  freeing  of  the  bladder  may  elevate  the  mucosa 
about  the  ulcers  in  a  manner  almost  to  hide  them.  Usually  the 
preliminary  trauma  has  caused  the  ulcer  or  ulcers  to  bleed  so  that 
they  are  easily  found  on  opening  the  bladder.  A  suction  apparatus 
should  be  ready  to  keep  the  bladder  clean  during  operation,  and 
sponging  should  be  avoided.  The  mucosa  should  be  handled  as 
little  as  possible  in  order  to  preserve  its  microscopic  features.  In 
order  to  preserve  its  natural  outline  for  microscopic  study,  the 
specimen  should  be  pinned  to  a  thin  board  as  soon  as  removed, 
being  stretched  to  its  former  size  as  nearly  as  possible,  and  then 
dropped  at  once  into  the  hardening  solution. 

During  the  bladder  operation,  all  blood-vessels  of  the  wall  should 
be  carefully  clamped  and  either  tied  at  once  or  at  the  close  of  the 
excision.  The  bladder  vessels  are  liable  to  retract  into  the  wall  and 
cease  bleeding  temporarily,  only  to  give  serious  trouble  later.  The 
presence  of  urine  is  liable  to  interfere  with  coagulation  and  determine 
a  serious  bleeding  from  a  small  vessel  that  would  promptly  close  in 
another  location. 

In  Case  III,  oozing  of  blood  from  the  suprapubic  wound  began  on 
the  night  of  the  third  day,  and  continued  intermittently  for  four 
days. 

In  Case  IX,  I  attribute  one  of  the  chief  causes  of  death  to  hemor- 
rhage which  began  on  the  second  day  and  continued  for  twenty-four 
hours.  It  was  not  the  hemorrhage  per  se  that  played  an  important 
role  in  the  patient's  death;  but  the  hemorrhage  prevented  me  from 
starting  the  drains  at  a  time  when  we  feared  that  the  patient  had 
preperitoneal  accumulation  of  bladder  fluid.  This  fluid  under 
pressure  probably  got  through  the  peritoneal  incision,  and  caused  a 
low-grade  peritonitis. 

After  excision  of  the  diseased  area,  the  bladder  is  closed  by 
bringing  the  edges  together  with  combination  interrupted  and 
whipped  sutures  of  twenty-day  formaldehyd  catgut  No.  2,  leaving 
a  slight  opening  in  the  vertex  through  which  the  mushroom  retention 
catheter  is  carried  and  sutured  to  the  bladder  wall  with  a  No.  2, 
ten-day  catgut.  The  first  sweep  with  the  interrupted  portion  of 
each  suture  takes  in  all  coats  of  the  bladder  wall,  and  the  second 
sweep  or  whipped  portion  of  the  suture  buttresses  in  the  outer  more 
mobile  coats  of  the  bladder.     This  probably  controls  bleeding  better 
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than  the  lock  stitch  suture  which  I  formerly  used.  The  abdominal 
wall  is  closed  except  for  a  small  opening  to  carry  the  rubber  catheter 
and  two  cigarette  drains,  which  are  introduced  down  to  the  bladder 
wall. 

These  cigarette  drains  are  removed  at  the  end  of  forty-eight  hours, 
and  daily  irrigations  of  the  bladder  with  1:10,000  solution  of  silver 
nitrate  are  carried  on  through  the  retention  catheter,  the  strength 
of  the  solution  being  increased  to  1:1000  as  the  patient  recovers. 
The  solution  is  introduced  through  a  funnel  or  by  means  of  a  small 
glass  syringe  until  the  patient  says  the  bladder  is  full,  when  it  is 
immediately  withdrawn  through  the  catheter  and  this  is  repeated 
until  several  washings  are  made.  This  is  best  accomplished  with 
the  patient  on  her  side. 

The  retention  catheter  is  withdrawn  on  the  tenth  to  the  fourteenth 
day,  after  which  the  irrigations  are  given  through  the  urethra  daily 
until  the  bladder  is  free  from  infection. 
2305  St.  Paul  Street- 
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Many  different  solutions,  antiseptic  and  otherwise,  have  been  used 
in  the  intravenous  treatment  of  puerperal  bacteremia.  We  will  not 
attempt  to  give  a  complete  review  of  the  literature  of  the  subject 
but  will  merely  refer  to  the  use  of  bichloride  by  Bacelli(i);  collargol 
by  Crede(2);  formalin  by  Barrows(3);  colloidal  gold  by  Cuneo  and 
Rolland(4),  Busquet(5),  and  Efision(6);  isotonic  sugar  solutio  by 
Aydain  and  Masmonteil(y) ;  electrargol  byLeeper  and  Bergeron(8); 
and  Brown(oj;  eusol  by  Lorrain  Smith,  Ritchie  and  Rettie(io)  and 
Brand  and  Keith(n). 

All  of  these  have  been  used  for  a  time  but  have  apparently  not 
stood  the  test,  or  at  least  none  of  them  has  been  generally  adopted. 
Huggins(i2)  used  magnesium  sulphate  solution  intravenously. 
Bleynie(i3)  tried  salvarsan  in  four  severe  cases  with  two  recoveries 
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and  two  deaths.  He  concludes  that  30  eg.  of  salvarsan  can  be  safely 
administered.  Hussy (14)  condemns  the  use  of  salvarsan  on  ac- 
count of  its  toxicity. 

Mortality. — We  have  been  unable  to  find  in  the  literature  defi- 
nite statistics  on  the  mortality  from  puerperal  bacteremia,  but  all 
who  have  treated  these  cases  recognize  their  gravity  and  that  the  mor- 
tality is  very  high.  Kelly(i5)  states  that  "the  prognosis  is  exceed- 
ingly grave,  for  patients  rarely  ever  survive  such  an  infection." 
Schwartz(i6)  says  "that  in  cases  of  puerperal  septicemia  we  are, 
up  to  date,  absolutely  helpless,  I  care  not  what  system  or  method 
of  treatment  is  used.  In  any  case  when  we  have  a  virulent  strep- 
tococcus in  the  blood,  the  woman  is  going  to  die." 

Polak(i7)  in  twenty-eight  cases  of  streptococcic  bacteremia 
treated  by  vaccines,  reported  six  deaths. 

Harrar(i8)  reports  forty-six  cases  with  positive  blood  culture 
with  forty-three  deaths  under  ordinary  methods  of  treatment. 
With  intravenous  injections  of  a  1  per  cent,  solution  of  magnesium 
sulphate,  he  had  twelve  cases  with  six  deaths. 

Huggins(io)  with  the  same  method  (100  c.c.  of  1  per  cent,  solu- 
tion repeated  as  often  as  once  every  twenty-four  hours)  is  able  to 
report  twenty-five  cases  with  two  deaths.  This  is  by  far  the  best 
result  we  have  been  able  to  find  and  is  much  better  than  we  are  able 
to  report. 

Following  the  first  clinical  case  in  which  the  new  drugs  were  used, 
the  subject  was  investigated  by  Allison  in  the  Singer  Memorial 
Research  Laboratory  of  the  Allegheny  General  Hospital,  and  this 
work  will  be  published  later.     His  conclusions  are  as  follows: 

1.  They  (salvarsan,  diarsenol  and  arsenobenzol)  possess  a  distinct 
bactericidal  power  against  virulent  strains  of  streptococci  in  vitro  in 
dilutions  up  to  1-3000  and  an  inhibiting  power  over  these  organisms 
for  at  least  twrenty-four  hours  in  weaker  solutions. 

2.  They  possess  a  bactericidal  action  against  streptococci  in  the 
blood  stream  of  experimental  animals.  The  success  of  the  treat- 
ment depends  largely  upon  the  virulence  of  the  organism,  and  upon 
reaching  them  before  they  become  localized  in  some  remote  part  of 
the  animal. 

3.  They  produced  no  untoward  effects  on  the  animals  where  the 
maximum  doses  were  frequently  repeated. 

4.  They  possess  advantages  over  antistreptococcic  sera  in  that 
they  do  not  destroy  the  bacteria  cells  and  are  therefore  less  liable 
to  cause  the  sudden  liberation  of  intracellular  toxins. 

5.  They  possess  hopeful  possibilities  for  the  treatment  of  strep- 
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tococci  septicemia  in  the  human  subject,  as  has  been  shown  in  a 
limited  clinical  experience.  The  success  of  the  treatment  depends 
on  the  removal  of  the  source  of  infection  and  the  administration 
of  the  treatment  before  secondary  localization  of  the  infection. 

6.  It  is  possible  that  allied  arsenical  preparations  may  be  found 
which  will  possess  even  greater  value  in  the  treatment  of  septicemia 
than  the  ones  at  present  in  use. 

In  following  up  the  experimental  cases,  Allison  made  blood  smears 
at  certain  intervals.  He  found  in  the  treated  animals  a  marked 
agglutination  and  phagocytosis  of  organisms,  which  was  present 
only  to  a  slight  degree  in  the  controls,  while  after  a  time  in  the  treated 
cases,  usually  in  twenty-four  hours,  the  blood  stream  became  sterile 
and  the  agglutinated  organisms  disappeared.  The  appearance  of 
free  organisms  in  the  blood  was  taken  as  an  indication  for  repeating 
the  treatment.  In  some  of  the  treated  cases  free  organisms  were 
found  at  all  times  in  spite  of  the  treatment.  These  cases  were  all 
rapidly  fatal.  In  studying  the  leukocytes  it  was  found  that  after 
the  treatment  there  was  a  gradual  increase  in  the  number  of  these 
cells  and  if  the  infection  became  grave  there  was  a  drop  in  the 
count.  Plate  cultures  from  the  blood  were  usually  sterile  when  the 
leukocyte  count  was  high. 

Past  failures  to  successfully  treat  puerperal  blood-stream  infec- 
tions stimulated  our  desire  to  find  some  method  of  treatment  which 
would  lower  our  mortality.  In  discussing  with  Dr.  R.  S.  Haythorne, 
Director  of  the  Singer  Memorial  Laboratoy,  the  relative  virtues 
of  vaccines,  serums,  leukocytic  extract  and  other  intravenous 
medication,  it  was  suggested  by  him  that  we  try  arsenobenzol. 
Since  beginning  the  above  we  have  had  the  opportunity  of  treating 
eleven  consecutive  blood-stream  infections  with  arsenobenzol. 
All  proven  blood-stream  infections  since  the  beginning  of  the  treat- 
ment are  included,  although  in  some  instances  the  patient's  condi- 
tion seemed  hopeless  when  first  seen. 

In  our  clinical  work  we  followed  Allison's  indications  for  treat- 
ment. A  blood  culture  was  taken  and  a  white  count  made  when  the 
patient  was  first  seen.  In  the  early  cases,  arsenobenzol  was  not 
given  until  the  laboratory  report  had  been  obtained.  The  disad- 
vantage was  that  treatment  was  of  necessity  delayed  two  or  three 
days.  In  the  later  cases  where  the  case  was  clinically  a  blood-stream 
infection,  6  milligrams  arsenobenzol  were  given  at  once.  Then  the 
leukocytes  were  counted  daily  thereafter.  It  was  found  that  there 
was  a  decided  increase  in  the  number  of  these  cells  in  the  twenty- 
four  hours  following  arsenobenzol.     A  decided  drop  in  the  number  of 


398  MILLER    AND   CHALFANT:   BLOOD-STREAM   INFECTIONS 

white  cells  without  a  corresponding  drop  in  the  temperature  and 
pulse  rate  was  taken  as  an  indication  for  repeating  the  treatment. 

Following  the  injection  there  was  usually  a  decided  improve- 
ment in  the  patient's  general  condition  and  another  blood  culture 
taken  at  the  end  of  twenty-four  hours  was  with  two  exceptions  free 
from  organisms.  Five  patients  had  only  one  injection,  three  had 
two,  and  one  had  three  and  two  had  four  injections. 

Types  of  Organisms  Found  and  Results. — In  all,  we  have  eleven 
cases  to  report,  with  four  deaths.  Of  these  seven  showed  the 
presence  of  various  strains  of  streptococci  with  two  deaths,  two  a 
gram-negative  bacillus  with  two  recoveries,  and  two  had  negative 
cultures  but  are  included  because  they  are  clinically  blood-stream 
infections  as  indicated  by  the  absence  of  local  evidences  of  trouble 
and  severe  constitutional  symptoms.  Both  proved  fatal.  Ten 
of  the  infections  followed  delivery  at  term  and  one  a  self-induced 
abortion  at  three  months  One  patient  (Case  X)  died  fory-four  days 
after  delivery  with  multiple  abscesses  of  both  kidneys,  one  case  (VI) 
died  on  the  thirteenth  day  with  a  double  pneumonia  after  having 
improved  for  a  time,  the  third  (Case  VII)  occurred  on  the  fourteenth 
day  after  delivery  arid  the  fourth  (Case  IX)  the  fifth  day  after 
delivery,  both  of  these  from  apparently  a  very  severe  infection, 
although  the  blood  cultures  were  negative. 

General  and  Local  Treatment. — The  general  treatment  consisted 
in  giving  water  by  bowel  and  stimulation  as  seemed  indicated. 
There  was  no  local  treatment  of  any  kind  used  except  in  two  cases. 
These  had  irrigations  of  the  uterus  with  Dakin's  solution  every  two 
hours,  as  is  shown  in  the  report  of  the  cases.  Of  these,  one  re- 
covered and  the  other  is  the  one  that  died  at  the  end  of  forty-four 
days.  Autopsy  showed  the  uterus  clean  and  free  from  thrombi  except 
a  small  one  found  in  one  broad  ligament.  The  abortion  case  had 
been  curetted  at  her  home  by  her  family  physician.  At  that  time 
she  had  a  temperature  of  1040  F.  While  we  are  not  ready  to  endorse 
without  reservation  the  use  of  Dakin's  solution  in  the  uterus,  some 
form  of  local  treatment  would  seem  to  be  indicated  in  order  to 
prevent  the  reinfection  of  the  blood  stream. 

Toxic  Effects. — Two  patients  each  had  one  chill  after  an  injection 
of  the  arsenobenzol.  In  practically  all  a  transient  mild  albuminuria, 
with  at  times  some  casts,  was  present.  There  was  no  other  evidence 
of  any  other  toxic  effect  in  any  patient. 

We  believe  that  this  form  of  treatment  is  not  applicable  to  cases 
of  thrombophlebitis,  localized  abscess  or  pelvic  cellulitis  of  long 
standing,  where  there  is  repeated  infection  of  the  blood  stream,  as 


MILLER   AND   CHALFAXT:   BLOOD-STREAM.    INFECTIONS  399 

the  effect  of  the  drug  is  not  long  continued.  But  we  believe  that 
it  will  be  of  value  in  those  cases  which  have  little  or  no  local  evidence 
of  disease.  It  is  in  this  particular  type  of  infection  that  the  mor- 
tality is  so  very  high,  and  in  which  we  have  been  heretofore  so 
helpless. 

REPORT    OE    CASES. 

The  family  history  and  previous  personal  history  seemed  to  have 
little  or  no  bearing  on  the  condition  present,  so  for  the  sake  of  brevity 
they  are  omitted. 

Case  I. — Mrs.  Karl  S.  Seen  in  consultation  with  Dr.  S.,  April 
30,  191 7,  had  been  delivered  five  days  previous  to  this  date  by  Dr.  S. 
Normal  spontaneous  delivery.  On  the  third  day  the  temperature 
rose  to  1020  F.  with  a  pulse  of  130.  When  seen  by  me  on  the  fifth 
day,  the  pulse  was  140,  temperature  1050.  Blood  culture  taken  at 
this  time  showed  streptococcus  equi,  and  on  May  2d,  the  seventh 
day  6  mg;  of  arseno-benzol  were  given  and  the  uterus  irrigated 
with  Dakin's  solution.  Temperature  ranged  from  990  to  1030,  until 
May  23d,  when  it  descended  to  normal  and  remained  there  until 
patient  was  discharged.  Cultures  taken  May  5,  7  and  10  were 
negative. 

Case  II. — Mrs.  Mary  B.  Delivered  September  12  th,  by  a  mid- 
wife, who  is  reported  to  have  examined  patient  both  before  and  after 
delivery.  On  the  fourth  day  patient  was  admitted  to  the  hospital. 
Pulse  100,  temperature  1030.  Had  two  convulsions  immediately 
after  admission.  Pelvic  examination  negative,  except  for  a  large 
uterus  with  wide  open  cervix.  No  membranes  or  placental  tissue 
felt.  Blood  cultures  were  taken,  and  two  perforated  rubber 
return  tubes  were  introduced  into  the  uterus,  orders  given  to 
irrigate  the  uterus  every  two  hours  with  Dakin's  solution.  Report 
from  blood  culture  received  September  17th,  showed  streptococcus 
pyogenes.  Cultures  from  the  cavity  of  the  uterus  showed  the 
same  organism.  Patient  at  this  time  was  delirious,  with  involun- 
tary evacuation  of  the  bowels,  etc.  Six  mg.  of  arsenobenzol  was 
given  intravenously.  Sept.  19,  blood  culture  was  sterile.  Abscesses 
on  left  hand  and  right  knee  were  opened  and  drained  on  this  day. 
Cultures  from  three  abscesses  showed  streptococci.  Blood  cultures 
were  negative  until  the  date  of  Sept.  24,  when  they  showed  strep- 
tococci. Six  mg.  of  arsenobenzol  given.  Three  days  following  the 
arsenobenzol  was  repeated.  Blood  cultures  taken  at  two-day  in- 
tervals until  Oct.  23  were  negative,  when  patient  died. 

Case  III. — Mrs.  Howard  C.  Seen  in  consultation  with  Dr.  H., 
about  thirty  miles  from  the  city  of  Pittsburgh,  December  7,  1917. 
Had  been  delivered  by  another  physician  December  1,  who  had 
called  Dr.  H.  several  hours  after  delivery  to  assist  in  delivering  the 
placenta.  When  first  seen  by  Dr.  H.  patient  was  practically  pulse- 
less, and  in  the  emergency  the  placenta  was  manually  delivered. 
On  the  second  day  after  delivery  temperature  rose  to  1040  with  pulse 
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of  1 60.  When  seen  by  me  December  7,  patient  was  extremely 
anaemic,  abdomen  soft,  but  sensitive  over  right  lower  quadrant. 
Uterus  well  contracted  about  the  size  of  a  large  orange  with  con- 
siderable exudate  in  the  broad  ligament.  Vaginal  discharge  was 
scant  with  slight  odor.  Blood  culture  taken  at  her  home  contained 
streptococci.  After  this  report  patient  was  transferred  to  the  hos- 
pital, after  a  difficult  trip  on  a  sled  through  deep  snow.  The 
next  day  a  blood  culture  was  taken  which  showed  the  patient 
to  have  26,000  white  blood  cells;  1,894,000  red  blood  cells 
and  a  hemoglobin  estimate  (Sahli)  of  28  per  cent.  The  following 
day  6  mg.  of  arsenobenzol  was  given  with  a  decided  improvement 
in  the  temperature  and  pulse  rate.  Culture  taken  twenty-four  hours 
later  was  reported  negative.  On  account  of  the  extreme  anaemia 
of  the  patient,  15  ounces  of  blood  was  transfused,  with  but  little 
improvement  in  the  blood  picture.  Blood  culture  taken  at  frequent 
intervals  until  January  2,  were  reported  negative,  but  at  that  date 
report  received  showed  the  presence  of  streptococci  in  the  blood 
stream.  In  the  meantime  we  had  occasion  to  incise  the  ab- 
scesses of  the  right  breast  and  right  groin.  Cultures  taken  from 
both  abscesses  showed  staphylococci.  At  this  time  a  diagnosis  of 
septic  endocarditis  was  made  by  Dr.  Wolfe,  of  Pittsburgh,  and 
arsenobenzol  was  given.  Culture  taken  twenty-four  hours  later 
was  negative.  Patient's  pulse  and  temperature  were  not  improved 
the  next  day,  and  remained  in  this  condition  until  January  8,  1918. 
Dr.  Wolfe  at  this  time  thought  the  presence  of  septic  endocarditis, 
and  a  bronchitis  which  she  had,  quite  sufficient  to  account  for  her 
condition.  As  the  bronchitis  improved  her  temperature  gradually 
returned  to  normal  and  remained  so  until  her  discharge. 

Case  IV. — Mrs.  Harold  K.  Seen  in  consultation  with  Dr.  S. 
December  10,  1917.  Fifth  day  of  puerperal  period.  History  of 
premature  rupture  of  membranes  followed  by  a  tedious  labor  but 
spontaneous  delivery  of  fetus  and  placenta.  Several  vaginal 
examinations.  When  seen  by  me  pulse  was  120  and  temperature 
1020.  Vaginal  examination  showed  rather  large  soft  uterus  with 
foul  vaginal  discharge.  Advised  keeping  patient  at  absolute  rest 
with  ice  to  abdomen  and  ergot  by  mouth.  Some  improvement  for 
a  few  days.  Four  days  later  temperature  was  1040,  and  pulse  120. 
On  December  17,  uterus  was  still  large  and  soft  especially  in  right 
cornua.  Diagnosis  of  probable  blood-stream  infection  was  made, 
and  6  mg.  of  arsenobenzol  was  given.  Culture  taken  at  this  time 
contained  a  gram-negative  bacillus.  The  next  day  temperature 
dropped  close  to  normal  and  remained  so  until  patient  was  dis- 
charged. Repeated  blood  cultures  taken  at  later  dates  were  re- 
ported negative. 

Case  V. — Mrs.  Francis  V.  Admitted  to  Hospital  Dec.  19,  191 7. 
Patient  in  the  fifth  day  of  her  puerperium.  Pulse  140  and  temper- 
ature 1020.  Pelvic  examination:  Uterus  slightly  enlarged,  soft  and 
subinvoluted.  No  pelvic  exudate.  White  blood  cells  25,000.  Blood 
culture  taken,  which  was  returned  negative.  Patient  kept  in  bed 
with  ice  to  abdomen  until  December  27th,  when  blood  count  dropped 
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to  18,000.  Culture  taken  at  this  date  contained  small  gram-negative 
bacillus.  6  mg.  of  arsenobenzol  was  given.  In  a  few  days  the 
temperature  returned  to  normal  where  it  remained  until  discharge. 
The  white  blood  count  rose  to  34,000,  immediately  after  arseno- 
benzol was  given.     Subsequent  blood  cultures  were  negative. 

Case  VI. — Mrs.  Mabel  C.  Seen  in  consultation  with  Dr.  S.,  Dec. 
31,  1 91 7.  Gave  history  of  having  been  delivered  eight  days 
previously.  Normal  spontaneous  delivery.  Five  days  after  delivery 
temperature  was  1050.  On  the  eighth  day  of  the  puerperium  when 
the  patient  was  first  seen,  temperature  was  105. 50  F.  and  pulse  140. 
A  diagnosis  of  blood  stream  infection  was  made  and  6  mg.  of  arseno- 
benzol was  given.  Blood  culture  taken  at  this  time  showed  a 
streptococcus,  which  was  not  differentiated  on  account  of  the  lack 
of  laboratory  facilities.  The  temperature  dropped  until  it  reached 
normal  the  second  day  after  the  arsenobenzol  was  given.  Blood 
cultures  taken  after  this  date  were  negative. 

Case  VII. — First  seen  Jan.  8,  1918,  with  history  of  having  been 
delivered  spontaneously  eight  days  previously.  On  the  fourth 
day  after  delivery  temperature  and  pusle  were  elevated  and  had 
remained  so  until  this  date.  '  Examination  showed  large  body  uterus, 
with  some  fragments  of  placenta  felt  within  cervix.  Same  removed 
with  finger  and  wire  loop.  No  douche.  White  cell  count,  12,000. 
Diagnosis  of  blood-stream  infection  was  made  and  6  mg.  of  arseno- 
benzol was  given.  Blood  culture  taken  at  this  time  showed  the 
presence  of  streptococcus  pyogenes.  January  10th,  blood  culture 
was  negative.  January  4th,  patient  had  severe  chill  and  tempera- 
ture rose  to  1040.  January  16th,  a  diagnosis  of  lobar  pneumonia  was 
made  and  patient  died  January  18th.     No  autopsy  permitted. 

Case  VIII. — Mrs.  D.  Spontaneous  delivery  of  child,  Feb.  4, 
1 91 8.  Temperature  was  elevated  the  third  day  after  delivery  and 
was  first  seen  the  fourth  day.  Some  pelvic  exudate  and  vaginal 
discharge.  Diagnosis  of  blood-stream  infection  was  made,  and  6 
mg.  of  arsenobenzol  was  given.  Report  received  from  culture 
taken  at  this  time  was  negative.  Temperature  improved  for  one  day, 
but  on  the  second  day  was  again  elevated  with  a  white  blood  count 
of  15,000.  On  account  of  the  decrease  of  leukocytes,  6  mg.  of  ar- 
senobenzol was  again  given,  and  this  was  followed  by  an  increase  in 
the  leukocyte  count  to  27,000.  Patient's  condition  remained  fairly 
satisfactory  until  February  16th,  when  she  had  a  chill  with  a  tempera- 
ture of  1040.  At  this  time  examination  by  attending  physician  gave 
no  evidence  of  pneumonia  or  other  cause  of  elevation  of  temperature. 
Abdomen  became  hard  and  rigid  with  general  symptoms  of  severe 
toxemia.  Consultation  with  Dr.  X.  O.  Werder  of  Pittsburgh,  Feb- 
ruary 1 8th,  who  gave  it  as  his  opinion  that  the  patient  had  a  blood- 
stream infection  in  the  face  of  the  fact  that  we  had  had  negative 
reports  from  cultures  for  both  aerobic  and  anerobic  organisms.  At- 
tempted to  again  give  arsenobenzol  to  patient,  but  veins  were  so 
thrombosed  that  it  was  not  accomplished,  and  patient  died  Feb. 
21,  1918.  This  case  is  reported  as  a  death,  although*  we  received 
repeated  negative  cultures. 
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Case  IX. — Mrs.  Elizabeth  S.  Seen  in  consultation  with  Dr.  S., 
Feb.  18,  1918,  with  a  history  of  having  been  delivered  eleven  days 
previously  by  low  forceps,  with  considerable  hemorrhage  after 
delivery.  Five  days  after  delivery  patient  had  chilly  sensation  with 
pulse  of  104  and  temperature  of  1030.  When  first  seen  examination 
showed  the  uterus  to  be  about  the  size  it  should  be  at  this  time,  freely 
movable  and  no  exudate.  Diagnoses  of  probable  blood-stream  in- 
fection was  made  and  arsenobenzol  was  given.  Blood  culture  taken 
at  this  time  showed  the  presence  of  streptococcus  which  was  not 
differentiated  on  account  of  the  lack  of  laboratory  facilities.  Tem- 
perature was  normal  the  next  day,  but  on  the  third  day  was  again 
elevated,  and  a  blood  culture  showed  the  presence  of  streptococcus. 
The  white  blood  count  at  this  time  was  19,000.  Arsenobenzol 
was  again  given,  and  white  blood  count  rose  to  26,000  immediately. 
Temperature  dropped  to  normal,  and  was  not  elevated  again  during 
the  patient's  stay  at  the  hospital.     Subsequent  culture  negative. 

Case  X. — Mrs.  Vanite  S.  During  the  time  this  patient  was  in 
labor  I  was  called  over  the  phone  by  the  attending  physician  who  ad- 
vised me  that  the  head  was  high  with  about  1  cm.  dilatation.  As  she 
had  been  in  labor  for  some  hours,  he  was  very  anxious  to  hasten  de- 
livery and  against  my  advice  used  manual  dilatation  of  the  cervix, 
some  hours  later  applied  forceps  and  delivered  the  patient  of  a 
dead  child.  Placenta  was  expelled  spontaneously  about  fifteen 
minutes  after  delivery.  Three  days  later  patient  had  severe  chill, 
accompanied  by  an  elevated  temperature  of  104  °,  with  a  pulse  of 
140.  When  seen  by  me,  patient  was  distended,  delirious,  with  weak 
thready  pulse.  On  account  of  the  gravity  of  the  patient's  condition 
6  mg.  of  arsenobenzol  was  given,  followed  by  some  improvement, 
but  the  patient  died  two  days  later  as  a  result  of  a  general 
septicemia  with  peritonitis.  One  culture  taken  in  this  case  was 
negative. 

Case  XL — Mrs.  Hannah  P.,  aged  thirty-one,  admitted  to  Colum- 
bia Hospital,  Feb.  2, 1918.  Five  children,  last  one  seventeen  months 
ago.  One  miscarriage  four  years  ago.  Four  days  before  being  ad- 
mitted to  the  hospital,  patient  passed  a  catheter  into  the  uterus 
to  interrupt  a  three  months'  pregnancy.  The  day  before  admission, 
was  curetted  in  her  home  by  the  attending  physician,  who  states 
that  her  temperature  at  that  time  was  1040.  On  admission  to  the 
hospital  her  temperature  was  103. 40,  pulse  120,  respiration  40. 
Abdomen  slightly  tender,  markedly  distended,  not  rigid.  Pelvic 
examination  showed  an  old  laceration  of  the  perineum;  cervix  quite 
soft  and  dilated  to  admit  one  finger;  uterus  retroverted,  softened 
and  enlarged.     Possibly  a  beginning  exudate,  posterior  to  the  cervix. 

Feb.  3,  1918,  examination  of  chest  showed  a  few  bronchial  rales. 
Otherwise  normal.  Heart  normal.  Feb.  3,  1918,  red  cells,  3,384,000; 
white  cells,  6850.  Blood  culture  positive  for  streptococcus  hemoly- 
ticus.  Feb.  6,  1918,  white  cell  count,  9750.  Four  milligrams 
arsenobenzol  given  Feb.  8,  1918.  Cellulitis  of  left  thigh  over  ad- 
ductor muscle  with  large  blebs  of  skin.  Feb.  10,  191 8,  4  mgm. 
arsenobenzol.     From  Feb.  8th  to  the  15th  patient  stuporous  and 
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bowls  moved  involuntarily.  Feb.  15,  1918,  0.4  gm.  arsenobenzol, 
followed  by  severe  chill,  pulse  160,  temperature  104. 8°.  Feb.  28, 
1 91 8,  0.4  gm.  arsenobenzol.  Blood  culture  taken  at  same  time, 
negative.  March  9,  1918,  abscess  left  thigh  opened.  March  23, 
1918,  abscess  of  leg  practically  healed.  Pelvic  examination,  lacera- 
tion of  perineum,  cervix  normal.  Uterus  slightly  enlarged,  firm,  re- 
troverted,  replaced  easily.  Tubes  and  overies  normal,  no  exudate  in 
pelvis.  March  24,  1918,  examination  of  chest  negative  except  for 
few  rales  at  left  base  posteriorly  and  slight  dulness,  at  right  apex 
and  slight  impairment  of  resonance  at  right  base.  Impaired  motion 
and  pain.in  right  shoulder;  probably  toxic  arthritis.  May  1,  1918, 
this  arthritis  later  involved  right  elbow  and  wrist  but  is  now  improv- 
ing. Patient  ran  an  irregular  septic  temperature  which  gradually 
reached  normal  and  remained  there  after  May  5.  Repeated  ex- 
aminations failed  to  locate  any  focus  of  infection  in  any  part  of  the 
body.  She  was  discharged  on  May  30th  in  good  health  except  for 
slight  impairment  of  motion  in  the  right  shoulder,  elbow  and  wrist. 

CONCLUSIONS. 

1.  With  the  use  of  intravenous  injections  of  arsenobenzol  we  have 
been  able  in  every  instance  to  rid  the  blood  stream  of  its  invading 
organism. 

2.  All  varieties  of  organisms  we  have  so  far  encountered  seem  to 
be  equally  influenced. 

3.  Cultures  from  localized  abscesses  are  usually  identical  with 
cultures  from  the  blood  stream.  Cultures  from  the  uterus,  although 
this  same  organism  is  predominent,  are  rarely  pure  cultures. 

4.  Reinfections  from  focal  infections  may  and  do  occur,  but  are 
not  so  readily  influenced  by  the  arsenobenzol  as  the  original 
infections. 

5.  The  leukocyte  count  is  usually  low'in  comparison  with  the  tem- 
perature and  pulse.  After  arseonbenzol  has  been  given  there  is  a 
marked  increase  in  the  count.  If,  after  this  time,  there  is  a  decided 
decrease  in  the  leukocyte  count  without  a  corresponding  improve- 
ment in  the  patient,  it  is  probable  that  the  patient  has  reinfected 
herself,  and  arsenobenzol  may  be  given  without  waiting  for  con- 
firmation of  this  by  laboratory  report. 

6.  In  the  cases  we  have  had  the  blood  stream  is  usually  found  to 
be  sterile  in  twenty-four  hours,  always  in  forty-eight  hours. 

7.  Rabbit  experiments  made  by  Dr.  C.  S.  Allison  of  the  Singer 
Memorial  Laboratory  would  indicate  that  a  dose  of  6  mg.  is  neces- 
sary to  secure  prompt  results. 

8.  In  suspected  blood-stream  infections,  arsenobenzol  may  be  given 
immediately  after  a  culture  has  been  taken,  in  order  to  avoid  the 
delay  incident  upon  waiting  for  a  laboratory  report. 

BIBLIOGRAPHY. 

1.  Bacelli.     Atti.  d.  xi  Congresso  med.  internat.  Roma. 

2.  Crede.     Berl.   klin.  Wchnschr.,  1901,  xxxviii,  941;  Centralbl. 
f.  Gynak.,  1905,  xxix,  163. 


404  litzenberg:  graduate  degree  in  obstetrics 

3.  Barrows.     New  York  Medical  Journal,  1903,  lxxvii,  5,  177. 

4.  Cuneo  and  Rolland.     Bull,  et  mem.  sec.  d'Hop.  dePar.,  191 5, 
3's.,  xxxix,  874. 

5.  Busquet.      Monde    Med.    (English     Edition)     Paris,    1906, 
xxvi,  257. 

6.  Elision.     Riforma  med.,  1917,  xxxiii,  386. 

7.  Aydain  and  Masmonteil.    Presse  Med.,  191 7,  xxx,  641. 

8.  Leeper  and  Bergeron.    Prog.  Med.,  1915-14,  3  s.,  xxx,  464. 

9.  Browr.     Amer.  Jour.  Obst.,  1916,  lxxin,  136. 

10.  Smith,   Ritchie   and    Rettie.     British   Med.    Journal,    191 5, 
ii,  716.  • 

n.  Brand  and  Keith.     British  Med.  Journal,  191 6,  i,  415. 

12.  Huggins.     New  York  State  Med.  Journal,  1914,  xiv,  561. 

13.  Bleynie.     Rev.   Mens,   gynec    el   obstel.,    1913,   vii,    3;    Abslr. 
Centralbl.  f.  Gyntik:,  1913,  xxxvii,  (2)  1910. 

14.  Hussy.     Miinch.  med.  Wchnschr.,  1915,  lxii,  576. 

15.  Kelly.     Operative  Gynecology,  Sec.  Ed.,  1906,  11-113. 

16.  Schwartz.     Discussion  of  Brown's  paper.     Loc.  cit. 

17.  Polak.     Jour.  Am.  Med.  Assn.,  191 1,  lvii,  1738. 

18.  Harrar.     Discussion  of  Huggin's  paper.    Loc.  cit. 

19.  Huggins.    Loc.  cit. 


THE  GRADUATE  DEGREE  IN  OBSTETRICS  AND 
GYNECOLOGY.* 

BY 
JENNINGS  C.  LITZENBERG,  B.  S.,  M.  D.,  F.  A.  C.  S., 

Minneapolis,   Minn. 

A  large  percentage  of  the  members  of  this  society  are  teachers  in 
medical  schools  and  therefore  interested  in  educational  problems,  so 
perhaps  it  will  not  be  out  of  place  for  us  to  pause  for  a  moment  in  our 
discussion  of  the  woes  of  womankind,  to  consider  some  of  the  funda- 
mental principles  underlying  the  proper  preparation  for  the  practice 
of  our  specialty,  for  its  advancement,  for  its  standardization  and 
for  its  perpetuation  upon  a  sound  basis. 

We  do  not  present  this  so-called  "Minnesota  Plan"  as  the  only 
solution  of  these  problems,  for  we  look  upon  it  chiefly  as  a  hopeful 
experiment  put  forward  with  the  determination  to  give  it  a  fair 
trial  and  with  a  desire  to  provoke  constructive  discussion  and  criti- 
cism and  also  with  the  hope  that  it  will  lead  to  the  trial  of  this  or 
some  other  method  of  standardized  graduate  education  of  specialists. 

The  rapid  growth  of  specialization  with  the  entry  of  men  who  are 
inadequately  prepared  to  practice  as  specialists,  presents  educational 

*Read  before  the  Forty-third  Annual  Meeting  of  the  American  Gynecolog- 
ical Society,  Philadelphia,  May  16-18,  1918. 
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problems  not  unlike  those  afforded  a  few  years  ago  by  the  overcrowd- 
ing of  the  medical  profession  by  poorly  equipped  men  turned  out  by 
low-grade  proprietary  schools  and  diploma  mills. 

In  some  ways  the  problem  is  even  more  difficult  in  the  case  of  the 
specialties. 

To  practice  medicine  some  sort  of  legal  certification  is  necessary 
while  in  the  specialties  we  not  only  have  specialists  by  education, 
training  and  experience,  but  specialists  by  desire,  "nerve",  and 
announcement. 

To  improve  the  average  of  medical  practice  it  was,  of  course,  self- 
evident  that  the  standards  of  education  must  be  raised,  which  was 
more  or  less  of  a  slow  process  and  was  attacked  from  many  angles ; 
first  by  creating  sentiment  in  the  profession,  by  discussion  among 
medical  educators  and  by  societies  similar  to  this;  also  by  a  few  med- 
ical schools  increasing  their  preliminary  and  time  requirements.  At 
about  the  same  time  a  few  states  established  legal  certification  of 
practitioners.  Later  the  American  Medical  Association  by  its 
classification  of  medical  schools  caused  the  elimination  of  many  of  the 
weaker  institutions,  and  the  Carnegie  Foundation  for  the  Advance- 
ment of  Teaching  lent  aid  by  its  exhaustive  survey,  so  that  finally 
the  sentiment  which  had  started  by  a  little  discussion,  grew  by  the 
efforts  of  all  these  agencies  until  it  became  crystallized  into  a  fixed 
purpose  for  the  entire  profession. 

I  hope  that  the  discussion  which  is  now  beginning  as  to  the  spe- 
cialties may  have  equally  as  powerful  forces  behind  it  and  grow  till 
there  is  a  concerted  movement  to  raise  the  standards  of  special  prac- 
tice to  a  level  that  will  be  a  credit  to  the  profession  and  a  safeguard 
to  the  public,  which  now  has  no  way  of  distinguishing  the  well-trained 
man  from  the  incompetent,  self-announced  specialist. 

This  same  process  of  raising  standards  must  be  gone  through  within 
the  specialties,  for  the  attractiveness  of  devoting  [one's  efforts  to  a 
limited  field  and  the  allurements  of  supposed  financial  rewards,  have 
led  too  many  men  without  proper  preparation  to  pose  as  specialists. 
This,  if  allowed  to  continue,  will  bring  every  branch  of  special 
practice  into  disrepute.  More  thorough  preparation  is  the  only 
solution. 

One  of  the  prime  causes  for  the  organization  of  the  American  Col- 
lege of  Surgeons  was  the  recognition  of  this  fact. 

The  trend  toward  specialism  is  unavoidable  and  logical,  for  no 

man  can  hope  to  master  the  whole  wide  field  of  medicine;  therefore 

the  natural  tendency  of  men  who  can  be  content  only  with  mastery 

leads  inevitably  to  specialization  in  the  fullest  meaning  of  the  term, 
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but  unfortunately  and  also  inevitably,  the  success  of  these  masters 
attracts  men  to  the  specialties  who  are  actuated  more  by  the  desire 
for  material  rewards  than  by  ambition  for  mastery  and  they  seek 
by  short  courses  of  a  few  weeks  or  months  a  superficial  knowledge 
and  then  pose  as  full-Hedged  specialists.  "A  little  knowledge  is  a 
dangerous  thing." 

Now  that  the  principle  of  specialism  has  been  recognized,  system- 
atic advanced  training  under  proper  educational  auspices  is  nec- 
essary; offering  not  only  sufficient  clinical  facilities,  but  an  equal 
chance  for  higher  education  in  all  of  the  allied  sciences,  with  ade- 
quate opportunities  for  and  stimulation  of  investigation.  This, 
according  to  our  conception,  can  best  be  found  in  the  atmosphere  of 
the  great  Universities  where  the  graduate  school  acts  as  a  coordinat- 
ing force  between  the  various  departments. 

The  medical  school  cannot  accomplish  as  much  alone  as  it  can  in 
cooperation  with  other  divisions  of  the  University. 

Clinical  experience  alone  is  not  enough  to  make  the  great  leaders 
in  the  specialties. 

Medicine  is  becoming  more  and  more  scientific  and  increasingly 
dependent  upon  certain  fundamental  sciences,  and  in  the  specialties, 
which  should  mean  higher  education,  the  advanced  study  of  these 
sciences  is  needed  as  much  as  the  advanced  clinical  study — indeed, 
the  latter  cannot  be  realized  to  the  full  without  it.  This  is  particu- 
larly true  of  investigators. 

The  university  is  the  place  for  such  broad  training.  Out  of  such 
considerations  has  grown  the  "Minnesota  Plan"  or  perhaps  it  were 
better  if  we  called  it  the  "Minnesota  Experiment,"  which  is  new, 
but  new  only  in  its  application  to  medicine.  For  it  simply  applies  the 
principles  governing  university  graduate  work  in  any  other  branch 
of  advanced  learning  to  the  clinical  subjects  and  makes  them  actu- 
ally a  part  of  the  graduate  school  of  the  University,  with  the  same 
entrance,  time,  language,  residence,  examination  and  thesis  require- 
ments and  leading  to  the  same  earned  degree  of  Ph.  D.  or  D.  Sc. 
(in  Obstetrics  and  Gynecology  or  whatever  branch  the  work  has 
covered). 

The  decision  to  adopt  this  plan  at  the  University  of  Minnesota 
was  made  in  19 14  accompanied  by  the  following  declaration  of 
purpose: 

"In  an  age  of  specialization  and  of  the  development  of  graduate 
work  in  all  fields  and  phases  of  the  sciences,  letters,  and  arts,  such  an 
educational  experiment  needs  no  elaborate  justification.  In  a  sub- 
ject like  medicine,  intimately  connected  with  established  fields  of 
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research  such  as  biology,  chemistry,  anatomy,  physiology,  pathology 
and  bacteriology,  the  possibilities  of  real  scientific  results  and  of  the 
training  of  scientifically  minded  and  equipped  specialists,  investi- 
gators and  teachers  are  as  great  as  in  any  subject  and  of  as  vital 
importance. 

"The  possibilities  of  such  work  hitherto  have  suffered  less  from 
neglect  than  they  have  from  the  lack  of  organization,  standardization, 
and  certification  by  the  educational  institutions  who  have  found  it 
possible  and  advisable  to  put  such  applied  subjects  as  agriculture, 
education,  engineering,  and  commerce  upon  the  basis  of  scientific 
investigation,  and  have  freely  recognized  the  accomplishments  of 
trained  students  by  the  granting  of  higher  earned  degrees.  In 
medicine,  in  the  United  States,  the  specialist  in  practice  and  the 
trained  investigator  have  come  to  us  either  as  a  development  from 
extended  practice  narrowing  to  a  particular  field;  by  periods,  long  or 
short,  of  foreign  study;  by  what  has  been  called  post-graduate  or 
polyclinic  medical  courses;  or  by  the  simple  and  convenient  method 
of  self-proclamation.  Taken  as  a  whole,  the  results  of  such  proc- 
esses can  hardly  be  called  satisfactory,  nor  do  they  supply  any  sure 
protection  to  the  public  or  any  open  avenue  for  the  specialist  to  the 
public's  confidence.  And  medical  education,  if  it  is  to  advance  must 
at  least  be  able  to  supplement  a  faculty  of  skilled  practitioners 
with  men  trained  to  carry  forward  the  frontiers  of  medical  science. 

"The  objects  of  this  graduate  work  in  medicine  are  accordingly 
the  training  for  medical  practice  of  fully  equipped  and  properly  cer- 
tified specialists  and  of  investigators  and  teachers   of   medicine." 

STANDARDS  AND  REQUIREMENTS. 

"In  entering  upon  this  work  the  best  methods  for  securing  results 
and  safeguarding  scientific  standards  have,  it  would  seem,  already 
been  indicated  by  the  graduate  work  developed  here  and  elsewhere 
in  other  pure  and  applied  sciences.  The  proper  development  of 
any  experiment  in  graduate  work  in  medicine  would  depend  upon 
real  standards  of  admission,  qualified  teachers  supplied  with  ade- 
quate laboratory,  clinical  and  library  equipment,  and  rigid  tests 
in  course  and  examinations  in  residence,  together  with  evidence  of 
the  power  or  productive  research  on  the  part  of  the  students  as 
evidenced  in  a  thesis. 

"In  doing  this  work  the  University  of  Minnesota  is  not  seeking  to 
multiply  the  opportunities  for  securing  simple  technical  training 
through  practitioners'  courses.  The  graduate  work  is  definitely 
intended  to  make  the  three  years'  work  a  training  for  the  well- 
prepared  and  serious-minded  student  who  wants  to  be  a  scientist, 
working  in  some  special  field  of  medicine  or  surgery.  Entrance 
upon  the  work  and  continuance  in  it,  as  well  as  the  holding  of  scholar- 
ships or  fellowships  in  the  Medical  School  or  the  Mayo  Foundation, 
will  be  strictly  conditioned  upon  evidence  of  power  and  growth 
along  scientific  fines.  The  value  of  technical  or  mechanical  skill  as 
a  practitioner  or  operator  has  its  place,  but  will  be  subordinated  to 
and  measured  by  the  power  and  product  of  the  brain  that  guides 
the  hand.     From  the  standpoint  of  both  the  University  and  the 
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prospective  student   it   is  highly  important   that   this   distinction 
in  purpose  be  kept  clearly  in  mind." 

Students  desiring  to  take  up  graduate  work  in  medicine  do  not  enter 
the  medical  school,  but  register  with  the  dean  of  the  graduate 
school. 

In  order  to  live  up  to  its  higher  ideals,  the  number  of  fellowships 
in  each  branch  of  medicine  is  limited  to  the  number  which  the  ex- 
isting  clinical  facilities  warrant:  two  each  in  surgery,  internal 
medicine,  obstetrics  and  gynecology,  ophthalmology  and  otolaryn- 
gology, mental  and  nervous  diseases  and  pediatrics.  In  addition 
to  these  there  are  fifty  fellowships  offered  by  the  Mayo  Foundation 
also  a  part  of  the  graduate  school  of  the  University  of  Minnesota. 
Each  fellow  receives  a  stipend  of  $500  the  first  year,  $750  the  second 
and  Siooo  the  third  year  and  must  devote  his  entire  time  to  graduate 
work  and  in  order  that  he  may  become  a  trained  teacher,  does  a 
limited  amount  of  teaching. 

REQUIREMENTS  FOR  ADVANCED  DEGREES  IN  MEDICINE. 

"1.  Entrance  upon  work  for  the  advanced  degree  of  doctor  of 
philosophy  (Ph.D.)  in  the  clinical  departments  of  medicine  is  lim- 
ited to  those  who  have:  (a)  The  bachelor's  degree  in  arts  or  science, 
or  the  equivalent;  (b)  the  degree  of  doctor  of  medicine  from  ac- 
ceptable institutions  (i.e.,  those  in  Class  "A"  of  the  American 
Medical  Association);  and  (c)  one  year's  experience  as  an  interne 
in  an  approved  hospital  or  as  an  assistant  in  a  laboratory  in  an  ac- 
ceptable medical  school." 

"2.  Residence.  For  the  doctor's  degree  (Ph.D.  or  D.Sc.)  at 
least  three  full  years  of  successful  graduate  study  are  required." 

"3.  Language  requirements.  A  reading  knowledge  of  French  and 
German  must  be  certified  by  the  professors  in  charge  of  these  langu- 
ages at  least  one  year  before  the  doctor's  degree  is  conferred,  and 
before  admission  to  the  preliminary  examination." 

The  Masters  Degree  is  also  given  for  three  years'  work  without 
the  foreign  language  requirement. 

"4.  Minor.  With  the  approval  of  his  advisor  and  the  Dean  of 
the  graduate  school,  each  student  upon  entrance  selects  a  minor, 
which  must  be  logically  related  to  his  major  subject  and  must  be 
completed  before  the  end  of  the  second  year.  The  minor  is  prefer- 
ably a  laboratory  subject  in  some  other  department,  and  should 
amount  to  not  less  than  one-sixth  of  the  total  work  for  the  degree. 
At  least  one-fourth  of  the  work  offered  for  the  degree  in  a  clinical 
subject  should  consist  of  graduate  work  in  the  fundamental  labora- 
tory branches,  which  will  serve  as  a  basis  for  the  proposed  clinical 
specialization.  The  final  examination  in  the  minor  for  the  doctor's 
degree  is  included  in  the  preliminary  examination." 

"  5.  Major.  The  major  is  that  department  in  which  the  student 
desires  to  specialize.  Together  with  the  thesis,  it  should  occupy  at 
least  two-thirds  of  the  total  work  for  the  degree." 
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"  Thesis.  Each  candidate  for  an  advanced  degree  must  submit  a 
thesis  which  must  embody  results  of  research  forming  a  real  con- 
tribution to  knowledge." 

The  candidate  must  also  pass  exhaustive  written  and  oral  ex- 
aminations  and   defend   his    thesis   before   the   graduate   faculty. 

REQUIRED  GRADUATE  COURSES  IN  OBSTETRICS  AND  GYNECOLOGY. 

The  degree  conferred  is  Ph.D.  or  D.Sc.  (in  Obstetrics  and  Gyne- 
cology). 

Of  the  courses  in  other  departments  open  to  graduate  medical 
students  the  following  are  especially  recommended  for  those  desiring 
to  specialize  in  obstetrics  and  gynecology: 

Advanced  Anatomy:  gross  and  histological,  of  the  female  genera- 
tive organs;  Fetal  Anatomy:  dissection  of  fetus,  and  new-born; 
Implantation  and  Placentation;  Advanced  Physiologic  Chemistry; 
Gynecological  Pathology;  Experimental  Pharmacology;  Other  courses 
in  fundamental  or  clinical  subjects  may  be  selected. 

The  following  graduate  courses  are  offered  in  the  department  of 
Obstetrics  and  Gynecology: 

Advanced  Pathology  of  the  Female  Generative  Organs.  Required  of 
first-  or  second-year  fellows  in  obstetrics  and  gynecology. 

Prerequisites;  pathology,  or  equivalent. 

Clinical  Obstetrics  and  Gynecology.  A  course  in  diagnosis  and 
treatment,  with  special  study  of  selected  cases.  Clinic  in  the  out- 
patient department  of  the  University  Hosiptal,  N.W.F.  through- 
out the  year.  Required  of  first-year  fellows,  and  may  be  elected  by 
second-year  fellows. 

Clinical  Obstetrics  and  Gynecology.  Required  of  second-year  fel- 
lows, and  may  be  elected  by  first-year  fellows. 

Advanced  Obstetrics  and  Gynecology.  Includes  service  in  the 
University  Hospital,  affording  ample  opportunity  for  experience 
in  diagnosis,  care  and  treatment  (operative  and  nonoperative)  of 
patients.  Special  facilities  offered  for  study  of  problems  and  cases 
of  unusual  interest.  Required  of  first-year  fellows.  Another  course, 
similar  to  previous  course  but  more  advanced,  both  in  clinical  and 
research  aspects  of  the  subjects,  so  as  to  be  adapted  to  the  increased 
training  and  experience,  is  required  of  second-year  fellows.  Simi- 
lar courses  but  more  advanced,  are  required  of  third-year  fellows. 
Clinical  and  laboratory  research  upon  problems  in  obstetrics  and 
gynecology  are  required  of  third-year  fellows  who  must  complete  a 
satisfactory  thesis  during  the  year.  This  is  elective  for  second- 
year  fellows  or  other  properly  qualified  graduate  students. 

In  closing  permit  me  to  say  that  we  have  no  delusions  that  this  is 
the  one  and  only  solution  of  this  problem,  but  we  do  believe  that 
certain  dangers  confront  us  under  the  present  lack  of  system  and 
that  the  education  of  specialists  must  be  systematized,  elevated 
and  standardized  perhaps  along  these  lines  of  established  pedagog- 
ical principles  or  perhaps  by  discovering  new  ones. 

119  Institute  of  Anatomy, 

University  of  Minnesota. 
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A  STUDY  OF  1500  SELECTIVE  CASES  OF  MYOMATA  UTERI 

OPERATED  ON  AT  THE  WOMAN'S  HOSPITAL 

1910  TO  1917.* 

BY 
LE  ROY  BROUN,  M.  D.,  F.  A.  C.  S., 

New  York,  N.  Y. 

To  what  extent  are  we  to  regard  uterine  hemorrhage  of  myoma- 
tous origin  as  conditions  requiring  surgical  interference,  or  what 
character  of  these  cases  should  we  refer  for  treatment  by  radium 
or  r-ray.  This  question  has  presented  itself  forcibly  to  the  writer 
in  view  of  the  satisfactory  immediate  results  reported  by  those  using 
radium  and  #-ray. 

Hemorrhage  of  myopathic  origin  and  from  uteri  with  small 
myomas,  uncomplicated  by  malignancy  or  other  conditions,  un- 
questionably should  be  treated  by  the  x-ray  or  radium  (if  curettage 
fails  to  relieve  the  symptoms),  in  preference  to  the  more  radical 
procedure  of  hysterectomy. 

To  what  extent  such  symptoms  in  larger  tumors  can  be  with  judg- 
ment similarly  treated,  is  the  question  that  the  writer  had  tried  to 
determine  for  himself. 

For  this  purpose  I  have  reviewed  all  the  cases  of  myomata  oper- 
ated on  at  the  Woman's  Hospital  during  the  past  eight  years,  ending 
with  September,  1917.  There  were  1500  such  cases.  All  of  these 
had  some  form  of  hysterectomy  or  myomectomy. 

As  a  result  of  the  operations,  twenty-eight  patients  died;  of  these 
seven  died  from  embolus,  chiefly  between  the  eighth  and  twentieth 
day,  seven  died  from  peritonitis,  and  the  remainder  from  various 
causes.  The  percentage  rate,  1.86,  can  be  taken  as  a  fair  estimate 
of  the  mortality  of  operations  for  this  condition,  since  it  represents 
the  results  of  the  combined  operative  work  of  a  large  Attending  and 
Junior  Attending  Staff,  together  with  that  of  a  considerable  number 
of  surgeons,  who  are  given  the  privilege  of  sending  their  patients 
to  the  private  rooms  of  the  Hospital. 

This  compares  favorably  with  1.73  per  cent,  reported  by  Deaver 
in  750  cases  covering  a  period  of  eleven  years  and  with  1.75  per  cent, 
reported  by  Frank  in  400  cases  operated  on  by  Brettauer  and  him- 
self. 

Associated  with  the  total  number  of  cases  (1500),  sixty-six  malig- 

*  Read  at  the  Forty-third  Annual  Meeting'  of  The  American  Gynecological 
Society,  Philadelphia,  May  16-18,  1918. 
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nant  conditions  were  found.  Twenty-nine  of  these  were  unquestion- 
ably determined  before  operation.  It  is  doubtful  whether  all  of 
the  seven  cases  of  sarcoma  could  have  been  determined  and  it  is  cer- 
tain that  the  nature  of  the  remaining  twenty-one  cases  of  malignancy, 
ovarian  carcinoma  (4)  and  papillomatous  cysts  (17)  could  not  have 
been  previously  diagnosed  before  opening  the  abdomen. 

There  were  fifty-eight  cases  of  associated  ovarian  pathology. 
The  previous  recognition  of  any  of  these  before  operation,  excluding 
the  four  instances  of  abscess  of  the  ovary,  would  depend  entirely 
on  the  size  and  character  of  the  myoma  present,  also  on  the  size  of 
the  pathological  ovarian  conditions. 

There  were  265  cases  of  associated  tubal  disease,  the  majority  of 
which  would  have  required  at  some  time  surgical  interference.  To 
what  extent  the  circulatory  disturbance  as  a  result  of  the  presence  of 
the  tumor  was  the  cause  of  the  predominating  presence  of  salpingitis, 
cannot  be  stated.  No  tube  was,  however,  reported  as  the  seat  of 
inflammatory  changes,  unless  positive  pathological  evidence  and 
examination  showed  such  a  condition.  A  large  number  of  uterine 
appendages  were  removed  in  connection  with  hysterectomies  in 
patients  about  the  menopause,  in  whom  only  minor  pathological 
changes  were  found.  None  of  these  are  included  among  the  150 
cases  of  salpingitis  cited. 

Tubercular  endometritis  was  present  in  two  instances  and  in  105 
myomata,  necrotic  or  calcareous  changes  were  present.  The  pres- 
ence of  these  conditions  are  readily  recognizable  in  some  instances 
before  operation,  but  in  the  majority  of  instances  this  could  not  be 
done. 

One  hundred  and  sixty-seven  chronic  or  subacute  inflammatory 
appendices  were  found.  As  a  routine  the  appendix  is  removed  dur- 
ing an  abdominal  section  unless  there  is  some  contraindication.  In 
each  instance  the  appendix  is  pathologically  examined  and  in  a  very 
large  majority  of  instances  are  classed  as  ''normal."  The  167  cases 
noted  had  been  the  seat  of  a  former  inflammation,  adhesions  were 
present  and  gross  departures  from  the  normal  were  evident.  In 
some  instances  the  acute  inflammatory  process  had  not  subsided. 

There  were  nine  instances  of  associated  extrauterine  pregnancy 
and  fifty-one  of  normal  pregnancy.  In  some  of  these  the  complica- 
tion was  recognized  before  the  operation;  in  many  the  condition 
was  not  known  until  after  the  operation. 

Frank  in  a  paper  before  this  Society  two  years  ago,  on  the  "X-ray 
in  the  Treatment  of  Uterine  Hemorrhage,"  showed  that  seventy-four 
coincident  conditions  out  of  419  (18.5  per  cent.)  consecutive  myomata 
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operated  on  in  Mount  Sinai  Hospital,  absolutely  contraindicated 
the  use  of  the  x-ray  and  equally  so  that  of  radium.  Deaver  in  the 
Journal  of  the  American  Medical  Association,  in  the  same  year,  re- 
ports 515  consecutive  myomata  coming  to  operation,  as  having  107 
(28.5  per  cent.)  other  pathological  associated  conditions,  all  of  which 
contraindicated  the  use  of  radium  or  .x-ray.  He  concludes  that  in 
view  of  the  uncertainty  of  an  absolute  diagnosis  prior  to  opening 
the  abdomen  and  of  the  low  mortality  of  1.73  per  cent,  the  treat- 
ment of  myoma  by  radium  or  x-ray  should  be  confined  to  the  relief 
of  symptomatic  conditions. 

In  our  own  cases  at  the  Woman's  Hospital,  it  will  be  seen  that  355 
cases,  23.7  per  cent,  of  the  1500  consecutive  myomatas  operated 
upon,  contraindicated  the  use  of  radium  and  x-ray. 

The  average  therefore  of  23.5  per  cent.,  or  practically  one  out  of 
every  four  patients  seeking  relief  from  symptoms  resulting  from  the 
presence  of  uterine  myoma,  have  also  some  other  pathological  con- 
dition that  would  contraindicate  the  use  of  radium  or  .v-ray.  If 
these  contraindicating  conditions  could  always  be  made  out  our 
course  would  be  easy  of  decision.  Unfortunately,  however,  this 
is  not  true  for  there  is  nothing  more  well  recognized  than  the  lack 
of  certainty  in  an  abdominal  diagnosis.  In  every  surgical  service 
this  is  fully  appreciated  in  providing  for  a  statement  of  the  preopera- 
tive and  also  of  the  postoperative  diagnosis  in  the  surgical  records. 

The  diagnostic  uncertainty  of  recognizing  intercurrent  conditions 
increases  in  proportion  to  the  size  and  contour  of  the  myoma.  The 
probability  of  the  existence  of  such  coincident  conditions,  as  of 
changes  in  the  tumor  itself,  are  also  correspondingly  greater.  Added 
to  these  uncertainties  and  contraindications  in  the  use  of  the  x-ray 
or  radium,  are  the  classes  of  cases  which  Kroenigand  Gauss  do  not 
regard  as  suitable,  which  are  mainly  submucous  myoma,  those 
causing  acute  pelvic  incarceration  and  gangrenous  or  suppurating 
myomata. 

The  above  limitations  are  recognized  by  practically  all  surgeons, 
but  unfortunately  not  by  the  general  physician,  whose  training  can 
hardly  be  expected  to  enable  him  to  differentiate  between  cases  suita- 
ble for  x-ray  treatment  and  those  that  should  be  sent  to  the  surgeon. 
Frank  in  his  excellent  article  above  mentioned  tersely  states  that 
the  object  of  his  paper  was  to  "defend  x-ray  therapy  from  its  friends," 
and  concludes  that  ioper  cent,  of  the  myomata  requiring  interference 
may  be  treated  by  the  x-ray. 

After  a  review  of  the  cases  at  the  Woman's  Hospital  and  noting 
the  coincident  conditions,  I  am  convinced  that  the  symptoms  on 
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account  of  which  the  majority  of  patients  entered  the  Hospital  were 
due  in  the  greatest  measure  to  conditions  outside  of  the  uterus  and 
not  to  the  presence  of  the  tumor  itself,  unless  it  was  from  hemorrhage. 

The  three  excellent  papers  of  Kelly,  Clark  and  Miller,  brought  out 
in  the  Symposium  on  "Uterine  Hemorrhage  of  Benign  Origin" 
at  last  year's  meeting  of  the  American  Gynecological  Society,  while 
clearly  demonstrating  the  value  of  radium  in  controlling  hemorrhage 
of  myopathic  origin  or  from  myoma  of  selected  types,  equally  em- 
phasized the  importance  of  care  in  the  selection  of  cases  for  this 
line  of  treatment. 

Miller  states  that  where  the  history  and  examination  shows  the 
probability  of  the  presence  of  cystic  disease  of  the  ovaries  or  of 
hydrosalpinx  associated  with  the  fibroid,  he  advises  operation.  He 
further  states  that  most  of  the  myomas  selected  for  radium  treat- 
ment were  small  and,  that  only  in  cases  with  positive  surgical  con- 
traindications, did  he  use  radium  on  tumors  of  larger  size. 

Clark  in  the  eighty-three  cases  that  he  reports,  states  "in  no  case 
was  the  tumor  of  large  size  and  in  each  the  only  symptom  was  excessive 
bleeding."  He  further  states  "tumors  of  large  size  or  tumors  of 
any  size  complicated  by  disease  of  the  adnexa  or  surrounding  struc- 
tures as  well  as  single  myomas  in  young  women,  are  to  be  treated 
by  appropriate  operation  and  not  by  radium." 

He  states,  also,  a  fact  well  recognized,  that  "large  tumors  are 
much  more  likely  to  be  accompanied  by  inflammatory  lesions  and 
there  is  always  an  element  of  doubt  in  the  diagnosis  of  coincident 
complications."  This  is  the  key-note  of  the  whole  subject  and  can 
be  epitomized  in  the  statement  that  any  myoma  needing  interference 
that  cannot  be  completely  mapped  out  by  bi-manual  examination 
and  known  to  be  free  from  coincident  complications,  should  have 
surgery  advised,  unless  there  is  a  decided  physical  contraindication,  as 
in  heart,  lung  or  kidney  disease,  or  in  any  other  condition  presenting 
a  bad  surgical  risk. 

Practically  one-half  (723  out  of  1500  cases  reported)  had  some 
form  of  intercurrent  abdominal  or  pelvic  disease  that  would  in  all 
probability  require  at  one  time  or  another  surgical  interference. 
This  does  not  include  the  myomas  of  submucous  character,  or  those 
causing  pelvic  incarceration,  or  those  undergoing  gangrenous  or 
suppurating  changes  contraindicating  the  use  of  x-ray  or  radium. 
Neither  do  they  include  those  tumors  in  which  there  are  inflam- 
matory adhesions  with  the  adjacent  organs. 

When  we  consider  these  contraindications  and  the  peculiar  unex- 
plained relations  between  radium  and  x-ray  in  the  possible  produc- 
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tion  of,  and  the  acceleration  under  certain  conditions  of  malignant 
changes,  surgery  with  its  mortality  of  1.5  to  2  per  cent.,  with  its 
satisfactory  end-results  that  have  been  known  for  over  a  decade, 
leaves  to  the  mind  of  the  writer,  as  the  subject  now  presents  itself 
to  him,  little  to  be  desired. 

That  radium  and  #-ray  have  their  field  in  gynecology  is  with  the 
facts  now  before  us  unquestionable.  I  believe,  however,  that  this 
field  should  be  limited  to  cases  in  which  it  is  inadvisable  to  do  any 
form  of  operation  and  to  hemorrhage  of  myopathic  origin  or  from 
small  and  absolutely  uncomplicated  myomata  of  the  uterus. 

In  reviewing  the  tabulated  statement  of  coincident  pathological 
conditions  it  will  be  seen  that  there  were: 

Malignant  conditions  present  in 4  per  cent. 

Ovarian  disease  in 3  per  cent. 

Tubal  (excluding  salpingitis)  in 7  per  cent. 

Uterine  myomatous  changes  and  tuberculous  con- 
ditions in 7  per  cent. 

Pregnancy  (normal  and  extrauterine)  in 4  per  cent. 

Chronic  and  subacute  appendicitis  in 11  per  cent. 

TABLE    OF    COINCIDENT   PATHOLOGICAL    CONDITIONS   ASSOCIATED    WITH    1500 
CONSECUTIVE    MYOMATA    UTERI. 

Malignant 66 

Carcinoma  corpus  uteri 20 

Carcinoma  colli  uteri 9 

Sarcoma 7 

Carcinoma  of  ovary 4 

Papillomatous  ovarian  cysts 17 

Ovarian 58 

Adenocystoma  of  ovary 36 

Intraligamentous  cysts 3 

Dermoid  cysts  of  ovary 14 

Fibroid  of  ovary 1 

Abscess  of  ovary 4 

Tubal 265 

Tubercular  salpingitis 6 

Pyosalpinx 58 

Hydrosalpinx 48 

Salpingitis 153 

Uterine 107 

Necrotic  myomata 83 

Calcareous  myomata 22 

Tubercular  endometritis , 2 

Pregnancy 60 

Normal 51 

Extrauterine 9 

Appendicitis  Chronic  and  Subacute , 167 

Mortality 28 

Per  cent 1 .  86 
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Compare  these  with  the  total  mortality  percentage  of  1.86  per 
cent,  and  the  limitations  of  the  justifiable  use  of  the  .r-ray  and 
radium  in  myoma  of  the  uterus  becomes  doubly  forceful. 

148  West  Seventy-seventh  Street. 


FINAL  RESULTS  OF  X-RAY  TREATMENT  OF  FIBROIDS 
OF  THE  UTERUS.* 

BY 
JOSEPH  BRETTAUER,  M.  D., 

New  York,  X.  Y. 

The  treatment;  of  uterine  fibroids  by  Rontgen  rays  was  inaugu- 
rated in  Europe  some  ten  years  ago.  My  own  experience  reverts  to 
191 1,  when,  stimulated  by  gratifying  reports  from  abroad,  I  began 
to  employ  this  method  in  the  treatment  of  persistent  uterine  bleed- 
ing occurring  in  young  girls  and  in  women  at  the  climacterium,  in 
whom  no  organic  lesions  responsible  for  the  bleeding  could  be 
found.  The  results  at  first  were  doubtful  in  character  and  only 
became  satisfactory  when  the  technic  and  apparatus  employed 
were  improved  with  the  assistance  of  experts.  This  method  of 
treatment  was  gradually  extended  to  cases  of  fibroids  presenting 
symptoms  which  warranted  interference. 

Dr.  S.  Stern,  who  took  up  the  study  of  this  subject  at  my  sugges- 
tion and  carried  out  the  treatment  for  me,  has  published  several 
articles  in  which  results  since  191 1  have  been  reported.  I  will  not 
burden  you  therefore  with  historical  details,  nor  with  a  study  of  the 
literature,  which  has  assumed  huge  proportions  in  this  compara- 
tively short  time.f 

After  reading  the  minutes  of  a  special  society,  published  recently 
stating  that  "the  x-ray  has  very  little  use  in  a  fibroid  condition," 
"the  usefulness  of  the  ovaries  should  be  preserved,"  "the  folly  of 
employing  x-ray,  because  in  a  case  of  multiple  fibroids  with  a  cervical 
polyp,  an  extrauterine  pregnancy  was  found  at  operation,"  I  felt 
compelled  to  make  this  short  report  of  the  final  results  achieved. 

It  seems  important  that  any  evidence  disproving  such  absolute 
condemnation  should  be  reported.  It  is  not  necessary  for  me  to 
apologize  for  employing  the  x-ray  frequently  in  the  treatment  of 
fibroids,  instead  of  resorting  to  operative  measures.     My  last  series 

*  Read  at  the  Forty-third  Annual  Meeting  of  The  American  Gynecological 
Society,  Philadelphia,  May  16-18,  1918. 

t  During  the  past  two  or  three  years,  Dr.  Sittenfeld  has  also  treated  some  of 
these  patients  for  me. 
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of  ioo  hysterectomies  (largely  complicated  cases  of  intraligamentous 
fibroids,  or  cases  combined  with  diseased  adnexa)  show  a  mortality 
of  i  per  cent.  Death  in  this  instance  may  have  been  due  to 
secondary  hemorrhage,  though  no  loose  ligature  was  found,  nor  was 
the  blood  accumulated  retroperitoneally,  sufficient  to  make  such  a 
diagnosis  certain. 

This  report  covers  a  series  of  thirty-two  cases  of  fibroids  up  to 
October  i,  1917,  which  were  subjected  to  massive  .r-ray  exposures  on 
account  of  severe  menorrhagia.  The  tumors  varied  in  size,  some 
reaching  above  the  umbilicus  and  filling  the  entire  abdomen.  All 
were  under  observation  and  the  diagnosis  positively  established,  be- 
fore treatment  was  instituted.  Permanent  amenorrhea  resulted  in 
twenty-five,  or  78  per  cent,  and  temporary  amenorrhea  in  seven,  or 
22  per  cent.  Four  of  the  seven  were  between  thirty  and  forty  years 
of  age  and  the  character  of  the  uterine  bleeding  was  that  of  a  scanty 
regular  menstruation;  in  the  other  three,  the  flow  was  very  irregular, 
small  in  amount  and  occurred  at  intervals  of  from  three  to  six  months. 
In  nearly  every  case  a  decided  reduction  in  the  size  of  the  uterus  was 
perceptible;  in  some  no  vestige  could  be  detected  of  former  large 
fibroids.  The  period  of  time  since  the  last  treatment  is  too  short 
in  some  of  these  cases,  to  allow  accurate  judgment  of  remote  results. 
Eighteen  cases  have  therefore  been  selected,  in  which  the  treatment 
was  completed  before  July  1,  1915-  The  patients  have  all  been 
examined  at  intervals,  the  last  time  within  four  weeks  of  this  report. 

Short  abstracts  of  the  histories  are  herewith  presented. 

Case  I. — S.  S.,  aged  forty-nine;  prolonged  and  profuse  menstrua- 
tion for  several  years;  multiple  fibroids  reaching  to  the  umbilicus; 
was  very  averse  to  any  operative  measures;  hemoglobin  between  40 
and  50  per  cent.  From  April  to  July,  19 15  five  exposures  were 
given.  From  July  to  December  there  was  scanty  irregular  men- 
struation; in  December,  1916  the  last  uterine  bleeding  occurred; 
since  then  persistent  amenorrhea.  In  May,  1918,  general  condition 
excellent,  uterus  the  size  of  a  two  months'  pregnancy,  very  hard  and 
freely  movable.     Hemoglobin  75  to  80  per  cent. 

Case  II. — W.  N.,  aged  forty-nine;  was  under  the  writer's  observa- 
tion for  about  twenty  years,  during  which  time  several  operations 
for  prolapse  and  relaxation  were  performed.  Since  1910  menstrua- 
tion has  gradually  become  more  profuse  and  prolonged,  the  uterus 
increasing  in  size  and  reaching  almost  to  the  umbilicus.  For 
extraneous  reasons,  no  active  measures  could  be  resorted  to.  From 
April  6  to  June  8,  1914,  four  series  were  given.  The  last  regular 
menstruation  occurred  on  June  8,  1914  and  was  prolonged,  but 
scanty;  six  months  later  there  was  a  slight  show;  since  then,  per- 
sistent amenorrhea.     When  examined  in  May,  1918,  her  general 
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condition  was  very  good.  The  uterus  was  in  the  sacral  cavity, 
very  hard,  with  no  signs  of  the  existence  of  the  previous  neoplasm. 
Case  III. — C.  R.,  aged  forty-eight;  a  rather  neurasthenic  patient, 
who  was  curetted  in  1913  for  severe  metrorrhagia,  refusing  any  other 
interference.  Shortly  after,  severe  menorrhagia.  Multiple  fibroids, 
reaching  above  the  umbilicus.  From  March  29  to  June  19,  1914, 
five  series  were  given;  amenorrhea  since  the  second  series  on  April 
19th.  In  May,  191 8,  general  condition  good;  the  uterus  is  about 
the  size  of  a  two  months'  pregnancy,  very  hard  and  freely  movable; 
the  patient  is  very  nervous  and  has  severe  climacteric  symptoms. 

Case  IV. — E.  L.,  aged  fifty-one.  For  several  years,  regular  but 
prolonged  menstruation,  lasting  sometimes  for  two  weeks.  Her  gen- 
eral condition  poor,  hemoglobin  40  per  cent.  There  were  two  dis- 
tinct nodules  in  the  uterus  which  was  the  size  of  a  four  months'  preg- 
nancy. From  Dec.  9,  1913  to  Feb.  23,  1914,  five  series  were  given. 
In  January,  1914,  there  was  a  slight  flow;  since  that  time,  persistent 
amenorrhea.  Repeated  examinations  showed  a  gradual  decrease 
in  the  size  of  the  uterus  and  a  marked  improvement  in  her  general 
condition.  In  March,  1918,  her  physician  reports  that  the  patient's 
general  condition  is  excellent,  the  uterus  slightly  larger  than  normal, 
with  no  distinct  nodules  recognizable.     Hemoglobin  75  per  cent. 

Case  V.— L.  F.,  aged  forty-seven.  For  several  weeks  she  has  been 
suffering  from  prolonged  menstruation  and  gradual  uniform  en- 
largement of  the  uterus  was  observed  by  her  physician.  When 
referred  for  treatment,  the  uterus  was  the  size  of  a  three  and  one- half 
months'  pregnancy  and  caused  some  pressure  symptoms,  particularly 
of  the  bladder.  From  December,  1913  to  February,  1914,  four 
series  were  given.  The  last  menstruation  was  in  January,  19 14; 
since  then,  persistent  amenorrhea.  Reduction  in  the  size  of  the 
uterus  took  place  in  a  very  short  time.  In  February,  1916,  the 
uterus  was  reported  to  be  the  normal  size  for  a  multiparous  woman 
of  that  age.  In  January,  191 8,  general  condition  good,  with  per- 
sistent amenorrhea  and  no  signs  of  fibroid  present. 

Case  VI. — J.  C,  single,  aged  forty-eight.  When  examined  in 
January,  1914,  a  fibroid  the  size  of  a  grape-fruit  was  found.  Men- 
struation was  profuse  and  prolonged  and  pressure  symptoms  were 
present.  She  was  referred  for  x-ray  treatment  only  because  of  her 
inability  to  absent  herself  from  business  long  enough  to  undergo 
operation.  From  June  to  September,  191 5,  six  series  were  given. 
In  1916  and  1917,  occasional  slight  uterine  bleeding.  Amenorrhea 
has  now  persisted  for  eight  months.  In  May,  191 8,  the  uterus  is 
atrophic,  low  down  in  the  pelvis;  the  pressure  symptoms  have  dis- 
appeared but  the  climacteric  symptoms  are  rather  pronounced. 

Case  VII. — S.  H.,  aged  44,  single.  For  several  years  prolonged 
menstruation  with  severe  pre-menstrual  pressure  symptoms  on 
bladder  and  rectum;  continuous  backache.  Uterus  the  size  of  a 
three  months'  pregnancy,  irregular  in  outline  and  crowded  in-  the 
pelvis.  Operation  was  advised  but  .x-ray  was  preferred.  January 
6  to  April  23,  191 5,  six  series  were  given.  After  five  series  there  was 
practical  amenorrhea,  though  the  patient  from  time  to  time  had  a 
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slight  flow  for  a  few  hours  only,  without  regularity.  In  May,  1918, 
the  pressure  symptoms  have  practically  disappeared.  Her  general 
condition  is  good;  the  uterus  is  low  down  in  the  pelvis,  and  slightly 
enlarged. 

Case  VIII.- — L.  A.,  aged  forty-four.  This  patient  was  extremely 
adipose  and  anemic;  hemoglobin  40  per  cent.  For  one  year  has 
had  nearly  continuous  uterine  bleeding.  The  uterus  is  above  the 
umbilicus  and  regular  in  outline.  April  29  to  July  1,  1915,  seven 
series  were  given;  the  bleeding  stopped  entirely  after  five  series; 
persistent  amenorrhea.  In  May,  191 8,  the  uterus  is  the  size  of  a 
two  months'  pregnancy,  freely  movable.  General  condition  good; 
hemoglobin  75  to  80  per  cent.  Telangiectatic  marks  over  the  entire 
abdomen,  corresponding  to  the  division  of  the  fields  of  exposure. 

Case  IX. — B.  S.,  aged  forty-eight.  For  one  year  very  profuse 
menstruation  and  gradual  increase  in  the  size  of  the  uterus,  which  in 
April,  1915,  was  the  size  of  a  three  months'  pregnancy.  From  April 
16  to  July  9,  191 5,  five  series  were  given.  After  the  third  series  on 
May  28,  amenorrhea  which  persists  to  the  present  time.  On  Janu- 
ary 19,  1 918,  reported  by  her  physician  as  being  entirely  well;  no 
uterine  bleeding,  uterus  slightly  enlarged. 

Case  X. — A.  B.,  aged  forty-eight.  Since  1910  the  uterus  has 
gradually  enlarged;  in  1913,  profuse,  prolonged  and  very  painful 
menstruation;  distinct  reflex  symptoms  from  the  gastrointestinal 
tract.  From  January  25  to  February  15,  19 14,  three  series  were 
given,  with  amenorrhea  following  the  second  series  and  persistent 
since  that  time.  In  April,  1918,  the  patient  is  reported  very  well; 
uterus  atrophic. 

Case  XL — S.  S.,  single,  aged  forty-eight.  In  1913  operated  upon 
for  a  cyst  of  the  right  kidney.  She  has  always  been  rather  neuras- 
thenic. For  one  and  one-half  years  has  had  irregular,  profuse  uter- 
ine bleeding;  uterus  the  size  of  a  two  and  one-half  months'  pregnancy; 
pressure  bladder  symptoms.  January  13  to  April  7, 1915,  five  series 
were  given.  Amenorrhea  followed  the  third  series,  persistent  since 
then.  In  February,  1918,  the  uterus  is  atrophic,  with  no  signs  of  a 
fibroid.     Climacteric  symptoms  somewhat  pronounced. 

Case  XII. — H.  D.,  aged  forty-five.  For  two  years  profuse  and 
prolonged  menstruation  with  gradual  enlargement  of  the  uterus, 
which  was  considerably  above  the  umbilicus.  There  is  frequent 
micturition.  Hemoglobin  40  to  45  per  cent.  November  20,  1914 
to  March  29,  1915,  seven  series  were  given.  Last  regular  men- 
struation February,  191 5.  For  one  year  after  that  occasional  slight 
flow,  then  persistent  amenorrhea.  In  May,  1918,  the  patient's 
general  condition  is  very  good,  hemoglobin  75  per  cent.  The 
uterus  is  still  the  size  of  a  five  months'  pregnancy,  hard  and  movable; 
the  pressure  symptoms  have  entirely  disappeared. 

Case  XIIL — L.  H.,  aged  forty-seven.  Irregular  and  very  profuse 
menstruation,  sometimes  lasting  for  three  or  four  weeks;  is  rather 
anemic.  The  uterus  is  about  the  size  of  a  three  months'  pregnancy. 
From  April  19,  to  July  15,  1915,  five  series  were  given.  Amenorrhea 
after  four  series,  which  has  persisted. 
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This  patient  was  greatly  affected  by  the  treatment.  Her  already 
existing  nervous  condition  was  accentuated  and  gastric  symptoms 
were  severe.  During  the  greater  part  of  the  time',  menstruation 
was  excessive.  When  examined  in  May,  1918,  her  general  condition 
was  good;  the  uterus  was  hard  and  atrophic. 

Case  XIV. — M.  P.,  aged  forty-two.  Severe  menstrual  flow, 
requiring  packing  .on  several  occasions.  The  uterus  is  the  size  of  a 
three  months'  pregnancy,  irregular  in  shape  and  studded  with  small 
nodules;  there  is  a  second-degree  laceration  of  the  cervix  and  peri- 
neum. A'-ray  treatment  was  preferred  by  the  patient.  From 
November  2,  1914  to  February  23,  1915,  six  series  were  given. 
Amenorrhea  resulted  after  the  fifth  series  and  still  persists.  In 
January,  1918,  the  uterus  was  practically  normal  in  size  and  no  irregu- 
larities can  be  detected  in  its  outline.  There  are  some  signs  of 
relaxation  and  prolapse,  which  may  require  interference  at  some 
future  date.     The  patient's  general  condition  >is  excellent. 

Case  XV. — C.  M.,  aged  thirty-four.  Irregular  and  profuse 
menstruation,  lasting  for  two  or  three  weeks;  marked  symptoms  of 
anemia;  hemoglobin  45  to  50  per  cent.  There  is  a  nodule  in  the 
fundus  the  size  of  a  grape-fruit.  The  patient  refused  operation. 
From  June  9,  to  October  6,  1915,  seven  series  were  given.  Amenor- 
rhea after  the  fourth  series,  lasting  for  four  months,  when  the 
seventh  and  last  series  was  given.  Regular,  scant  flow  for  one  year 
after  this.  In  May,  1918,  no  signs  of  fibroid  were  found  in  a  practi- 
cally normal  uterus.  The  patient  has  not  menstruated  for  six 
months. 

Case  XVI. — E.  K.,  single,  aged  thirty-two.  For  six  months  has 
had  more  or  less  constant  uterine  bleeding;  hemoglobin  35  per  cent. 
The  uterus  corresponds  in  size  to  a  four  months*  pregnancy  and  is 
irregular  in  outline.  Her  general  condition  is  very  poor.  Decem- 
ber 29,  1913  to  May  4,  1914,  nine  series  were  given.  There  was 
amenorrhea  for  four  months  after  the  fourth  series.  The  eighth 
and  ninth  series  were  given  after  intervals  of  three  months.  In 
May,  1918,  complete  amenorrhea  for  one  year.  General  condition 
good,  hemoglobin  normal.  The  uterus  is  small,  low  down  in  the 
pelvis,  no  irregularities  in  outline.  A  few  telangiectatic  marks  on 
the  skin  of  the  abdomen. 

Case  XVII. — G.  F.,  aged  thirty-two,  single.  For  three  months, 
practically  continuous  uterine  bleeding,  with  severe  pain.  Very 
anemic,  hemoglobin  45  to  50  per  cent.  She  has  a  distinct  noncom- 
pensated, valvular  heart  lesion.  The  uterus  reaches  above  the 
umbilicus.  Seven  series  were  given  from  April  12,  to  October  1, 
1 91 5.  Amenorrhea  after  the  third  series  and  rapid  diminution  in 
the  size  of  the  uterus.  In  May,  1918,  amenorrhea  still  persists. 
The  uterus  can  barely  be  felt  above  the  symphysis,  but  the  patient 
has  been  in  bed  for  several  months  on  account  of  the  heart  lesion. 

Case  XVIII. — J.  S.,  single,  aged  twenty-five.  For  one  year  very 
profuse  and  prolonged  menstruation.  Severe  backache  and  marked 
palpitation;  extremely  pale  with  a  hemoglobin  of  35  per  cent.  The 
uterus  is  the  size  of  a  two  and  one-half  months'  pregnancy.     From 
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September,  1914  to  April,  191 5,  nine  series  of  fractional  doses  were 
given,  with  temporary  amenorrhea  after  the  seventh  series  with 
greatly  improved  general  condition.  Occasional  slight  flow  in 
1 9 1 7 ;  able  to  attend  to  business.  This  patient  could  not  be  examined 
at  a  later  date,  but  her  physician  reports  that  she  is  perfectly  well. 

Reviewing  these  cases,  it  is  evident  that  practically  all  of  them 
have  resulted  in  a  cure.  Only  one  case  (XVIII)  in  which  a  permanent 
amenorrhea  was  not  desired,  was  subjected  to  fractional  doses.  In 
all  of  the  other  cases,  permanent  amenorrhea,  improvement  in  the 
general  condition,  diminution  in  the  size  of  the  fibroids  and  their 
entire  disappearance  in  a  large  number  of  the  cases,  has  been  the 
result.  Cases  VI  and  VII,  both  of  whom  selected  this  treatment 
against  advice,  show  that  so  far  as  nulliparas  are  concerned,  the  fear 
of  later  symptoms  due- to  the  low  position  of  the  uterus  in  the  pelvis, 
is  not  justified.  Case  XII  shows  benefit  from  the  treatment  so  far 
as  her  general  condition  is  concerned,  although  the  fibroid  has 
decreased  but  slightly  in  size. 

In  very  few  instances  was  the  treatment  accompanied  by  unpleas- 
ant symptoms  or  sensations.  Severe  nausea  with  other  gastric  dis- 
turbances and  headache  formerly  followed  the  application  of  the  x- 
rays,  which  then  occupied  nearly  four  hours.  Since  the  Coolidge 
tube  has  been  in  use,  the  time  has  been  decreased  by  half  and  it 
might  not  be  amiss  for  me  to  describe  briefly  the  treatment  as  it  is 
given  at  the  present  time. 

Patients  can  be  treated  either  by  the  fractional  (short  duration, 
frequently  repeated)  or  by  the  massive  dosage  method  (long  treat- 
ments repeated  at  greater  intervals) .  The  latter  is  the  one  invariably 
employed  by  us,  as  it  promises  quicker  and  more  satisfactory  results. 
The  use  of  the  fractional  doses  is  limited  to  extremely  nervous 
women,  to  cases  of  noncompensated  heart  lesions,  at  the  beginning 
of  the  treatment  in  cases  of  severe  anemia  and  in  younger  women. 

The  technic  is  as  follows:  the  abdominal,  gluteal  and  dorsal  regions 
are  divided  into  a  number  of  small  fields;  twelve  to  the  abdominal 
and  six  to  the  gluteal  and  dorsal  regions.  Each  of  these  fields 
receives  an  amount  of  radiation  equal  to  20  to  25  x.  A  Coolidge 
tube  is  used  with  a  penetration  backing  up  of  a  9-inch  spark; 
the  focal  distance  is  18  centimeters.  The  amount  of  current  is 
4  Ma,  with  each  field  exposed  for  five  minutes.  The  filters  used  are 
4  mm.  aluminum,  several  layers  of  thick  photographic  paper  and  a 
flat  loofah  sponge.  The  tube  stand  is  tilted  at  a  different  angle  with 
each  field,  so  as  to  permit  the  rays  to  pass  through  the  uterus  and 
ovaries  at  different  angles  and  allow  the  most  efficient  cross-fire 
administration. 
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The  treatments  were  given  at  intervals  varying  from  one  to  three 
weeks,  depending  upon  the  patient's  tolerance  to  the  x-rays,  the 
urgency  of  the  symptoms  to  be  relieved  and  upon  extraneous  con- 
ditions (such  as  patients  living  out  of  town). 

With  the  fractional  doses,  the  abdomen  is  divided  into  four  fields, 
the  dorsal  and  gluteal  regions  into  two.  The  treatments  are  given 
twice  a  week,  two  fields  covered  alternately  at  each  treatment.  In 
this  way  each  field  receives  a  treatment  every  ten  days,  with  a 
longer  interval  of  rest  during  the  menstrual  period.  The  technic 
and  the  amount  of  rays  given  to  each  field  are  the  same  as  with  the 
massive  dosage. 

With  the  exception  of  nausea  and  headache,  lasting  for  possibly 
24  hours,  there  have  been  no  untoward  symptoms.  The  occurrence 
of  burns,  so  often  mentioned  and  so  greatly  exaggerated,  has  been 
conspicuous  only  by  its  absence.  That  they  are  possible  as  the 
result  of  carelessness  or  incompetence,  is  proven  by  a  recent  experi- 
ence which  I  feel  it  incumbent  upon  me  to  mention.  A  few  months 
ago  a  patient  from  out  of  town  was  referred  by  letter  but  through 
some  unfortunate  mistake  she  went  to  some  other  doctor  and  under- 
went x-ray  treatment  in  his  office.  The  result  was  an  extensive, 
deep  burn  over  the  entire  sacral  region,  which  confined  her  to  her 
bed  for  several  months.  This  demonstrates  without  further  argu- 
ment that  it  is  absolutely  necessary  for  this  treatment  to  be  carried 
out  by  an  expert. 

It  is  undoubtedly  true  that  the  best  and  quickest  results  are  ob- 
tained in  patients  who  are  closest  to  the  physiological  menopause. 
While  it  is  possible  to  produce  a  permanent  amenorrhea  after  two  or 
three  exposures  in  a  patient  above  the  age  of  forty-five,  it  is  very  often 
necessary  to  employ  four  or  five  series  to  accomplish  the  same  result 
in  patients  between  40  and  45  years  of  age.  Below  this  age,  from  30 
to  40,  it  becomes  increasingly  difficult,  sometimes  impossible,  to 
produce  permanent  amenorrhea  by  means  of  x-ray  exposures.  This 
fact  is  taken  advantage  of  and  the  x-ray  is  employed  in  the  treatment 
of  other  conditions  than  the  presence  of  fibroids;  for  instance,  when 
it  is  desirable  to  inhibit  ovarian  function  temporarily. 

It  has  already  been  mentioned  that  in  selecting  cases  for  this 
treatment,  close  observation,  repeated  examination  and  a  history  in 
detail  are  necessary.  If  these  rules  are  observed,  the  possibility  of 
mistaken  diagnosis  is  lessened  to  such  a  degree,  that  the  objections 
on  that  score  which  have  been  made  by  many  gynecologists,  are  not 
justified. 

It  cannot  be  denied  that  malignant  disease  of  the  endometrium 
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may  co-exist  with  fibroids.  A  careful  study  of  the  history,  however, 
will  be  sufficient  to  arouse  suspicion  and  exclude  the  application  of 
the  :v-rays.  If  a  patient  between  the  ages  of  forty-five  and  fifty 
has  had  one  or  more  x-ray  exposures  and  the  bleeding  continues  as 
profuse  as  before,  the  treatment  should  be  stopped.  The  writer 
has  no  such  experience  to  report. 

Chronic  inflammatory  conditions  of  the  appendages  have  hereto- 
fore been  a  strict  indication  against  x-ray  treatment.  Experience 
gained  with  the  je-rays  in  other  conditions,  has  shown  that  adherent 
appendages  are  in  no  wise  affected  by  the  rays  and  need  not  exclude 
their  application.  The  presence  of  purulent  collections  in  either 
tube  or  ovary  must  still  be  considered  a  strict  contraindication. 

The  possibility  of  the  degeneration  of  fibroid  tumors  into  malig- 
nant neoplasms  has  been  mentioned  repeatedly  as  a  very  important 
reason  for  discarding  the  use  of  the  x-rays.  While  the  writer  does 
not  contend  that  the  presence  of  fibroids  excludes  malignancy, 
his  experience  has  been  that  patients  with  fibroids  are  not  more 
likely  to  develop  carcinomatous  conditions  than  those  without 
them.  Such  an  occurrence  must  be  extremely  rare;  with  a  large 
and  varied  experience,  not  a  single  instance  has  come  to  his 
knowledge. 

It  is  of  course  necessary  to  consider  seriously  the  microscopic 
findings  of  recent  years,  which  place  the  occurrence  of  sarcomatous 
degeneration  at  from  2  to  10  per  cent.  This  variation  in  itself  is 
sufficient  proof  of  the  inaccuracy  of  these  observations.  The 
likelihood  of  this  complication  should  always  be  present  in  our  minds, 
particularly  when  dealing  with  patients  over  fifty-five  years  of  age, 
in  whom  hemorrhages  persist,  with  progressive  enlargement  of  the 
uterus.  The  writer  has  a  record  of  two  such  patients.  In  both 
patients  the  tentative  diagnosis  was  confirmed  by  the  microscopic 
findings  after  hysterectomy. 

In  conclusion  I  would  formulate  very  briefly  my  views  on  the  x- 
ray  treatment  of  fibroids. 

1.  At  an  age  below  forty-five  the  x-ray  treatment  for  fibroids 
should  not  be  the  choice,  but  should  be  employed  only  when  operative 
measures  are  not  advisable  or  are  refused. 

2.  Between  the  ages  of  forty-five  and  fifty-five,  x-ray  treatment 
should  be  the  method  of  choice  and  no  patient  should  be  deprived 
of  the  right  to  undergo  it.  With  an  open  cervix  and  a  distinct 
diagnosis  of  the  submucous  development  of  a  fibroid,  operative 
measures  promise  better  results.  Patients  with  relaxation  and 
laceration  of  the  genital  tract  should  be  excepted.     These  cause  no 
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symptoms  while  the  uterus  is  large  and  above  the  pelvis,  but  when 
as  a  result  of  the  treatment  the  uterus  becomes  smaller  and  sinks 
down  into  the  pelvis,  serious  inconvenience  is  caused  and  operative 
interference  becomes  necessary  for  its  relief . 

3.  Uterine  hemorrhages  due  to  fibroids  in  women  beyond  the 
age  of  fifty-five  should  raise  a  suspicion  of  sarcomatous  degenera- 
tion and  operative  measures  are  preferable  to  any  other  form  of 
treatment. 

1063  Madison  Avenue. 
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THE  USE  OF  DAKIN'S  SOLUTION  IN  SUPPURATIVE  CON- 
DITIONS WITHIN  THE  PERITONEAL  CAVITY.* 

BY 

RALEIGH  R.  HUGGINS,  M.  D., 

Pittsburgh,  Pa. 

In  June,  1915,  Carrel  and  Dakin  concluded  that  it  was  possible  to 
sterilize  wounds  by  means  of  hypochlorite  solution  introduced  in 
such  a  manner  as  to  come  in  contact  with  the  entire  injured  surface. 
The  idea  is  an  old  one  but  the  method  of  obtaining  such  results 
is  undoubtedly  new  and  that  it  actually  accomplishes  sterilization 
if  properly  applied,  cannot  be  doubted  by  any  one  who  has  observed 
this  method  of  treatment.  An  unprejudiced  observer  will  be  im- 
pressed by  the  fact  that  it  marks  a  distinct  advance  in  the  treatment 
of  wounds  and  that  so  far,  nothing  has  been  suggested  that  can  com- 
pare with  it  either  in  civil  or  military  practice. 

The  writer  has  had  the  opportunity  of  observing  the  work  and 
technic  by  which  the  treatment  is  applied  in  civil  practice,  in  the 
hospital  service  of  Dr.  Sherman,  of  Pittsburgh.  His  opportunities 
for  its  application  and  his  previous  experience  in  the  treatment  of 
injuries  are  such  that  one  must  conclude  that  he  is  correct  when  he 
enthusiastically  recommends  its  adoption  in  the  treatment  of  all 
forms  of  wounds.     It  is  undoubtedly  true  that  if  it  or  some  other 

*Read  at  the  Forty-third  Annual  Meeting  of  The  American  Gynecological 
Society  a,t  Philadelphia,  May  16-18,  1018. 
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method  equally  as  good  were  adopted  in  our  industrial  centers, 
much  misery  could  be  prevented,  many  limbs  saved  that  are 
otherwise  lost,  and  likewise  thousands  of  dollars,  due  to  long  con- 
finement in  hospitals  at  great  expense  to  the  commonwealth.  When 
my  assistant,  Dr.  Cashman,  went  to  France  last  year,  I  asked  him 
to  investigate  the  subject  whenever  the  opportunity  occurred.  He 
has  been  able  to  visit  many  of  the  hospitals  where  the  method  is  in 
use  and  is  thoroughly  convinced  of  its  great  value.  It  is  almost  uni- 
versally used  in  the  French  army  at  the  present  time.  The  English 
are  beginning  to  believe  in  it.  The  Germans  have  been  using  it 
extensively,  and  it  is  also  being  used  in  our  own  army.  I  under- 
stand that  a  recent  order  came  to  send  at  once  all  necessary  supplies 
that  could  be  secured  in  this  country. 

We  began  its  use  in  suppurative  conditions  within  the  peritoneal 
cavity  almost  two  years  ago.  At  first,  on  account  of  the  difficulty 
of  making  and  properly  keeping  the  so-called  Dakin  solution,  we 
used  "Chlorozene."  Soon,  however,  the  Dakin  solution  was  prepared 
and  kept  in  the  hospital,  and  it  has  since  been  exclusively  used. 
It  has  been  applied  principally  in  suppurative  appendicitis  and  in 
the  extensive  infections  of  tubal  origin  with  prolonged  convalescence. 
Because  of  the  delay  in  operating  until  the  virulence  of  the  bacteria 
has  subsided,  such  tubal  conditions  do  not  occur  as  frequently  as  in 
former  days,  but  occasionally  we  are  compelled  to  incise  and  drain 
a  large  tuboovarian  abscess  in  which  the  recovery  may  be  exceed- 
ingly slow  and  complicated  by  absorption  from  a  large  suppurating 
cavity.  At  first  the  method  was  used  only  in  the  cases  which  under 
ordinary  forms  of  treatment  would  be  likely  to  make  slow  progress, 
and  as  a  result  we  have  used  it  in  only  ioo  cases.  This  is  a  very  small 
number,  but  we  believe  it  to  be  sufficient  to  draw  certain  conclusions. 

When  drainage  is  necessary,  it  has  been  our  habit  to  make  it  suffi- 
ciently free,  therefore,  we  usually  employ  several  cigarette-rubber- 
tissue-drains,  placing  them  in  various  directions  and  in  position  to 
drain  every  recess  that  may  be  present.  I  mention  this  because  it  is 
an  important  factor  in  the  subsequent  use  of  Dakin  solution,  for 
if  it  is  not  brought  into  contact  with  all  of  the  infected  surfaces  of 
the  wound  or  suppurating  cavity  the  result  will  not  be  satisfactory. 
We  have  hesitated  about  starting  it  immediately  after  operation 
because  we  are  not  sure  whether  it  is  injurious  to  the  general  perito- 
neum. On  this  account  it  has  not  been  used  in  many  instances 
until  the  drains  are  removed  on  the  third  or  fourth  day.  We  have 
had  very  little  opportunity  to  use  it  in  general  peritonitis  because  few 
cases  have  occurred  on  our  service.     Even  if  not  accompanied  by  any 
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untoward  effects  it  would  be  difficult  to  flush  or  bathe  the  entire 
peritoneal  surface  with  a  solution  on  account  of  the  many  puddles 
of  pus  which  are  separated  by  the  numerous  adhesions  present.  We 
have  been  unable  to  see  any  benefit  from  it  in  general  peritonitis. 
In  all  ordinary  suppurative  cases  of  appendicitis  treated  by  this 
method,  the  cavity  has  been  free  from  pus  from  five  to  ten  days  after 
the  treatment  is  begun. 

There  is  an  improvement  in  the  general  condition  of  the  patient 
almost  immediately;  this  is  much  more  marked  than  in  ordinary  cases 
treated  by  drainage.  The  pain  and  soreness  in  the  region  of  the 
wound  quickly  disappears,  appetite  soon  returns,  the  color  improves 
and  there  is  a  rapid  return  in  strength.  This  being  true  there  is  less 
danger  of  secondary  infection.  These  factors  alone  have  justified 
any  additional  trouble  incident  to  its  use.  Any  conclusion  as  to  the 
time  saved  in  the  stay  of  the  patient  in  the  hospital,  based  on  such 
a  limited  number  of  cases,  must  necessarily  be  unsatisfactory.  This 
is  true  because  many  cases  recover  rapidly  without  any  special  atten- 
tion, and  one  is  compelled  to  judge  largely  from  his  past  experience  as 
to  the  time  of  recovery,  for,  as  we  all  know,  one  patient  may  recover 
quickly  and  be  discharged  from  the  hospital  in  a  few  days,  whereas 
another  may  not  get  well  for  many  weeks.  We  may  make  our  posi- 
tion clearer  by  saying  that  a  series  of  cases  which  would  average  a 
stay  in  the  hospital  of  thirty  days  or  longer  with  former  methods, 
can  now  be  discharged  in  fifteen  to  twenty  days.  This,  is  of  course, 
a  comparative  statement  for  many  recover  under  ordinary  conditions 
in  a  very  short  time.  We  also  know  that  in  some  instances  with 
poor  resistance  there  is  a  purulent  discharge  for  many  weeks  and 
in  some  cases  serious  complications  as  a  result  of  the  prolonged 
infection. 

The  important  principle  in  the  successful  employment  of  the 
Dakin  method,  is  somewhat  contrary  to  drainage,  namely  to  fill 
the  wound  with  the  solution  and  keep  the  entire  infected  surface 
constantly  covered.  It  is  readily  apparent  that  if  this  is  not  done 
and  if  there  remains  an  infected  pocket  at  some  point,  the 
treatment  will  not  be  a  success,  as  reinfection  will  constantly 
occur.  It  is  also  true,  that  if  once  undertaken  its  use  must 
be  continued,  because  if  it  is  not  infection  will  recur.  There  is 
no  difficulty  in  destroying  the  pus  in  the  average  case  in  a  few  days, 
but  if  the  treatment  is  not  continued  without  a  break  in  technic, 
it  soon  returns.  It  must  be  continued  until  the  cavity  is  completely 
closed.  There  is  one  conclusion  about  which  we  are  absolutely  sure 
and  that  is  the  ability  of  the  Dakin  solution  to  destroy  pus.     We 
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have  tried  saline  and  some  of  the  other  antiseptic  solutions,  with  the 
Carrel  technic,  but  without  effect.  The  Dakin  hypochlorite  solu- 
tion unquestionably  has  the  power  to  dissolve  pus  and  necrotic 
tissue  when  used  in  the  proper  concentration  and  with  the  correct 
technic  and  that  it  is  the  only  preparation  so  far  discovered  which 
will  accomplish  such  a  result.  Objection  to  the  use  of  Dakin  solu- 
tion has  been  made  because  it  is  supposed  to  delay  healing  process 
by  interfering  with  normal  granulation.  In  a  few  cases  in  our  experi- 
ence, healing  seemed  unduly  prolonged,  constant  application  of  the 
solution  kept  the  wounds  free  from  pus,  but  for  some  reason  the  filling 
in  process  was  very  slow  and  required  several  weeks.  Whether  the 
same  result  would  have  occurred  without  its  use  is  difficult  to  state; 
it  is  quite  possible  that  there  was  some  underlying  cause  for  the  delay 
which  could  not  be  discovered. 

In  one  of  our  early  cases,  the  use  of  the  Dakin  solution  was  fol- 
lowed by  nausea  and  vomiting,  accompanied  by  diarrhea.  The 
cause  for  this  disturbance  could  not  be  ascertained,  but  it  was  im- 
mediately discontinued.  The  symptoms  having  subsided  its  use 
was  resumed  two  days  later  with  the  same  result;  about  this  time 
fecal  matter  escaped  from  the  wound  and  it  was  at  once  apparent 
that  the  fluid  had  gained  entrance  into  the  intestinal  canal  through 
a  fistula.  A  second  similar  experience  demonstrated  that  while 
chlorine  antiseptics  are  nontoxic  so  far  as  absorption  from  the  wound 
is  concerned,  when  introduced  into  the  intestinal  canal  serious 
symptoms  may  occur. 

There  is  no  need  at  present  to  review  the  care  necessary  in  the 
preparation  of  Dakin's  solution  or  of  an  exhaustive  discussion  of 
technic.  This  can  be  readily  obtained  from  the  literature.  There 
are  some  important  factors  in  its  employment,  however,  which  if 
neglected  or  unobserved  lead  to  failure.  One  of  the  most  important 
points  is  that  the  application  of  the  method  must  be  carried  out  under 
the  strictest  aseptic  precautions.  The  instillation  of  the  fluid  is 
affected  by  means  of  small  rubber  tubes  with  the  diameter  of  about 
5  mm.,  closed  at  one  end,  and  perforated  with  six  or  eight  small  holes 
0.05  mm.  in  diameter  at  inch  intervals.  The  tubes  should  be  of 
pure  rubber.  The  number  of  tubes  used  must  be  decided  by  the 
size  and  depth  of  the  cavity.  They  are  placed  in  such  numbers, 
usually  four  or  five,  and  in  such  position ,  that  fluid  escaping  from  them 
is  brought  into  contact  with  every  part  of  the  surface.  The  tubes 
are  then  attached  to  a  glass  distributor  into  which  the  fluid  flows 
either  by  gravity  from  a  bottle  or  is  injected  from  a  syringe  at  regular 
intervals.     It  has  been  our  habit  to  inject  from  1  to  2  ounces  every 


HUGGINS:    USE    OF   DAKIN'S    SOLUTION  427 

two  hours,  depending  upon  the  size  of  the  cavity.  After  the  tubes 
are  placed  in  position,  strips  of  gauze  saturated  in  the  solution 
are  gently  packed  around  them  in  order  to  assist  in  retention  of  the 
fluid  within  the  cavity.  To  protect  the  surrounding  skin  from  any 
irritation,  a  layer  of  gauze  saturated  with  sterilized  vaseline  is  placed 
around  the  margin  of  the  wound.  A  dressing  of  dry  gauze  is  then 
applied,  over  which  is  placed  an  outer  dressing  of  cotton  between 
two  layers  of  gauze. 

When  the  use  of  the  Dakin  solution  is  contemplated,  iodine  should 
not  be  applied  to  the  skin  surfaces  for  the  purpose  of  sterilizing 
at  the  time  of  operation.  The  dressing  should  be  changed  daily; 
the  hands  should  not  come  in  contact  with  the  wound,  the  entire 
dressing  being  done  with  forceps. 

When  subsequent  dressings  are  done,  the  vaseline  is  removed  with 
ether;  this  may  be  followed  by  sponging  the  surfaces  and  surrounding 
skin  margins  with  a  neutral  sodium  oleate  solution.  All  necrotic 
material  may  be  sponged  out  with  Dakin  solution;  the  tubes  are 
then  changed  and  dressings  reapplied  as  before.  This  care  is 
necessary  in  order  to  avoid  reinfection.  The  same  necessity  for 
daily  bacterial  count  does  not  exist  as  it  does  in  wounds  of  the 
body  where  a  closure  by  suture  is  contemplated. 

CONCLUSIONS. 

i.  When  Dakin's  solution  is  brought  in  proper  contact  with  an 
infected  surface,  it  will  destroy  pus;  if  this  does  not  happen,  it  is 
because  there  is  some  focus  not  reached  by  the  solution  or  because 
of  imperfect  technic. 

2.  As  a  result  of  its  use,  there  is  a  rapid  return  of  strength,  and  the 
postoperative  course  is  more  comfortable,  and  with  less  danger  of 
secondary  complications. 

3.  Any  offensive  smelling  discharge  is  destroyed  almost  immedi- 
ately. Anything  that  will  destroy  pus  and  bad  smell  in  a  surgical 
ward  has  merit. 

4.  It  is  contraindicated  in  the  presence  of  an  intestinal  fistula. 

5.  That  it  may  delay  the  final  healing  by  interfering  with  the 
normal  granulating  process  in  some  instances  may  be  true,  although 
further  observation  is  necessary  to  determine  this  question. 
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A  STUDY  OF  DYSTROPHY  ADIPOSA  GENITALIS 
IN  WOMEN.* 

BY 

EDWARD  A.  SCHUMANN,  M.  D., 

Philadelphia,  Pa. 

Yague  knowledge  of  the  interdependence  of  the  endocrine  system 
and  the  progressive  and  regressive  changes  in  the  genitalia,  has  been 
common  for  many  years  and,  as  the  ductless  glands  came  to  be  more 
fully  studied  and  some  hint  of  their  enormous  influence  upon  all  bodily 
functions  became  apparent,  the  relationship  between  these  glands 
and  the  reproductive  system  was  subjected  to  the  closest  scrutiny. 

The  influence  of  the  pituitary  in  this  connection  was  first  pointed 
out  by  Froelich,  in  his  classic  paper  of  iqoi;  though  the  work  of 
Marie  had  hinted  at  the  relation  some  years  earlier.  Since  Froe- 
lich's  paper  many  contributions  have  appeared,  though  the  majority 
of  them  deal  with  a  study  of  males  and  so  are  but  of  indirect  value 
here. 

Cushing's  monumental  work  deals  very  largely  with  males,  never- 
theless a  few  of  his  reported  cases  are  of  significance. 

The  dystrophy  adiposa  genitalis  as  originally  defined  consisted 
in  a  complex  group  of  effects  having  for  their  cause  some  lesions — 
atrophy,  pressure  or  tumor  formations  of  the  anterior  lobe  of  the 
pituitary,  and  the  principal  evidence  of  such  pathology  was  infan- 
tilism with  regard  to  primary  and  secondary  sex  characteristics, 
marked  deposit  of  fat,  especially  about  hips,  buttocks,  breasts 
and  shoulders,  together  with  a  great  sugar  tolerance,  amenorrhea, 
and  sterility  in  women. 

The  theoretical  and  experimental  views  upon  pituitary  influences 
on  the  sexual  organs  have  not  as  yet  been  definitely  determined. 
This  phase  of  the  subject  will  not  here  be  considered  as  all  the  data 
of  importance  in  regard  to  it  may  be  found  in  great  detail  in  the 
excellent  paper  by  Emil  Goetsch,  published  in  the  transactions 
of  the  American  Gynecological  Society  for  191 7. 

The  purpose  of  this  brief  communication  is  to  definitely  group 
the  cases  according  to  their  clinical  phenomena  and  especially  as  to 
the  matter  of  age  incidences,  or  rather  the  effect  of  pituitary  disease 

*Read  at  the  Forty-third  Annual  Meeting  of  the  American  Gynecological 
Society,  Philadelphia,  May  16-18,  1918. 
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upon  the  sex  organs  of  women  in  the  several  epochs  of  female  sexual 
life. 

It  has  usually  been  considered  that  the  regressive  changes  or 
arrested  development  in  the  reproductive  organs  becomes  operative 
before  these  organs  have  attained  maturity,  though  Cushing(i) 
briefly  considers  the  question  in  adults  as  follows:  "It  is  to  be  empha- 
sized, of  course,  that  the  so-called  syndrome  of  adiposogenitalis 
dystrophy  may  first  appear  in  adult  life,  when  full  stature  has  been 
acquired.  Moreover,  it  need  not  be  associated  with  tumor.  Trau- 
matic hypophyseal  lesions,  for  example,  may  lead  to  the  same 
svndrome,  through  actual  glandular  destruction.  It  is  to  be  noted, 
furthermore,  in  the  cases  in  which  tumors  are  actually  present, 
that  adiposity  with  high  sugar  tolerance  is  not  inevitable,  for  there 
are  lean  as  well  as  fat  types  of  these  individuals.  However,  in  the 
examples  of  the  former  which  have  come  under  our  care,  the  repro- 
ductive powers  have  not  been  impaired  despite  the  imperfect 
secondary  characteristics  of  sex  shown  by  absence  of  pubic  and  axil- 
lary hair,  etc.  The  adipose  types,  on  the  other  hand,  have  usually 
been  "impotent." 

The  experiences  of  the  writer  would  lead  him  to  believe  that  there 
are  at  least  three  distinct  clinical  manifestations  of  hypopituitarism, 
varying  markedly  with  the  sexual  epoch  during  which  the  disease 
became  manifest. 

i.  Hypopituitarism  in  childhood  and  before  puberty.  This 
type  corresponds  in  all  degrees  to  the  original  descriptions  of  Froe- 
lich.  Fat,  soft,  infantile  appearing  girls  with  almost  rudimentary 
external  sexual  apparatus,  tiny  uterus  and  infantile  ovaries.  Men- 
struation never  develops,  the  contours  of  the  body  remain  sexually 
indifferent,  and  mentality  is  always  more  or  less  impaired.  This 
clinical  type  needs  no  further  discussion  here. 

2.  Hypopituitarism  becoming  manifest  only  after  sexual  activity 
has  developed  either  during  adolescence,  or  as  has  been  more 
frequently  the  experience  of  the  writer,  beginning  during  the  period 
of  betrothal  and  reaching  its  height  in  the  months  immediately 
following  marriage. 

The  histories  of  such  cases  run  usually  fairly  parallel.  A  young 
girl  of  good  health  matures  at  the  usual  age  of  twelve  to  fourteen 
years,  menstruates  regularly  and  shows  no  sign  of  any  disorder 
until  she  becomes  engaged  to  be  married,  with  the  consequent 
awakening  of  libido.  At  this  point,  usually  rather  suddenly,  she 
develops  amenorrhea,  rapidly  gains  weight,  becomes  chlorotic 
and  usually  undergoes  a  certain  amount  of  alteration  in  the  activities 
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of  the  nervous  system.  This  condition  continues  unchanged  for 
from  two  to  five  years  when  either  spontaneous  improvement  takes 
place,  the  adiposity  disappears,  menstruation  returns,  though  usu- 
ally irregularly,  and  not  infrequently  pregnancy  may  supervene. 
Or  the  condition  becomes  much  more  marked,  the  mentality  is 
considerably  impaired  and  the  woman  degenerates  into  the  adipose 
infantile,  sterile  type  of  "fat  woman  "  so  well  known. 

In  the  classification  of  amenorrhea,  gynecologists  usually  refer 
to  one  variety  as  the  amenorrhea  of  obesity,  considering  the  fat 
formation  as  the  causative  factor.  In  the  light  of  recent  observa- 
tion upon  pituitary  dystrophies,  it  would  seem  that  all  of  these 
cases  are  primarily  due  to  a  deficient  hypophyseal  secretion  and  that 
they  belong  to  the  clinical  group  just  mentioned. 

3.  The  third  group  is  one  not  generally  described,  but  in  the 
opinion  of  the  writer,  of  the  greatest  clinical  importance.  Here 
the  woman  has  matured  normally,  menstruates  regularly,  has  mar- 
ried and  borne  one  or  more  children.  After  the  birth  of  the  last 
child  she  undergoes  what  has  long  been  known  as  lactation  atrophy 
or  superinvolution  of  the  uterus.  Menstruation  may  henceforth 
be  totally  suppressed  or  it  may  recur  irregularly,  always  scanty 
in  amount  and  for  an  indefinite  period  of  time.  There  is  usually 
a  marked  and  rapid  deposit  of  fat  and  the  carbohydrate  tolerance 
becomes  excessive.  In  this  type  of  case  there  is  usually  little  or 
no  impairment  of  sexual  desire,  the  external  genitalia  show  no  espe- 
cial changes,  the  pubic  and  axillary  hair  remains  abundant,  the 
only  alteration  in  the  reproductive  tract  being  the  atrophic  condi- 
tion of  the  uterus  and  the  shrunken  cirrhotic  ovaries. 

It  is  among  this  group  that  pseudocyesis  so  commonly  occurs, 
the  increase  in  weight,  the  amenorrhea  and  the  gastric  disorder 
so  frequently  a  part  of  the  syndrome,  causing  a  diagnosis  of  preg- 
nancy to  be  made  by  the  patient,  a  diagnosis  unfortunately  con- 
curred in  all  too  frequently  by  the  medical  attendant. 

Since  this  paper  was  begun,  there  has  been  published  the  excellent 
article  of  King(2)  who  takes  practically  the  same  position  with  regard 
to  this  grouping  of  hypopituitarism  in  women,  as  does  the  writer. 
King  proposed  the  term  "Pseudocyesis  of  Hypopyhseal  Dystrophy. " 

The  important  clinical  point  with  regard  to  such  examples  of 
what  may  well  be  termed  postpuerperal  hypopituitarism  is,  that  the 
condition  imperfectly  described  as  lactation  atrophy  or  super  in- 
volution of  the  uterus,  is  in  reality  but  the  first  phase  of  a  deficient 
pituitary  secretion,  the  late  stages  of  which,  provided  compensation 
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does  not  occur,  are  the  adiposity,  sugar  tolerance,  etc.,  before  re- 
ferred to. 

The  treatment  of  hypopituitarism  resolves  itself  into  the  more 
or  less  empirical  exhibition  of  various  combinations  of  glandular 
extracts,  except,  of  course,  in  such  cases  as  present  definite  organic 
cerebral  lesion  which  may  necessitate  surgical  intervention. 

Obviously  extract  of  the  anterior  lobe  of  the  pituitary  is  always 
indicated,  since  deficiency  of  this  particular  secretion  is  the  cause 
of  the  condition.  Added  to  the  pituitary  extract,  thyroid  seems 
to  be  of  marked  benefit  especially  by  reason  of  its  inhibitory  effect 
upon  the  blood  pressure  raising  principle  of  the  hypophysis.  Some- 
times extract  of  corpus  luteum  in  combination  with  the  pituitary 
brings  some  improvement. 

X-ray  treatment  of  the  pituitary  itself,  in  the  hope  of  stimulating 
its  glandular  activity  has  not  seemed  rational  to  the  writer.  The 
glandular  extract  together  with  proper  hygienic  measures  would 
seem  to  be  the  only  hope  of  relief  offered  at  this  time. 

Improvement  in  a  fair  proportion  of  cases  is  rapid  and  marked, 
while  in  the  remainder  no  treatment  seems  to  have  any  effect  what- 
ever upon  the  course  of  the  disease.  The  termination  is  usually 
brought  about  by  the  lack  of  resistance  to  infections  on  the  part  of 
the  patient;  the  woman  falls  a  ready  victim  of  pneumonia,  typhoid, 
or  even  milder  infection. 

A  resume  of  cases  characteristic  of  the  three  clinical  groups  is 
appended. 

Case  I. — H.  D.,  an  American  girl,  of  sixteen  years  was  referred 
for  advice  on  account  of  having  never  menstruated  nor  given  any 
evidence  of  approaching  puberty.  Family  and  medical  history  was 
not  relevant.  On  examination  the  child  was  found  to  be  a  large, 
fat  girl,  with  a  stolid  expression,  markedly  adipose  especially  in  the 
abdominal,  thigh  and  buttock  regions.  The  hair  was  sparse  and 
coarse,  the  skin  color  muddy,  the  entire  genital  tract  infantile,  the 
breasts  undeveloped. 

The  systolic  blood  pressure  averaged  90  mm.  In  this  child  treat- 
ment was  of  no  avail  and  her  condition  remained  unchanged  until 
her  death  from  typhoid  fever  two  years  later. 

This  case  is  obviously  a  clear-cut  example  of  group  one. 

Case  II. — A.  V.,  Italian,  nineteen  years,  married  one  year.  Pre- 
vious history  uneventful.  Menstruation  began  at  14,  was  regular, 
though  always  scant.  She  had  not  menstruated  since  her  marriage 
and,  suffering  from  some  gastric  disturbance  and  pain  in  the  abdo- 
men, she  considered  herself  pregnant.  Coincident  with  the  marriage 
and  the  amenorrhea  there  had  been  a  marked  and  rapid  increase  in 
weight. 
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On  examination  the  patient  was  found  to  be  a  well-developed 
obese  young  woman,  the  breasts  and  genitalia  showing  no  deviation 
from  the  normal,  except  that  the  uterus  was  possibly  smaller  than 
the  average.  The  systolic  blood  pressure  was  112  mm.  The  urine 
contained  a  little  albumin,  some  indican  and  the  estimation  of  the 
urea  output  gave  0.02  grams  per  c.c.  0.022  grams  per  c.c.  and  0.0185 
grams  per  c.c.  Sugar  tolerance  was  marked,  the  patient  ingesting 
50,  100,  150,  200  grams  of  glucose  on  four  successive  days  without 
any  glucose  reaction  being  obtained  in  the  urine.  The  hemoglobin 
was  70  per  cent,  the  blood  otherwise  negative.  A"-ray  examination 
of  the  pituitary  regions  showed  some  evident  increase  in  size  of  the 
sella  turcica  but  no  definite  lesion.  The  sexual  appetite  was  un- 
diminished. After  eight  months'  treatment  with  pituitrin  and 
extract  thyroid  gland  in  minute  doses,  the  patient  was  notably  im- 
proved. Menstruation  recurred,  though  at  irregular  intervals,  the 
weight  diminished  and  her  general  condition  was  much  better.  Preg- 
nancy has  not  taken  place,  the  fact  that  the  husband  is  absent  on 
Military  Service  being  possibly  responsible.  Here  apparently  is  an 
example  of  the  second  group  of  cases.  And  this  one  is  of  particular 
interest  since  unless  the  pituitary  influences  were  considered,  the 
condition  would  be  classified  as  one  of  the  inexplicable  amenorrheas 
associated  with  obesity. 

Case  III. — Mrs.  J.  S.,  aged  thirty-six,  American,  para-ii,  was 
seen  in  consultation  for  a  supposedly  long  overterm  pregnancy. 
The  patient  is  a  twin,  one  of  twelve  children,  of  whom  ten  died  in 
early  life.  The  patient  herself  has  always  been  in  good  health, 
menses  established  at  nineteen,  regular,  flow  lasting  three  days. 
She  was  married  at  twenty-one  and  had  borne  two  children.  The 
last  child  born  three  years  prior  to  this  history,  was  accidentally 
asphyxiated  when  four  days  old  while  in  bed  with  the  patient,  and 
to  the  nervous  shock  incident  to  this  experience  she  lays  her  present 
disability. 

She  menstruated  irregularly  and  scantily  for  a  few  periods  fol- 
lowing this  event  and  then  the  flow  ceased  altogether.  Her  weight, 
which  had  been  138  pounds  eighteen  months  ago,  now  rapidly  in- 
creased to  263  pounds  and  she  suffered  from  weakness,  headache  and 
gastric  disturbances.  Fancying  herself  pregnant,  all  preparations 
were  made  for  the  expected  arrival,  which  did  not  occur,  and  after 
the  lapse  of  a  year,  the  writer  was  called  in  consultation. 

Examination  showed  an  enormously  obese  woman,  rather  stupid 
and  heavy  mentally,  though  by  no  means  deficient.  The  breasts 
were  pendulous,  the  abdomen  huge,  but  the  uterus  was  a  small, 
dense,  atrophied  organ,  the  ovaries  hard  and  shrunken.  There 
was  no  atrophy  of  the  labia,  and  the  pubic  hair  was  abundant. 
Blood  pressure  was  148  mm.  systolic,  no  mm.  diastolic. 

The  urine  was  negative,  100  grams  glucose  in  24  hours,  was  not 
excreted  in  the  urine  and  .v-ray  examination  of  the  pituitary  region 
was  negative.  Upon  the  exhibition  of  thyroid  extract  for  three 
months  the  patient  lost  75  pounds  in  weight,  menstruation  recurred 
and   all   symptoms    subsided.     Within    the   past   six  months  this 
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woman,  after  several  attacks  of  severe  vertigo,  was  seized  with  an 
apoplexy  terminating  in  complete  left-sided  hemiplegia,  and  her 
physician  reports  that  she  is  again  rapidly  gaining  weight  and 
menstruation  has  ceased. 

Here  is  a  typical  example  of  the  third  clinical  group,  the  case 
being  of  especial  interest  by  reason  of  the  hemiplegia,  which  in  a 
woman  of  thirty-six  years  suggests  some  preexisting  intracranial 
lesion. 

It  may  be  added  that  Wassermann  reaction  was  negative  in  all 
three  cases. 

CONCLUSIONS. 

The  syndrome  resulting  from  the  effects  of  deficient  pituitary 
secretion  upon  the  female  sexual  system  may  properly  be  divided 
into  three  clinical  groups,   according  to   the  sex  epoch  affected. 

Such  terms  as  amenorrhea  of  obesity,  and  lactation  atrophy  or  super- 
involution  of  the  uterus  are  no  longer  correct,  since  it  seems  reasonably 
well  proven  that  both  these  conditions  are  but  phases  of  a  primary 
hypopituitarism. 

Definite  retrogression  of  the  reproductive  tract  may  follow  de- 
ficient pituitary  secretion  in  parous  women  of  mature  age  and  may, 
and  frequently  does  give  rise,  to  an  erroneous  diagnosis  of  pregnancy. 

Treatment  for  all  groups  consists  in  general  measures  and  the 
empirical  use  of  glandular  extracts,  the  systolic  blood  pressure  being 
a  fair  index  of  the  particular  gland  substances  to  be  employed;  low 
pressure  indicating,  pituitary;  high  pressure,  thyroid. 

The  prognosis  is  guarded  in  all  cases,  as  to  recovery,  but  is  favor- 
able in  direct  ratio  with  the  age  of  the  patient. 

1823  Chestnut  Strett. 
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COMPLETE  LACERATION  OF  THE  PERINEUM.* 

BY 

GEORGE  M.  BOYD,  M.  D.,  F.  A.  C.  S., 

Philadelphia,  Pa. 

The  subject  of  perineal  lacerations  and  their  repair  is  so  trite  and 
has  been  so  exhaustively  studied  that  I  would  hesitate  to  take  the 
time  of  this  Society  with  the'  consideration  of  complete  laceration, 
but  for  the  fact  that  this  grave  injury  not  infrequently  occurs  and  the 
immediate  or  secondary  repair  is  not  always  successful. 

I  desire  to  consider  this  subject  in  a  general  way,  illustrated  by 
my  personal  experience.  I  have  nothing  new  to  suggest  in  the  way 
of  prevention  and  no  new  operation.  My  remarks  will  be  therefore 
largely  elementary,  but  I  am  hopeful  that  they  will  be  of  sufficient 
interest  to  elicit  a  discussion. 

Complete  laceration  is  an  extension  of  the  incomplete  median  tear 
which  is  so  frequently  met  with  and  which  produces  little  permanent 
injury  to  the  pelvic  floor.  Its  repair  is  made,  however,  for  cosmetic 
reasons  and  to  avoid  infection.  The  complete  lacerations  I  have 
seen  were  seldom  associated  with  extensive  vaginal  injury.  They 
started  at  the  fourchette  and  extended  back  to  the  median  line  of  the 
perineum  through  the  sphincter  ani  and  to  a  variable  extent  involved 
the  rectovaginal  septum.  The  great  mass  of  the  levator  ani  was  not 
often  involved,  explaining  the  fact  that  seldom  do  we  see  sagging  of 
the  pelvic  floor  or  decensus  of  the  uterus.  When  the  anterior  rectal 
wall  is  extensively  torn,  vagina  and  rectum  communicate,  and  the 
aboral  orifice  becomes  a  cloaca.  This  injury  is  produced  by  sudden 
force  from  within  or  without  brought  to  bear  upon  the  thinned  out 
perineum  and  sphincter  muscle.  A  contributing  factor  also  exists 
in  the  nonelasticity  or  putty-like  character  of  the  perineum.  The 
most  frequent  causes  in  my  experience  have  been  rapid  labor, 
injudicious  and  hurried  extraction  by  the  forceps,  extension  of  the 
head,  the  injudicious  use  of  pituitary  extract  and  last,  but  not  least, 
the  unrecognized,  persistent  occiput  posterior,  especially  where  it 
rotates  into  the  hollow  of  the  sacrum.  Some  of  the  members  of  the 
Society  will  remember  the  stress  laid  upon  the  gravity  of  this  faulty 
position  by  our  teacher,  Dr.  Penrose.     I  remember  his  words,  "I 

*Read  at  a  Meeting  of  the  Obstetrical  Society  of  Philadelphia,  May  2,  1918. 
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know  of  no  complication  in  obstetrics  which  more  often  causes  fetal 
death  and  often  produces  irreparable  injury  to  the  mother." 

A  force  from  without  may  occasion  a  complete  laceration  by  the 
hand  of  the  operator  attempting  version,  or  when  the  forceps  slip 
from  the  head.  Such  a  case  I  recently  saw  in  consultation.  The 
injury  was  produced  by  the  forceps  blades,  for  the  presenting  part  had 
not  yet  reached  the  floor  of  the  pelvis.  Inspection  of  the  injury  im- 
mediately after  the  delivery  may  deceive  one  as  to  its  extent,  for 
the  parts  fall  together  and  there  is  little  separation  of  the  torn  ends 
of  the  sphincters.  The  insertion  of  the  finger  into  the  rectum, 
however,  will  reveal  its  extent.  The  external  sphincter  may  be 
torn  with  scarcely  any  laceration  of  the  anterior  wall  of  the  rectum. 
On  the  other  hand,  the  rupture  may  extend  up  the  rectovaginal 
septum  2  or  3  centimeters,  in  which  case,  not  only  the  external 
sphincter  ani,  but  also  the  internal  sphincter  is  necessarily  torn. 
An  old  laceration  shows  a  very  different  picture.  There  is  great 
gaping  of  the  vaginal  inlet  and  extensive  cicatrization.  The  ends 
of  the  circular  sphincter  ani  are  widely  separated,  putting  the  recto- 
vaginal septum  on  the  stretch.  The  contracted  muscle  straightens 
out  and  is  drawn  posterior  by  its  attachment  to  the  coccyx,  thus 
exposing  to  some  degree  the  posterior  rectal  wall.  The  prevention 
of  this  injury  will  depend  more  upon  the  intelligent  management  of 
labor  than  any  method  of  supporting  the  perineum.  Such  manage- 
ment includes  retarding  the  rapid  labor,  rectifying  the  faulty  presen- 
tation or  position,  and  in  the  exceptional  case,  avoiding  all  injury  of 
the  perineum  by  suprapubic  section.  If  the  passenger  is  too  large 
for  the  passageway,  the  maternal  soft  parts  will  tear.  In  spite  of 
careful  treatment,  or  through  errors  of  judgment  the  injury  occurs. 
As  the  late  Dr.  Goodell  aptly  states  in  his  "Lessons  in  Gynecology," 
"One  advocates  pressure  on  the  perineum  with  a  folded  napkin, 
another  with  an  unfolded  napkin;  a  third  scouts  all  napkins,  whether 
folded  or  unfolded.  One  plugs  up  the  rectum;  another  empties  it. 
The  perineum  is  pushed  forward  by  some  and  backward  by  others. 
Some  place  their  hand  transversely  across  the  perineum;  some  longi- 
tudinally, with  the  fingers  looking  upward;  some  longitudinally, 
with  the  fingers  looking  downward;  as  runs  our  nursery  rhyme: 
'Simon  says,  thumbs  up!  Simon  says,  thumbs  down!'  And  yet 
the  perineum  tears,  and  tear  it  will,  until  woman  becomes — like  the 
cherubs  of  the  old  masters — all  wings  and  no  body."  -  <j,< 

Complete  laceration,  if  not  repaired  immediately  or  shortly  after 
labor,  leaves  the  patient  in  a  deplorable  condition.  She  gives  the 
history  of  a  tragic  labor,  has  been  exposed  to  infection  and  has  had  a 
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slow  and  stormy  convalescence.  Then  follows  a  chain  of  symptoms 
to  be  described  accurately  only  by  the  patient.  The  inability  to 
control  the  movements  of  the  bowel  except  when  greatly  constipated 
and  the  unavoidable  escape  of  flatus,  produce  profound  psychic 
changes  and  finally  the  woman  is  confined  to  the  life  of  a  recluse. 
She  becomes  a  nuisance  to  herself  and  to  society.  In  an  old  case  of 
twenty-two  years'  duration,  upon  which  I  was  fortunate  enough  to 
operate  successfully,  the  patient's  husband  told  me  that  his  wife 
seldom  left  the  house  for  any  length  of  time  and  that  when  they  were 
out  together,  in  his  mind  was  constantly  the  thought  of  some  suitable 
place  for  her  to  retire.  In  this  case  I  was  the  fifth  operator.  There 
was  extensive  cicatricial  tissue  and  the  previous  operations,  which 
had  evidently  failed  by  infection  had  left  a  band  of  fibrous  tissue 
spanning  the  rectum. 

The  immediate  repair  of  this  injury  is  not  always  a  wise  course  and 
will  depend  upon  the  amount  of  contusion  of  the  tissues  involved 
and  the  possibilities  of  infection.  In  the  favorable  case  the  wound 
should  be  repaired  immediately  or  by  an  intermediate  procedure. 
If  there  is  reason  to  believe  that  infection  exists  or  if  the  tissues  are 
greatly  contused  and  ecchymotic,  it  would  be  better  to  postpone  the 
operation  until  involution  is  complete  and  the  wound  in  a  more 
healthy  condition.  The  immediate  operation  is  less  difficult  than 
the  secondary.  The  rectal  outlet  can  be  more  easily  established  and 
the  sphincters  are  readily  brought  together,  for  there  is  little  separa- 
tion and  dense  cicatricial  tissue  is  not  formed.  Failure  to  cure  in 
this  case,  which  is  often  an  emergency  operation,  is  sometimes  due 
to  lack  of  assistance  and  to  faulty  technic.  The  result  should  be 
satisfactory  in  properly  selected  cases  and  the  repair  made  with  the 
careful  preparation  followed  in  the  secondary  operation. 

A  number  of  operations  are  recommended  for  the  repair  of  this 
injury  which  differ  chiefly  in  the  method  of  treating  the  anterior 
rectal  wall.     They  may  be  divided  into  three  groups: 

(i)  Operations  which  have  for  their  purpose  the  closure  of  the 
anterior  rectal  wall  in  situ.  The  rectovaginal  septum  is  split  and 
the  rectal  wall  is  brought  together  to  the  anal  orifice  by  continuous 
or  interrupted  sutures  as  has  been  recommended  by  B.  C.  Hirst  and 
others. 

(2)  Operations  where  the  rectal  wall  is  reestablished  by  dissecting 
a  vaginal  flap  down  to  the  margin  of  the  rectal  tear.  This  flap  is 
then  inverted  and  drawn  down  below  the  anal  orifice  after  the  method 
described  by  Tail,  Kelly  and  modified  by  E.  J.  Ill  of  Newark  and  by 
C.  E.  Ristine  of  Knoxville,  Tennessee. 
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(3)  Operations  which  reestablish  the  rectum  to  the  anal  orifice  by 
splitting  the  rectovaginal  septum,  dissecting  the  lower  end  of  the 
rectum  from  the  vagina  and  drawing  its  anterior  wall  down  through 
and  external  to  the  anus  after  the  method  described  by  G.  A.  Noble, 
of  Atlanta,  Ga. 

All  of  these  methods  have  a  field  of  usefulness.  The  first  can  be 
readily  carried  out  if  there  is  not  too  great  injury  to  the  rectum.  It 
leaves,  however,  a  line  of  sutures  within  the  rectum  which  may  not 
hold  if  of  catgut,  and  if  of  silkworm-gut  they  will  need  to  be  removed. 
In  addition  the  wound  is  within  the  anus  and  liable  to  infection. 
The  second  operation  avoids  the  danger  of  rectal  infection  but  re- 
quires a  tedious  dissection  of  flaps  and  may  turn  into  the  rectum  a 
lot  of  cicatricial  tissue.  The  third  operation  can  be  applied  in  all 
cases,  no  matter  how  extensive  the  injury  to  the  rectovaginal  sep- 
tum. It  is  easily  performed  and  in  my  hands  has  been  universally 
successful  as  far  as  I  have  been  able  to  follow  my  cases.  This  method 
of  Noble  I  prefer  in  the  majority  of  secondary  operations.  With  the 
sharp-pointed  scissors  I  start  the  dissection  just  below  and  to  the 
external  side  of  the  dimple  made  by  the  contracted  sphincter.  Fol- 
lowing the  sheath  of  the  muscle  I  then  cut  away  the  cicatricial  tissue 
covering  it.  The  incision  now  turns  upward  to  the  cellular  inter- 
space of  the  rectovaginal  septum  and  follows  the  edge  of  the  septum 
splitting  it  in  the  center  and  returns  in  like  manner  on  the  opposite 
side.  The  rectal  wall  is  now  grapsed  with  compression  forceps  and 
traction  is  made  and  after  clipping  the  fibrous  bands  which  fix  it  to 
the  vaginal  wall  it  loosens  and  is  readily  pulled  down  external  to  the 
anus.  It  is  surprising  how  little  bleeding  occurs,  but  care  must  be 
taken  in  handling  the  rectal  flap  to  avoid  injury  and  you  must  be  sure 
that  you  are  following  the  intracellular  space. 

Cicatricial  tissue  to  the  sides  of  the  perineum  is  now  removed,  par- 
ticularly that  which  covers  the  ends  of  the  sphincters.  The  end  of 
the  muscle  is  now  brought  into  view  by  inserting  a  tenaculum  into 
its  body  and  drawing  it  forward.  One  or  two  silkworm-gut  sutures 
are  now  inserted  through  the  skin  to  the  outside  of  the  muscle,  tak- 
ing a  deep  hold  upon  it.  These  sutures  catch  the  rectal  flap, 
inserting  the  needle  just  short  of  the  mucosa.  The  needle  is  then 
inserted  deeply  into  the  sphincter  end  of  the  opposite  side  and  finally 
made  to  come  out  on  the  skin  surface.  Only  in  the  exceptional  case 
do  I  find  it  necessary  to  bury  a  catgut  suture  to  approximate  the 
muscle.  Another  silkworm-gut  suture  is  inserted  one-half  inch 
above  these  in  the  same  manner  and  made  to  grasp  the  internal 
sphincter. 
9 
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The  case  is  now  converted  into  an  incomplete  laceration,  and  the 
method  of  repair  will  depend  upon  the  extent  of  vaginal  injury. 
Redundant  vaginal  tissue  is  removed  and  I  usually  make  a  triangular 
denudation  using  chromic  gut  for  the  vaginal  sutures  and  silkworm- 
gut  for  the  skin.  The  rectal  flap  now  protruding  from  the  anus  is 
finally  anchored  to  the  lower  end  of  the  perineum.  Occasionally  I 
bury  a  gut  suture  to  better  bring  together  the  levator  ani. 

The  success  of  the  operation,  I  believe,  depends  much  upon  the 
preoperative  preparation  of  the  patient  and  the  postoperative 
treatment.  The  bowels  should  be  thoroughly  moved  for  several 
days  with  castor-oil  and  well  irrigated  just  before  operation.  While 
operating  I  have  the  wound  continually  irrigated  with  sterile  water. 
An  important  step  is  the  stretching  of  the  contracted  sphincter,  con- 
tinuing this  until  it  loses  its  contractility  and  becomes,  for  the  time, 
paralyzed.  This  procedure  makes  the  operation  less  painful,  permits 
the  escape  of  flatus,  and  enables  an  easy  approximation  of  the  sphinc- 
ter ends  and  later  on,  a  bowel  movement  will  cause  less  tension  on  the 
sutures.  It  is  my  custom  to  starve  the  patient  for  three  days  and  on 
the  fourth,  effect  a  bowel  movement  by  turning  the  patient  on  her 
left  side  and  throwing  into  the  bowel  a  pint  of  olive  oil.  This,  she 
should  try  to  retain  as  long  as  possible  and  if  it  is  not  effectual,  it  is 
followed  by  a  simple  soap-suds  enema.  No  laxative  is  given  by  the 
mouth  until  after  the  bowels  have  been  well  moved  by  this  method. 

The  advantages  of  this  method  of  operating  are  its  simplicity,  the 
elimination  of  the  danger  of  infection  of  the  bowel  and  the  necessity 
for  later  removal  of  rectal  stitches. 


CLINICAL  CASE  REPORT. 

A   REPORT    OF    TWO    CASES    OF    PLACENTA    PREVIA    WITH    IDENTICAL 
HISTORY,  SUGGESTING  A  COMMON  ETIOLOGICAL  FACTOR. 

BY 
J.  S.  TAYLOR,  M.  D., 

Medical  Inspector,  United  States  Navy, 
Washington,   D.  C. 

Some  years  ago,  when  serving  as  surgeon  to  the  Guard  of  the 
American  Legation  at  Peking,  I  attended  in  confinement  a  young 
primipara  of  small  stature,  who  at  the  eighth  lunar  month  began  to 
have  slight  losses  of  blood,  which  culminated  in  a  severe  hemorrhage 
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early  in  the  ninth  lunar  month.  I  induced  labor  by  warm  douches 
followed  by  packing  the  vagina,  and  finally  by  digital  and  manual 
dilatation  of  the  cervix.  As  soon  as  the  dilatation  permitted,  the 
complete,  centrally  implanted  placenta  was  perforated  and  without 
removing  the  hand,  version  was  done  and  podalic  extraction  begun. 

It  might  make  interesting  reading  if  I  were  to  describe  in  detail 
the  trying  ordeal  which  this  case  afforded  me.  But  as  the  object  of 
the  report  is  merely  to  set  forth  the  facts  antecedent  to  labor,  it 
will  suffice  to  say  that  delivery  took  place  in  a  very  primitive  Chinese 
building,  used  by  my  patient  and  her  husband  (an  ex-captain  in  the 
Danish  army)  as  their  residence.  A  Prench  physician  kindly  acted 
as  anesthetist  and  advisor.  He  spoke  no  English  and  our  patient 
no  French.  We  were  assisted  by  a  Chinese  coolie  who  understood 
only  Chinese,  and  a  Japanese  nurse  who  understood  nothing  but 
Japanese.  There  was  no  running  water  on  the  place,  the  toilet  was 
of  the  dry-pail  type,  and  facilities  generally  were  of  the  most  meager 
character. 

Before  interference  was  attempted,  the  fetal  heart  had  grown  pro- 
gressively faster,  finally  become  inaudible,  and  I  was  convinced 
that  I  was  extracting  a  dead  child.  I,  therefore,  felt  more  satisfac- 
tion than  chagrin  when,  after  struggling  with  an  arm  caught  at  the 
pelvic  brim  and  after  great  delay  and  vexation  over  the  extraction 
of  the  after-coming  head,  I  finally  succeeded  in  delivering  the 
woman  of  a  still-born  infant  above  the  average  size,  removed  the 
placenta  and,  with  the  aid  of  my  Japanese  deaf  mute(l),  made  the 
patient  comfortable,  and  experienced  no  more  anxiety  on  the  score 
of  hemorrhage.  A  tear  of  the  perineum,  extending  almost  to  the 
rectum,  had  been  repaired  after  the  extraction  of  the  placenta. 
Owing  to  a  functional  paralysis  of  the  bladder  the  patient  was  un- 
able to  void  urine  for  eleven  days,  and  was  catheterized  by  me  every 
eight  hours,  night  and  day,  during  that  time.  There  was  no  infec- 
tion of  genital  canal,  perineum  or  bladder,  the  temperature  being 
for  the  most  part  normal  and  at  no  time  exceeding  ioo°  F.  Re- 
covery was  complete,  and  I  have  understood  that  the  patient 
later  was  fortunate  enough  to  give  birth  to  a  healthy  child  after  a 
normal  labor. 

Within  a  few  weeks  of  our  association  in  this  case,  the  physician 
informed  me  that  he  had  just  had  a  case  of  placenta  previa,  the 
patient  being  a  young  primipara  recently  married,  the  wife  of  a 
French  officer.  We  were,  of  course,  struck  by  the  rather  peculiar 
circumstance  that  the  very  limited  obstetric  field  afforded  by  the 
foreign  residents  of  Peking  should  furnish  within  a  month  two  cases 
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of  placenta  previa  in  young  primiparae,  and  decided  to  inquire  into 
the  history  of  each  case. 

My  patient,  Mrs.  X,  was  married  in  Denmark  and  on  the  day  of 
the  wedding  she  and  her  husband  set  out  for  Naples,  Italy,  where 
the  first  halt  in  the  long  journey  to  China  was  made  and  where  the 
marriage  was  physically  consummated.  The  young  couple  then 
embarked  on  a  steamer  plying  to  the  Far  East,  following  the  usual 
route  to  Port  Said,  Suez,  Aden,  Colombo,  Singapore,  Shanghai  and 
Tientsin,  a  distance  of  over  9000  statute  miles.  Between  Naples 
and  Shanghai  the  journey  was  performed  without  transshipping. 
The  stateroom  occupied  by  the  bridal  couple  was  located  very  far 
.ft  and,  in  point  of  fact,  was  almost  directly  over  the  propellers, 
•vith  the  result  that  they  were  in  a  part  of  the  ship  constantly  subject 
to  very  marked  vibration,  especially  as  rough  weather  was  en- 
countered and  the  propellers  were  frequently  out  of  water  and  "rac- 
ing." By  the  time  Mrs.  X  arrived  in  Peking  she  was  suffering  from 
morning  sickness  and  the  other  symptoms  of  pregnancy  developed 
in  due  course.  For  the  information  of  those  not  familiar  with  this 
route,  it  may  be  proper  to  state  that  these  steamer  make  frequent 
stops  to  permit  passengers  to  go  ashore  for  sightseeing  ;n  ports  like 
Suez,  Colombo,  Singapore,  Hongkong,  etc.,  and  so  th,?  journey 
occupied  about  a  month. 

The  case  attended  by  my  colleague  gave  a  precisely  similar  his- 
tory. Mrs.  Y  was  married  and  sailed  at  once  from  Marseilles  for 
Tientsin,  a  voyage  longer  by  500  miles  than  that  from  Naples. 
Impregnation  and  conception  took  place  during  the  voyage.  The 
French  couple,  like  the  Danish  couple,  occupied  a  stateroom  in  the 
after-part  of  the  ship,  so  that  here,  too,  the  prospective  mother  was 
subjected  to  unusual,  excessive  and  continued  vibration  during  the 
first  month  of  gestation. 

It  was  Dr.  O.'s  opinion  that  the  low  implantation  of  the 
fecundated  ovum  was  due  in  each  of  these  cases  to  the  excessive 
vibration  to  which  the  mother  was  subjected  at  the  time  of  concep- 
tion and  for  some  weeks  thereafter. 

I  recently  propounded  this  theory  to  a  medical  friend,  who  dis- 
credited it  at  once  by  the  assertion  that,  if  vibration  endured  by  the 
mother  was  a  cause  of  placenta  previa,  then  the  cases  of  placenta 
previa  should  have  increased  enormously  within  recent  years  owing 
to  the  constantly  increasing  and  by  no  means  judicious  use  of  the 
automobile.  For  the  moment  I  was  completely  floored  and  before 
I  could  reply  my  adversary  had  jumped  off  the  street-car.     The 
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night  brought  counsel,  however,  and  as  I  lay  in  bed  thinking  about 
the  Peking  cases  I  realized  the  fallacy  of  his  argument. 

It  is  not  necessary  for  the  support  of  this  theory  to  show  that  the 
incidence  of  placenta  previa  is  greater  because  women  are  subjected 
or  expose  themselves  to  more  jarring.  It  would  suffice  in  establish- 
ing the  deleterious  effect  of  jarring  and  vibration  during  the  early 
weeks  of  pregnancy,  to  show  that  there  is  an  increase  in  the  number 
of  cases  of  pregnancy  that  come  to  an  untoward  conclusion  at  the 
first  or  second  month  or  later,  before  the  formation  of  the  placenta. 
Such  happenings  are  treated  very  lightly  by  the  patients  unless  off- 
spring is  ardently  desired.  To  the  young  society  woman  who  finds 
constant  movement  and  excitement  a  necessity,  the  so-called  "miss" 
is  a  happy  rather  than  a  lamentable  event.  That  these  "misses," 
at  the  first  or  second  month,  are  extremely  common,  every  physician 
who  has  the  full  confidence  of  his  female  patients  can  attest.  In 
many  cases  the  failure  to  menstruate  may  be  put  down  to  irregularity 
and  not  to  impregnation.  The  wonder  is  not  that  the  statistics  of 
placenta  previa  are  unchanged  but  rather  that,  with  the  jolting  and 
jarring  of  motor-cycles,  bicycles  and  automobiles,  any  fecun- 
dated ova  should  succeed  in  adhering  to  the  uterine  wall  at  all.  If 
anything,  placenta  previas  should  be  reduced  in  number  by  the 
jarring  and  vibration  referred  to,  since  it  may  be  legitimately  as- 
sumed that  for  one  ovum  that  got  and  maintained  an  unfavorably 
low  attachment  from  this  cause  there  would  be  a  great  number 
dislodged  and  thrown  off  by  it. 
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Forty-third  Annual  Meeting,  Held  at  Philadelphia,  Pennsylvania, 
May  16,  17  and  18,  1918. 


(Continued  from  August  Number.) 
Dr.  Guy  L.  Hunner,  of  Baltimore,  Md.,  presented  a  paper  on 

ELUSIVE  ULCER  OF  THE  BLADDER. 
(For  original  article  see  page  374.) 

DISCUSSION. 

Dr.  John  G.  Clark,  of  Philadelphia,  stated  that  one  of  his  pa- 
tients, who  had  gone  the  rounds  and  had  been  treated  by  several  doc- 
tors without  permanent  relief,  fell  into  the  hands  of  Dr.  Hunner. 
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He  was  present  at  the  operation  performed  by  Dr.  Hunner,  the  ulcer 
of  the  bladder  was  demonstrated  to  him,  and  its  excision  was  fol- 
lowed by  a  remarkable  cure.  Since  that  time  Dr.  Clark  has  seen 
three  cases  of  ulcer  of  the  bladder,  in  all  of  which  the  diagnosis  was 
easily  made  with  the  cystoscope  and  excision  of  the  ulcer  was  fol- 
lowed by  splendid  results. 

Dr.  Philander  A.  Harris,  of  Paterson,  N.  J.,  recalled  the  case 
of  a  girl,  thirteen  or  fourteen  years  of  age,  who  had  not  begun  to 
menstruate.  Her  hymen  was  untorn  and  she  showed  no  signs  of 
infection.  Examination  of  the  bladder  was  difficult  by  the  direct 
method  because  she  was  unable  to  retain  more  than  3  ounces  of 
urine  at  a  time.  Night  or  day  the  bladder  had  to  be  emptied.  She 
had  a  great  deal  of  pain  and  not  being  satisfied  with  the  nature  of 
the  pathology,  he  resorted  to  distention  of  the  bladder,  as  advised 
by  Dr.  Kelly  in  years  past,  with  normal  salt  solution.  After  about 
twelve  applications  he  lost  sight  of  the  patient,  but  learned  she 
was  able  to  pass  urine  in  8-  or  12-ounce  quantities  for  about  two 
years,  then  she  reappeared.  She  was  now  twenty-four  years  of  age 
and  married.  He  did  everything  he  could  to  cure  her,  but  she  was 
far  from  cured  as  she  was  only  able  to  retain  2  or  3  ounces  of 
urine  in  the  bladder  at  a  time.  He  asked  Dr.  Hunner  whether  he 
had  had  experience  with  distention  of  the  bladder  according  to  the 
practice  of  Dr.  Kelly. 

Dr.  Charles  A.  L.  Reed,  of  Cincinnati,  Ohio,  asked  Dr.  Hunner 
to  discuss  in  closing  the  question  of  etiology.  This  was  especially 
important  in  view  of  his  failure  to  find  bacteria  following  examination. 
He  also  asked  whether  or  not  there  had  been  any  recurrences  fol- 
lowing excision  of  these  ulcers. 

Dr.  Lewts  S.  McMurtry,  of  Louisville,  Kentucky,  asked  Dr. 
Hunner  if  he  had  tried  other  and  more  conservative  methods  of  treat- 
ment than  excision,  which  seemed  such  a  severe  operation  for  a 
benign  ulcer. 

Dr.  Edward  H.  Richardson,  of  Baltimore,  Maryland,  said  that 
a  striking  thing  in  one  case  of  ulcer  of  the  bladder,  and  this 
obtained  in  other  cases,  was  that  the  clinical  picture  and  the  bladder 
pathology  were  out  of  proportion  to  what  one  saw  on  cystoscopic 
examination.  In  this  particular  instance,  when  he  looked  into  the 
bladder,  although  he  searched  the  bladder  many  times  with  the  ut- 
most care,  he  failed  to  discover  any  lesion.  The  type  of  patient  was 
not  one  to  suggest  a  neurotic  individual.  He  finally  called  Dr. 
Hunner  in  consultation.  Operation  was  decided  on.  When  the 
bladder  was  opened  it  was  found  that  fully  two-thirds  of  the  bladder 
wall  was  involved  in  the  pathologic  changes.  Not  only  was  the 
mucous  membrane  edematous,  but  the  musculature  of  the  bladder 
was  thickened  to  the  extent  of  fully  three  times  that  of  the  normal. 
The  woman  was  now  well  and  voided  urine  normally. 

Dr.  Edward  P.  Davis,  of  Philadelphia,  said  it  was  his  fortune  to 
have  under  his  care  during  pregnancy  and  labor  one  of  Dr.  Hunner's 
most  successful  cases.  The  history  was  that  the  patient  became 
infected   by   catheterization   after   a    previous   operation.     He    at- 
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tempted  nothing  whatever  concerning  the  bladder.  He  did  not 
examine  it,  but  watched  the  case  with  very  much  interest.  Ordi- 
nary microscopic  examination  of  the  urine  snowed  but  a  few  red  and 
a  few  white  cells,  but  this  was  so  commonly  seen  among  pregnant 
women  that  it  gave  rise  to  no  suspicion.  The  patient  passed  through 
a  more  or  less  miserable  pregnancy,  went  into  labor,  normal  dilata- 
tion took  place,  the  woman  was  delivered  by  forceps,  but  passed 
through  a  condition  of  neurasthenia  and  shock  for  which  no  ade- 
quate cause  could  be  found.  In  short,  her  disability  was  out  of  all 
proportion  to  any  vesical  symptoms  connected  with  the  parturition. 
Her  cure  of  bladder  ulcer  by  Dr.  Hunner  was  certainly  one  of  the 
most  satisfactory  he  had  ever  known.  It  might  interest  the  mem- 
bers of  the  Society  in  this  connection  to  know  that  so  far  as  this  one 
observation  of  pregnancy  and  parturition  went,  there  was  neither  an 
increase  in  the  severity  of  the  lesion,  nor  did  it  in  the  slightest  degree 
tend  to  make  it  better. 

Dr.  Catherine  MacFarlane,  of  Philadelphia,  said  that  her 
experience  with  ulcer  of  the  bladder  was  limited  to  three  cases  which 
occurred  during  the  past  year.  The  lack  of  proportion  between  the 
severity  of  the  patient's  symptoms  and  the  insignificant  lesion  and 
trifling  urinary  findings  had  been  emphasized.  A  diagnosis  was 
much  better  made  by  the  clinical  history  than  by  the  laboratory 
findings  or  physical  examination.  Complete  relief  followed  the 
operation  of  excision  in  these  three  cases. 

Dr.  William  F.  Shallenberger,  of  Atlanta,  Georgia,  stated  that 
about  two  months  ago  he  saw  his  first  "  Hunner  "  ulcer  of  the  bladder. 
He  saw  the  patient  some  years  previously  and  at  that  time  the  urinary 
findings  were  negative.  Cultures  were  also  negative.  Apparently 
he  overlooked  ulcer  of  the  bladder  at  that  examination.  The 
patient  then  gave  a  history  of  bladder  distress  of  some  ten  years' 
duration.  She  had  been  treated  by  a  dozen  different  men  from  time 
to  time,  and  had  been  operated  on  by  one  of  them  for  a  pelvic  condi- 
tion without  any  marked  relief.  Occasionally  treatment  would 
afford  temporary  relief.  In  this  particular  case  there  were  three 
ulcers,  one  of  which  was  two  millimeters  in  diameter  and  two 
smaller  ones  nearby,  situated  about  three  centimeters  above  the 
internal  urethral  orifice  back  of  the  symphysis.  Wide  excision  of 
the  ulcer  bearing  area  had  given  the  patient  complete  relief  from 
her  symptoms. 

Dr.  Hunner,  in  closing,  said  that  he  had  tried  conservative 
methods  of  treatment  in  these  cases.  He  had  used  the  high-fre- 
quency current  in  a  few  of  them,  but  it  caused  so  much  af terpain  that 
patients  absolutely  refused  to  have  it  continued.  Strange  to  say, 
the  actual  cautery  wire  gave  fairly  good  temporary  results.  He 
depended  mostly  upon  silver  nitrate  in  one  form  or  another  in 
treating  bladder  ulcers,  and  these  patients  could  be  kept  reasonably 
comfortable  by  one  or  the  other  method.  Excision  of  the  ulcer 
bearing  area  was  the  only  thing  that  afforded  permanent  relief,  but 
his  excision  must  be  complete.  In  one  case  of  a  girl  there  was  a 
ecurrence  shortly  after  she  returned  to  her  home  in  Birmingham. 
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Quite  recently  three  cases  had  come  to  him  that  he  was  inclined  to 
think  had  a  recurrence.  In  two  of  them  a  less  extensive  excision  of 
the  ulcer-bearing  area  was  done  than  usual. 

As  to  the  etiology — there  was  one  case  described  of  bladder  infec- 
tion from  catheterization  after  an  Alexander  operation.  It  was  the 
only  case  where  he  had  had  anything  to  point  to  the  etiology. 
Most  of  the  patients  he  had  had  were  unmarried  women  and  showed 
no  evidences  of  gonorrhea.  He  was  at  a  loss  to  know  the  etiological 
factors. 

Dr.  Sidney  A.  Chalfant  and  Dr.  Harold  A.  Miller  con- 
tributed a  joint  paper  on 

THE  TREATMENT  OF  PUERPERAL  BLOOD  STREAM  INFECTION  BY  MEANS 
OF  ARSENOBENZOL.      WITH  REPORT  OF  CASES. 

(For  original  article  see  page  395.) 
DISCUSSION. 

Dr.  Hobart  A.  Hare,  of  Philadelphia,  stated  that  the  clinical 
results  and  experiments  of  the  essayists  were  interesting,  but  to 
be  of  any  value  they  had  to  be  controlled  by  other  experiments  on 
animals  and  in  the  test-tube.  In  the  first  place,  Ehrlich  before 
he  died  admitted  that  neosalvarsan  and  salvarsan  had  no  direct 
specific  effect  on  the  spirochete  of  syphilis.  He  (Ehrlich)  once 
pointed  out  that  if  one  put  neosalvarsan  or  salvarsan  in  a  test-tube 
with  the  spirochete,  the  spirochete  was  not  destroyed  by  the  salvar- 
san. If,  however,  one  added  to  the  test-tube  blood  serum,  which 
acted  as  a  complementary  body,  the  spirochete  was  at  once  destroyed 
by  the  salvarsan,  and  before  Ehrlich  died  he  showed  that  there  was 
no  specific  or  germicidal  effect  produced  by  the  salvarsan,  but  the 
effect  was  produced  by  the  production  of  complementary  or  other 
bodies  which  in  turn  destroyed  the  parasite.  If  one  accepted  this 
drug  as  not  having  a  specific  influence  on  bacteria  which  belonged 
to  another  walk  of  life  such  as  the  protozoa  or  the  parasites  of 
syphilis,  and  sleeping  sickness,  then  one  had  to  consider  that 
Ehrlich  found  a  discovery  for  only  one  thing  when  he  might  have 
discovered  a  remedy  for  many  things.  There  was  no  evidence 
indicative  in  experimental  pathology  that  salvarsan  or  neosalvarsan 
destroyed  bacteria  belonging  to  the  vegetable  kingdom  in  contradis- 
tinction to  the  spirochete  which  belonged  to  the  animal  kingdom. 

The  whole  question  of  the  specificity  of  salvarsan  in  regard 
to  syphilis  had  no  particular  relation  to  the  problem  before  us. 
It  would  seem  to  the  speaker  that  a  series  of  experiments  might 
well  be  undertaken  by  taking  the  microorganisms  derived  from  cul- 
tures from  the  affected  blood  and  put  them  in  test-tubes  with  sal- 
varsan or  neosalvarsan  in  the  presence  of  or  without  the  presence 
of  blood  serum,  and  determine  whether  under  such  circumstances 
salvarsan  or  neosalvarsan  would  have  any  germicidal  effect  upon 
these  vegetable  parasites  in  the  same  way  that  it  had  an  effect  upon 
the  spirochete. 
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Dr.  John  O.  Polak,  of  Brooklyn,  asked  Dr.  Miller  whether  the 
streptococci  were  hemolytic  or  not. 

Dr.  Miller  replied  that  it  was  the  streptococcus  pyogenes. 

Dr.  Edward  P.  Davis,  of  Philadelphia,  reenforced  clinically 
what  was  said  by  Dr.  Hare.  If  he  understood  the  essayists,  they 
stated  that  the  injection  of  salvarsan  might  be  successful  in  certain 
conditions,  that  is,  where  the  original  focus  of  infection  became 
inert,  in  the  first  place,  and  in  the  second  place,  where  no  larger 
number  of  metastatic  foci  had  developed.  He  understood  this 
to  be  a  preliminary  condition  to  the  successful  use  of  the  medicine. 
There  were  many  things  which  would  turn  the  scale  in  favor  of 
cases  of  puerperal  septic  infection,  and  in  the  experience  of  the 
speaker  that  which  was  most  useful  and  beyond  the  suspicion  of 
harm  was  the  injection  of  sterile  serum,  preferably  sterile  horse 
serum.  The  injection  of  proteins  into  the  body  would  often  stimu- 
late the  resisting  power  of  the  organism,  and  personally  the  speaker 
would  much  rather  rely  on  something  of  that  nature  without  in- 
troducing an  element  which  might  prove  to  be  a  source  of  consider- 
able danger. 

Dr.  Miller,  in  closing,  stated  that  he  did  not  claim  that  arseno- 
benzol  was  specific,  but  in  the  most  virulent  case  they  had  injected 
the  same  organisms  into  rabbits,  and  these  rabbits  died  im- 
mediately if  untreated.  On  the  other  hand,  the  treated  rabbits 
recovered. 

Dr.  Chalfant  stated  in  regard  to  the  remarks  of  Dr.  Hare,  that 
Allison's  work  bore  out  the  fact  that  the  arsenobenzol  would  inhibit 
the  growth  of  bacteria  in  culture  media  and  in  animals. 

Dr.  John  G.  Clark,  of  Philadelphia,  then  delivered  the 


president  s  address  :  medical  teaching  and  research 
after  the  war. 

(For  original  article  see  page  220,  August  issue.) 


Symposium  on  the  Treatment  of  Ftbroid  Tumors. 
Dr.  Leroy  Broun,  of  New  York  City,  read  a  paper  on 

A  REVIEW  OF  1500  CASES  OF  FTBROID  TUMORS  OF  THE  UTERUS 

OPERATED  UPON  AT  THE  WOMAN'S  HOSPITAL  DURING  THE 

PAST    TEN   YEARS. 

(For  original  article  see  page  410.) 
Dr.  Joseph  Brettauer,  of  New  York  City,  read  a  paper  on 

FINAL  RESULTS  OF  X-RAY  TREATMENT  OF  FD3ROIDS  OF  THE  UTERUS. 
(For  original  article  see  page  415.) 
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Dr.  Howard  A.  Kelly,  of  Baltimore,  read  a  paper  entitled 

TWO     HUNDRED    AND    TEN     FIBROID    TUMORS    TREATED    BY   RADIUM. 

He  stated  that  the  only  effective  method  of  treating  fibroid 
tumors  of  the  uterus  up  to  the  present  time  had  been  the  surgical, 
developed  with  such  great  care  through  two  generations,  until  the 
operation  had  become  in  skilled  hands  one  of  the  safest  of  our 
major  procedures. 

The  author  had  operated  in  this  way  upon  2000  women  but  felt 
now  that  the  radium  treatment  which  was  without  danger  and  which 
was  found  effective  in  93  per  cent,  of  the  cases,  should  be  preferred  to 
the  operation,  which  was,  after  all,  a  major  operation  of  mutilating 
character  offering  considerable  risk  to  life  and  health. 

He  stated  his  thesis  with  regard  to  the  accomplishments  of  radium 
in  this  class  of  cases  as  follows:  1.  Control  of  hemorrhage  and  check- 
ing of  menstruation.  2.  The  shrinkage  of  the  tumors.  3.  In  many 
instances  the  disappearance  of  the  tumors.  4.  In  some  cases,  even 
after  two  years,  the  return  of  menstruation  either  normal  or  scanty. 
There  had  been  no  mortality  associated  with  the  treatment  of  210 
consecutive  cases. 

Between  the  dates  of  March  23,  1913,  and  January  8,  1918,  210 
cases  of  uterine  fibroid  were  treated  with  radium  by  the  author  and 
by  Dr.  Curtis  F.  Burnam,  and  forty-five  cases  were  operated  on 
either  because  there  was  no  contraindication  to  operation  or  because 
operation  was  preferred. 

In  twenty-eight  of  these  210  cases  the  data  were  insufficient;  six  did 
not  complete  treatment,  although  four  of  these  were  markedly  bene- 
fitted; seven  had  been  lost  sight  of;  two  died  of  causes  unconnected 
with  the  treatment.  The  single  dose  method  was  very  valuable  in 
giving  us  standards  to  work  by,  but  the  broken  dose  method  at 
weekly  intervals  permitted  of  giving  nearly  twice  the  dose  within  six 
weeks,  the  time  necessary  to  elapse  between  massive  treatments. 

At  a  distance  of  2.5  cm.  from  the  skin  a  gram  of  radium  on  an 
applicator  2.5  cm.  square  filtered  through  2  mm.  of  lead,  would  lead 
to  an  erythema  in  two  hours  and  would  cause  a  marked  retrogression 
or  cure  of  an  epithelioma.  One  one-thousandth  of  this  dose  might  be 
effectual  in  destroying  large  masses  of  lymphosarcoma  or  of  spleno- 
myelogenous  tissue.  Three  or  four  times  the  dose,  however,  had 
to  be  given  to  destroy  normal  skin.  Ovarian  tissue  was  roughly 
ten  times  as  easily  injured  as  normal  skin;  the  vaginal  wall  would 
tolerate  four  or  five  times  the  skin  dose,  the  rectal  mucosa  as  much  as 
the  skin,  the  mucous  membrane  of  the  bladder  certainly  twice  as 
much.  The  vaginal  and  cervical  cancers  were  fully  as  susceptible  to 
treatment  as  skin  cancers,  perhaps  more  so.  The  adenocarcinomas 
of  the  rectum  as  well  as  of  the  body  of  the  uterus  were  decidedly  more 
susceptible  than  epitheliomata.  Uterine  fibroid  tissue  was  tre- 
mendously more  susceptible  than  normal  skin. 

The  dosages  given  were  for  massive  radiation  with  at  least  six 
weeks'  interval  between  treatments.     They  could  not,  as  a  rule,  be 
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repeated  then  without  leading  to  more  or  less  destructive  effects  on 
surrounding  normal  tissue.  Effectual  treatment  could  only  be 
secured  by  careful  preliminary  determination  of  the  distances  of  all 
parts  of  the  growth  from  the  portals.  Cross-fire  radiation  should  be 
employed  and  normal  tissues  protected  by  pushing  the  parts  aside 
wherever  possible  and  by  metal  screens. 

For  radiation  within  the  cervix,  uterine  cavity  and  rectum,  the 
radium  emanation  was  enclosed  in  glass  tubes,  these  in  metal  tubes 
and  these  in  rubber  tubes,  securing  a  pure  gamma  radiation.  The 
tubes  were  used  singly  or  combined  so  as  best  to  reach  the  growth. 
The  small  growths  of  the  bladder  were  best  treated  by  direct  appli- 
cation through  a  cystoscope.  Extensive  infiltrating  bladder  growths 
and  some  rectal  cancers  were  best  treated  from  without  the  body. 

A  number  of  illustrative  cases  of  cervical  and  vaginal  cancers  were 
discussed  in  detail.  Appropriate  treatments  for  each  were  suggested. 
The  injuries  likely  to  result  from  over-radiation,  such  as  fistula?  and 
rectal  ulcers,  were  described  as  were  also  the  most  effectual  methods 
of  guarding  againstthem. 

CONSIDERATION   OF   SOME   OF  THE  TECHNICAL  PROBLEMS   CONNECTED 
WITH   THE   USE    OF   RADIUM  BY  THE   GYNECOLOGIST. 

Dr.  Curtis  F.  Burnam,  of  Baltimore,  said  that  the  basic  princi- 
ple underlying  all  radium  treatment  was  that  pathological  tissues 
were  in  general  more  sensitive  to  radiation  than  normal  tissues,  and 
that  consequently  it  was  possible  with  appropriate  dosage  to  destroy 
the  former  and  leave  the  latter  intact. 

The  gamma  rays  of  radium,  which  alone  could  be  used  for  ther- 
apeutic purposes,  could  not  be  focused  and  consequently  were  dis- 
persed in  the  form  of  a  sphere.  This  led  to  their  rapid  dilution 
inversely  with  the  square  of  the  distance.  In  addition  there  was  an 
absorption  of  about  8  per  cent,  per  centimeter  in  tissue.  The  absorp- 
tion in  tissue  could  not  be  helped.  It  was,  however,  possible  to  mini- 
mize the  dispersion  factor  by  placing  the  source  of  radiation  away  from 
the  surface  and  consequently  increasing  the  radium  as  well  as  the 
time  of  exposure.  If  the  radium  was  placed  2  mm.  from  the  surface, 
at  1  cm.  below  the  surface  only  2.5  per  cent,  of  the  surface  applica- 
tion was  still  present  and  at  5  cm.  only  0.107  Per  cent,  remained. 
But  if  the  radium  was  placed  12  cm.  above  the  surface,  at  1  cm.  below 
the  surface,  78  per  cent,  of  the  surface  radiation  was  still  intact;  at 
5  cm.,  35.8  per  cent.,  and  at  9  cm.  a  little  less  than  20  per  cent. 

Radiosensibility  of  tissue  was  extremely  difficult  to  determine. 
Individuals  varied  greatly  so  far  as  normal  tissues  were  con- 
cerned. Variations  of  tumors  of  the  same  type  were  even  more 
marked.  The  same  tumor  varied  at  different  stages  of  its  develop- 
ment; 13  were  too  early  for  results  to  be  reported  with  certainty. 

There  were,  therefore,  182  cases  in  which  the  results  were  known, 
in  171,  or  all  but  eleven  cases,  radium  alone  was  sufficient  to  relieve 
the  patient.  In  these  171  cases  (93  per  cent.)  the  tumor  was  either 
gone  or  markedly  diminished,  or  the  patient  was  symptomatically  well. 
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In  five  of  the  eleven  cases,  some  complicating  condition  was  pres- 
ent (ovarian  cyst,  gall-stones,  calcined  uterus);  in  two  cases  opera- 
tion was  preferred  to  further  treatment;  in  three  cases  operation  was 
found  not  to  have  been  necessary  as  the  tumor  had  decreased  under 
treatment;  one  case  proved  resistant  to  prolonged  treatment.  Nine 
of  the  eleven  cases  were  operated  on. 

The  fact  should  be  emphasized  that  if  radium  failed,  the  operation 
had  simply  been  postponed  without  detriment  to  the  patient. 

The  technic  of  the  treatment  included  a  preliminary  curettage 
both  to  rule  out  malignancy  and  to  remove  any  small  polypi  which 
might  be  found  to  exist.  The  average  inside  application  was  for 
three  hours  with  500  mg.  of  emanation.  A  small  glass  bulb  was 
placed  in  the  end  of  a  metal  tube,  sufficiently  thick  to  screen  off  all 
but  the  gamma  rays.  This  tube  was  screwed  on  a  uterine  sound  and 
was  then  covered  by  a  rubber  cot.  The  cervix  was  dilated  and  the 
sound  introduced  to  the  top  of  the  uterine  cavity.  The  applicator 
was  gradually  withdrawn,  not  being  allowed  to  remain  longer  than 
one-half  hour  on  each  spot.  In  the  external  treatments,  to  shorten 
the  time,  four  to  five  grams  of  radium  \vere  being'  used  and  the  entire 
treatment  could  be  given  in  from  five  to  six  hours.  In  any  one  case 
the  treatments,  internal  and  external,  could  be  given  individually 
or  combined  in  any  desired  method.  At  least  seven  weeks  should  be 
allowed  to  elapse  before  a  second  treatment  was  given  and  it  should 
not  be  given  if  an  amenorrhea  was  already  obtained.  Usually  the 
second  should  be  an  external  one.  Some  tumors  reduced  rapidly, 
others  slowly,  taking  a  year  or  more. 

Menopausal  symptoms  were  usually  not  severe.  In  50  per  cent. 
of  the  cases,  no  menopausal  symptoms  were  complained  of;  in 
slightly  more  than  25  per  cent.,  they  were  moderate  and  in  slightly 
less  than  25  per  cent,  they  were  marked. 


DISCUSSION  ON  PAPERS  OF  DRS.  BROWN,  BRETTAUER,  KELLY 
AND  BTJRNAM. 

Dr.  Samuel  Stern,  of  New  York  City,  stated  he  had  treated 
between  200  and  300  cases  of  fibroid  tumors  with  the  .v-ray,  and  the 
results  were  similar  to  those  obtained  in  the  series  of  cases  described 
by  Dr.  Brettauer.  So  far  as  the  fear  of  malignancy  following  x-ray 
exposures  was  concerned,  or  in  treating  cases  that  might  prove  to  be 
malignant  or  might  undergo  sarcomatous  degeneration,  they  had 
escaped  his  observation.  He  had  not  seen  such  cases  in  the  series  he 
had  treated.  Probably  this  was  due  to  the  fact  that  the  cases  were 
all  selected,  they  were  sent  to  him  by  gynecologists,  who  had  care- 
fully examined  them  and  watched  them  until  they  determined  on 
the  type  of  treatment  to  be  instituted. 

As  to  the  comparative  results  of  radium  and  .v-ray,  he  had  found 
that  many  of  the  untoward  results  that  Dr.  Kelly  and  Dr.  Burnam 
mentioned  with  radium  had  escaped  him  entirely  with  the  x-ray. 
He  did  not  get  any  fistulas.  He  did  not  get  any  vaginal  discharge 
that  persisted  for  months.     The  x-ray  treatment  to-day  had  been  put 
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on  a  basis  where  he  expected  practically  no  untoward  results  from 
its  use. 

As  to  burns,  he  did  not  think  the  .v-ray  man  ought  to  get  them 
to-day.  The  time  had  passed  when  the  radiotherapist  in  giving  .v-ray 
treatments  felt  justified  to  attribute  his  mistakes  to  idiosyncrasy  on 
part  of  the  patient  if  there  were  burns.  The  x-ray  operator  could 
not  very  well  say  that  it  was  not  his  fault;  that  the  woman  did  not 
stand  the  x-ray  well.  The  speaker  did  not  look  for  any  idiosyncrasy 
on  part  of  the  patient  any  more.  Most  patients  stood  the  .v-ray 
very  well,  and  if  one  stayed  within  certain  physiological  limits  he  was 
pre'ttv  safe  in  not  getting  burns  even  in  patients  who  had  a  sensitive 
skin. 

Dr.  John  G.  Clark,  of  Philadelphia,  said  he  had  recently  ex- 
pressed himself  relative  to  the  use  of  radium  in  the  class  of  cases 
under  consideration.  He  was  particularly  interested  in  the  question 
of  dosage,  and  he  had  been  following  the  original  technic  of  Dr. 
Kelly  and  Dr.  Burnam.  having  used  radium  in  over  ioo  cases  on  the 
same  principle  as  they  had  advocated,  and  his  statistics  were  very 
much  the  same.  He  could  not  see  any  decided  difference  one  way  or 
the  other. 

Dr.  William  S.  Stone,  of  New  York  City,  said  he  was  especially 
pleased  with  the  results  from  the  use  of  radium  in  uterine  cancer. 
Of  all  the  major  cancers,  such  as  carcinoma  of  the  breast,  carcinoma 
of  the  uterus,  carcinoma  of  the  stomach,  it  seemed  that  in  carcinoma 
of  the  uterus  radium  had  a  most  wonderful  field  of  application,  and 
he  really  felt  to-day  that  radium  was  applicable  to  a  larger  number  of 
cases  than  any  other  therapeutic  measure. 

Relative  to  fibroid  tumors  of  the  uterus,  he  thought  Dr.  Brettauer 
and  Dr.  Frank  deserved  a  great  deal  of  credit,  for  they  alone  among 
the  clinicians  in  Xew  York,  had  carried  out  the  .v-ray  therapy  of 
fibromvoma  of  the  uterus.  He  thought  the  .v-ray  had  a  considerable 
field  here.  However,  if  one  had  radium,  he  thought  it  was  much 
easier  to  apply  and  much  more  efficient. 

In  regard  to  uterine  myopathy,  so-called,  he  was  very  enthusiastic 
in  using  small  doses  of  radium  in  these  cases.  Dr.  Harris  sent  him  a 
case  a  year  ago  of  a  girl,  sixteen  or  seventeen  years  of  age.  He 
(Dr.  Harris)  had  curetted  her  once,  and  some  other  practitioner  had 
curetted  her  twice,  and  the  girl  was  completely  played  out.  She  did 
not  look  as  though  she  was  going  to  live.  Dr.  Harris  sent  the  patient 
to  him;  he  treated  her  twice  with  small  doses  of  radium.  He  saw  her 
only  a  few  davs  ago  and  found  that  her  menstruation  was  now  normal 
and  she  was  perfectly  health}-. 

Dr.  Harold  C.  Bailey,  of  Xew  York  City,  stated  that  the  tech- 
nical problems  in  the  use  of  radium  depended  upon  the  amount  and 
power  of  the  radium  and  the  type  of  case  one  attempted  to  treat. 
Regarding  the  first  proposition,  one  was  confined,  as  a  rule,  to  the 
application  of  radium  salt,  seldom  over  ico  mg.  amounts,  confined  in 
i  or  more  platinum  capsules. 

It  appeared  to  him  that  there  should  be  division  of  cases  or  a  classi- 
fication or  a  limitation  of  attempts  at  treatment  dependent  upon 
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the  one  factor  of  amount  of  supply.  The  holder  of  ioo  mg.  had  an 
open  held  in  the  treatment  of  myopathic  uterine  hemorrhage,  the 
symptomatic  treatment  of  fibroids,  and  palliation  in  inoperable  and 
recurrent  cancer,  for  in  these  conditions  one  or  two  applications  of 
the  platinum  capsule  in  the  same  area  might  be  made. 

Cases  suitable  for  treatment  with  the  large  amount  of  radium 
were  those  for  preoperative  treatment;  for  curative  treatment  of 
border-line  and  possibly  some  operable  cases;  for  prophylactic  treat- 
ment after  hysterectomy,  and  for  certain  fibroid  cases.  A  word 
should  be  said  of  the  preoperative  treatment.  Two  things  were  to 
be  accomplished  depending  on  the  very  nature  of  the  action  of  ra- 
dium first,  killing  the  dividing  cells  or  rendering  further  division  im- 
possible, and  second,  the  accomplishment  of  a  productive  inflam- 
mation with  localized  arteriosclerosis  and  replacement  fibrosis.  The 
first  result  was  obtained  at  once  and  the  second  after  periods  of  times 
varying  from  four  weeks  to  eight  weeks  or  possibly  longer.  This 
second  result  did  not  begin  to  be  operative  until  after  ten  to  twenty 
days.  The  treatment  of  fibroids  was  more  symptomatic  than  cura- 
tive. It  depended  on  the  destruction  of  the  primary  follicles  of  the 
ovary  and  consequent  cessation  of  menstruation  and  the  production 
of  a  localized  arteriosclerosis.  The  resultant  shrinkage  and  stoppage 
of  the  bleeding  was  due  to  these  causes. 

Dr.  Hiram  N.  Vineberg,  of  New  York  City,  said  it  would  be 
interesting  if  Dr.  Broun  in  his  series  of  cases  had  told  how  many  of 
the  conditions  had  been  diagnosed  before  the  abdomen  was  opened. 
During  one  month  the  speaker  took  notes  of  the  number  of  cases  he 
had  diagnosed  as  fibroid  tumors  of  the  uterus.  He  diagnosed  four 
cases  of  fibroid  tumor  of  the  uterus.  On  opening  the  abdomen  one 
was  a  large  uterus  with  an  old  pyosalpinx  firmly  adherent,  forming 
one  distinct  mass.  In  another  case  there  was  a  solid  large  carcinoma 
of  the  ovary,  with  the  uterus  closely  adherent  to  it.  The  other  two 
were  fibroids.  He  did  not  know  that  this  proportion  would  apply  to 
all  of  his  work,  namely,  only  50  per  cent.,  in  which  an  accurate 
diagnosis  was  made. 

Dr.  N.  Sproat  Heaney,  of  Chicago,  said  that  his  experience  in 
the  use  of  radium  in  gynecology  was  not  very  extensive.  There  was 
one  thing  he  had  noticed  in  a  few  cases  he  had  that  he  never  saw 
mentioned  in  the  literature,  namely,  in  several  cases  of  myopathic 
hemorrhage  and  in  two  cases  of  fibroids  treated  with  radium,  there 
was  a  persistent  leukorrheal  discharge.  None  of  these  patients  had 
had  any  other  difficulty.  The  myopathic  hemorrhage  was  entirely 
stopped  and  the  patients  were  satisfied.  One  of  the  patients  had  to 
wear  a  pad  for  a  year  for  the  relief  of  the  leukorrheal  discharge.  One 
of  them  had  to  wear  a  napkin  and  change  it  four  times  a  day  on 
account  of  the  discharge.     One  patient  complained  of  a  marked  odor. 

He  wanted  to  know  what  the  discharge  was  due  to,  how  long  it  was 
expected  to  last,  and  what  technic  could  be  employed  to  obviate  it. 

Dr.  Brettauer,  in  closing  on  his  part,  stated  that  there  was  no 
discrepancy  in  the  paper  of  Dr.  Frank,  which  was  read  two  years  ago, 
and  his  own  views  to-dav.     He  did  not  ask  the  members  to  use  the 
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x-ray  if  they  were  satisfied  with  their  operative  results.  Personally, 
he  was  perfectly  satisfied  with  his  results  from  the  use  of  the  .x-ray, 
and  there  were  patients  who  should  be  referred  to  x-ray  men  for 
treatment,  particularly  if  they  had  reached  the  age  of  44  to  55. 

Dr.  Kelly,  in  closing,  said  there  was,  no  operative  difficulty  in 
these  fibroid  cases  after  radiation,  but  there  was  in  some  x-ray  cases 
after  intensive  radiation.  The  tissues  seemed  dried  up  and  there 
was  some  bleeding,  but  not  in  the  fibroids.  These  fistulae  were  con- 
nected with  the  cancer  cases,  where  the  cancer  had  involved  the 
entire  rectovaginal  or  vesicovaginal  septum,  and  when  the  cancer 
dropped  out  it  left  a  fistula.  They  were  also  connected  with  the 
fibroid  tumor  cases.  The  only  complication  in  connection  with  the 
fibroids  was  a  discharge  from  the  uterus. 

Dr.  Bkoun  asked  if  there  was  much  reaction  from  the  treatment 
of  papilloma  of  the  bladder  from  the  use  of  radium. 

Dr.  Kelly  replied,  not  at  all.  The  direct  application  of  radium 
was  made  to  the  spot,  held  there  for  five  or  ten  minutes,  and  repeated 
at  frequent  intervals. 

Dr.  W atkins  asked  Dr.  Kelly  if  he  used  radium  in  operable  cases 
before  operating. 

Dr.  Kelly  replied  that  he  did.  He  had  applied  it  in  some  cases 
after  operation  and  sometimes  before,  but  for  this  purpose  he  did 
not  use  a  large  dose.  The  use  of  radium  before  operating  rendered 
operation  more  difficult.  As  a  rule,  the  radiation  ought  to  be  after 
operation  rather  than  before  it. 

Dr.  Burnam,  in  closing,  stated  that  the  discharges  which  occurred 
after  radium  treatment  were  doubtless  due  to  intensive  applications, 
and  if  the  radium  caused  irritation  at  one  place  it  could  be  moved 
from  place  to  place  to  avoid  such  irritation.  If  one  was  working 
within  the  bladder  and  doubled  the  thickness  of  the  bladder  tumor, 
using  brass  or  silver  or  platinum,  he  would  avoid  these  irritations. 
It  was  possible  to  give  1400  millicuries  inside  a  uterus  of  normal  size 
by  proper  filtration  without  disagreeable  vaginal  discharge  or  the 
chance  of  arthritis  developing. 

Another  important  point  was  the  size  of  the  fibroid.  Immense 
fibroids  would  disappear  after  a  single  radiation  or  single  treatment. 
The  effect  of  the  radium  on  the  fibroid  was  in  his  opinion  not  due 
primarily  from  its  action  on  the  ovary,  but  to  the  direct  effect  on 
the  fibroid  tissue,  on  the  nuclei  of  the  cells  of  the  fibroid.  His 
reasons  for  believing  this  were  two:  first,  one  could  histologically 
demonstrate  these  changes,  and  second,  women  who  had  passed 
the  menopause  with  large  fibroids,  were  susceptible  to  the  treat- 
ment. Large  fibroids  would  diminish  remarkably  under  treatment 
in  patients  who  had  passed  the  menopause. 

Dr.  Hiram  N.  Vineberg,  of  New  York  City:  read  a  paper  entitled 

clinical    data   on    chorioepithelioma,    with    end-results   of 
operative  treatment. 

He  found  that  the  number  of  cases  of  chorioepithelioma  recorded 
in  the  literature  had  been  variously  stated.     For  instance,  Pery,  in 
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1910.  claimed  there  were  700  cases  on  record.  These  figures  were 
entirely  too  high.  PollisoD  and  Violet,  in  1913,  made  a  very  careful 
collection  of  the  recorded  cases  and  they  accept  Birquel's  collection 
in  1903,  of  217  cases.  From  that  date  until  1913  they  collected  238 
more  cases,  making  in  all  455  cases.  From  1913  up  to  the  end  of 
1017,  the  essayist  had  found  recorded  in  the  literature  69  cases  which, 
with  his  own  series  of  nine  cases,  made  a  total  of  278  cases. 

As  to  the  etiology,  with  very  few  exceptions,  pregnancy  had  pre- 
ceded the  development  of  the  growth;  it  was.  therefore,  essentially 
a  disease  of  fertile  women.  But  as  Teacher  stated,  whether  race, 
climate,  or  social  conditions  exerted  any  influence  upon  its  occur- 
rence, was  not  at  present  known.  The  ages  at  which  it  had  occurred 
had  varied  from  17  to  55  years.  In  the  series  of  189  cases  tabulated 
bv  Teacher  in  1903,  the  average  age  was  33  years,  67  per  cent,  of  the 
total  number  occurred  between  the  ages  of  20  and  40  years,  but 
there  were  six  cases  below  20  and  nine  cases  over  50  years.  In  the 
writer's  series  of  78  cases,  four  were  under  20  years,  13  were  between 
20  and  25,  21  were  over  40  years.  Of  these,  eight  were  50  and  over. 
The  number  of  cases  below  20  years  and  over  50  years  was  of  great 
interest,  and  had  undoubtedly  some  bearing  upon  the  fact  that 
chorioepithelioma,  which  was  the  most  frequent  cause  of  the  growth, 
was  more  often  met  with  at  the  extremes  of  fertile  life.  Another 
factor  of  interest  was  that  the  frequency  of  the  disease  ran  parallel 
with  the  degree  of  fertility. 

A  most  important  consideration  was  the  nature  of  the  pregnancy 
preceding  the  disease.  In  Teacher's  series  of  188  cases,  73  cases  or 
36  per  cent,  followed  hydatid  mole;  59  cases  or  31  per  cent,  followed 
abortion;  49  cases  or  28  per  cent,  followed  labor  at  or  about  term, 
and  seven  cases  or  4  per  cent,  followed  extrauterine  gestation. 

In  Pollison  and  Violet's  series  of  450  cases,  including  Briquel's 
series  of  217  cases,  203  cases  or  45  per  cent,  followed  hydatid  mole; 
135  cases  or  30  per  cent,  followed  abortion;  99  cases  or  21  per  cent, 
followed  labor  at  term;  12  cases  or  2.5  per  cent,  followed  extrauterine 
gestation.     Six  were  doubtful. 

In  Hitschmann  and  Cristofoletti's  series  of  240  cases,  116  cases  or 
48  per  cent,  followed  hydatid  mole,  73  cases  or  30  per  cent,  followed 
abortion,  and  51  cases  or  21  per  cent,  followed  normal  labor.  They 
also  gave  statistics  of  200  cases  of  hydatidform  mole,  of  which  15 
or  7.5  per  cent,  were  followed  by  chorioepithelioma. 

The  most  characteristic  and  prominent  symptom  was  uterine 
hemorrhage.  This,  as  a  rule,  was  very  profuse  and  might  even  be 
alarming,  as  occurred  in  one  of  the  author's  cases.  The  second 
hemorrhage,  after  the  first,  was  so  great  that  the  patient  became 
markedly  exsanguinated  in  a  few  minutes,  and  it  appeared  to  him  the 
woman  would  have  bled  to  death  if  he  had  not  at  once  packed  the 
uterus  and  vagina  tightly  with  gauze.  However,  in  many  instances, 
the  bleeding  might  be  only  of  moderate  amount,  but  protracted, 
simulating  that  which  accompanied  ordinary  placental  or  decidual 
residue.  In  many  cases  an  early  evidence  of  the  disease  was  the 
appearance  of  characteristic  tumors  in  the  vaginal  walls,  most  fre- 
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quently  in  the  anterior  wall,  near  the  urethral  meatus.  These  might 
vary  in  size  from  an  almond  to  a  hen's  egg.  When  they  attained 
the  latter  size  they  were  usually  single.  They  possessed  a  deep 
bluish  color  and  appeared  very  vascular. 

There  were  thirteen  cases  recorded  in  the  literature  of  chorioepi- 
thelioma  in  the  tube.  The  resulting  mass  had  varied  in  size  from  a 
hen's  egg  to  an  adult  head.  The  tumor  was  very  friable  and  exceed- 
ingly hemorrhagic.  While  the  usual  site  of  chorioepithelioma  was 
in  the  body  of  the  uterus,  the  growth  had  developed  primarily  in 
other  situations. 

The  diagnosis  of  chorioepithelioma  was  often  beset  with  great 
difficulties.  One  should  always  suspect  it  when  profuse  hemorrhage 
foUowed  a  hydatid  mole  that  had  been  thoroughly  removed.  To  be 
certain  of  this,  one  must  employ  the  procedure  advocated  by  the 
essayist  some  years  ago,  namely,  in  every  case  of  hydatid  molar 
pregnancy  to  perform  a  hysteotomy,  so  that  the  hand  might  be 
employed  to  remove  all  the  vesicles.  Another  inestimable  value  of 
this  procedure  consisted  in  enabling  the  operator  to  thoroughly  pal- 
pate every  portion  of  the  inner  wall  of  the  uterus  for  any  suspicious 
nodule  or  extra  thinning  of 'the  wall  at  any  one  area.  In  this  manner 
the  growth  might  often  be  detected  in  its  very  earliest  stages,  as 
was  done  by  the  essayist  in  two  cases  in  his  series,  and  by  Eden  in 
one  case. 

Before  discussing  the  treatment  of  chorioepithelioma,  the  essayist 
devoted  a  short  time  to  the  consideration  of  the  treatment  of 
hydatid  mole  in  view  of  the  close  connection  between  the 
two  conditions. 

The  treatment  of  chorioepithelioma,  once  the  diagnosis  had 
been  made,  resolved  itself  into  an  immediate  panhysterectomy,  for 
there  was  no  means  of  determining  whether  the  individual  case  was  a 
highly  malignant  one,  or  one  that  might  undergo  spontaneous  cure. 
The  later  contingency  was  so  unusual  that  for  all  practical  purposes 
it  must  be  left  out  of  consideration. 

WThen  the  growth  was  discovered  while  emptying  the  uterus  of  a 
hydatid  molar  pregnancy,  the  natural  thing  to  do  was  to  complete  the 
operation  through  the  vaginal  route.  The  same  would  apply  when, 
in  a  doubtful  case,  an  exploration  of  the  inner  and  outer  walls  of  the 
uterus  was  made  through  a  vaginal  incision.  In  most  all  other 
instances  the  abdominal  route  was  to  be  preferred,  for  it  inflicted 
less  traumatism  and  consequently  less  danger  of  causing  metastases. 
Hitschmann  and  Cristofoletti  strongly  emphasized  the  selection  of 
the  abdominal  route  for  this  very  reason  and  also  because  they 
deemed  it  advisable  to  excise  the  deep  pelvic  veins,  as  was  done  in 
puerperal  thrombophlebitis.  They  asserted  that  the  pelvic  veins 
were  frequently  filled  with  extensions  from  the  growth,  hence  the 
necessity  of  this  excision.  Should  this  even  be  the  case,  it  was 
doubtful  in  the  opinion  of  the  essayist  whether  the  procedure  was 
called  for,  inasmuch  as  these  venous  extensions  had  a  tendency  to 
disappear  spontaneously  by  clotting  of  the  blood,  thus  depriving 
the  tumor  masses  of  their  source  of  nourishment.     Vaginal  nodules. 
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jf  present,  should  be  excised,  and  if  they  occurred  subsequently 
the  same  procedure  might  be  necessary,  although  they  also  had  a 
tendency  to  disappear  spontaneously.  Radium  had  been  employed 
in  a  few  instances,  but  with  only  temporary  benefit. 

Dr.  Benjamin  P.  Watson,  of  Toronto,  Canada,  contributed  a 
paper  on 

cancer  of  the  cervex  complicating  triplet  pregnancy. 
(For  original  article  see  page  347.) 

DISCUSSION. 

Dr.  Hiram  N.  Vineberg,  of  New  York  City,  stated  that  a  few 
months  ago  there  was  admitted  to  his  service  at  Mount  Sinai 
Hospital  a  young  woman,  in  the  early  twenties,  a  primipara,  in 
whom  a  tumor  developed  during  the  latter  months  of  pregnancy. 
She  was  delivered  at  full  term.  She  had  had  bleeding  from  the 
uterus  for  about  two  months  before,  and  when  admitted  to  his 
service  he  found  on  examination  an  extensive  carcinoma  of  the 
cervix.  The  case  was  still  operable.  He  removed  the  uterus  and 
as  much  of  the  tumor  as  he  could  see,  and  she  had  a  recurrence 
within  two  months.  She  had  been  treated  since  with  radium  and 
the  growth  had  evidently  shrunk.  The  patient  at  first  was  much 
more  wretched  than  when  she  left  the  hospital.  Now  she  was 
beginning  to  recuperate  from  the  result  of  the  o;-ray  treatment. 
There  was  no  question  as  to  a  permanent  cure.  In  this  instance 
the  radium  had  done  much  to  shrink  the  recurrent  growth. 

Dr.  J.  Riddle  Goffe,  of  New  York  City,  read  a  paper  on 

VISCEROPTOSIS. 

Dr.  Goffe  in  referring  to  the  frequency  of  this  condition  stated 
that  the  dominant  factor  in  these  cases  is  an  obstruction  to  the 
blood  current  in  all  the  organs  involved,  causing  congestion  and  lack 
of  nutrition  and  function  in  the  intestines.  This  is  accompanied 
by  stasis  in  the  current  of  their  contents,  affording  opportunity 
for  the  absorption  of  toxins,  poisoning  the  nerve  centers  and  dis- 
arranging the  functions  of  the  entire  physical  economy.  Much 
can  be  done  along  the  lines  of  prophylaxis  by  correcting  bad  ten- 
dencies or  habits  of  the  growing  girl  in  standing,  walking  and  sitting, 
and  likewise  developing  the  muscular  system.  Much  can  be  done 
in  actual  cases  in  the  early  stages  by  well  directed  gymnastics 
faithfully  and  persistently  pursued  and  by  properly  applied  belts 
and  corsets.  But  when  the  condition  of  dilated  prolapsed  stomach 
with  distended  kinked  and  adherent  colon  obtains,  nothing  short 
of  surgical  interference  is  of  any  avail. 

Many  surgical  procedures  have  been  devised  to  restore  these 
prolapsed  organs  to  normal  position  and  secure  them  there.  Some  of 
these  have  been  standardized  and  are  in  common  use.  The  success 
that  has  attended  my  work  as  illustrated  in  the  appended  cases  is  the 
justification  for  presenting  it   to   the  profession.     The  procedure 
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as  applied  to  the  stomach  and  intestine  consists  in  stitching  them  to 
the  abdominal  wall  with  permanent  buried  sutures  of  linen  thread. 
In  extreme  cases  a  median  incision  is  made  through  the  abdominal  wall 
below  the  unebilieus  to  free  adhesions  of  omentum  and  intestines 
and  correct  any  pathological  condition  in  the  pelvis,  such  as  removal 
of  diseased  appendages,  correction  of  malposition  of  pelvic  organs 
etc.  This  incision  is  closed.  A  second  incision  is  made  above  the 
umbilicus.  The  stomach,  the  liver,  gall-bladder  and  ducts,  the 
duodenum,  indeed  all  the  organs  in  the  upper  abdomen  are  carefully 
examined  and  all  pathoeogic  conditions  treated  according  to  indica- 
tions, the  incision  being  extended  or  additional  incision  made  as 
necessary.  The  greater  omentum  is  ligated  and  removed.  The 
stomach  if  pathologically  dilated  is  plicated  along  the  anterior  wall 
to  hasten  involution  and  stimulate  contractions.  The  transverse 
colon  is  delivered  through  the  abdominal  incision,  and  two  stitches 
of  linen  thread  are  threaded  along  its  anterior  wall  or  in  the  longi- 
tudinal band,  at  the  hepatic  flexure,  the  splenic  flexure  and  the 
middle  of  the  transverse  portion.  Three  incisions  are  now  made 
through  the  skin  down  to  the  fascia,  one  over  the  normal  seat  of  the 
hepatic  flexure,  parallel  with  the  border  of  the  ribs,  a  simliar  one 
over  the  splenic  flexure  and  a  transverse  incision  at  the  middle 
line.  The  sutures  which  have  been  left  long  and  protruding  through 
the  abdominal  incision  are  now  severally  threaded  into  a  Peasley 
needle,  passed  successively  through  the  wound  into  the  abdominal 
cavity  and  made  to  appear  in  the  bottom  of  the  skin  incisions, 
each  in  its  own  appropriate  location.  When  all  are  passed  they  are 
drawn  taut,  first  at  the  flexures,  then  in  the  median  line  to  insure 
accurate  apposition  of  the  intestinal  surfaces  to  the  abdominal 
peritoneum.  They  are  tied  over  the  fascia  in  the  bottom  of  the 
incisions  and  cut  short.  The  skin  incisions  are  then  closed  with 
subcuticular  catgut  sutures  and  sealed  with  aseptic  collodion. 

If  the  stomach  is  extremely  dilated  and  ptosed,  previous  to 
stitching  the  colon,  two  or  three  linen  sutures  are  passed  in  its  wall 
in  a  line  parallel  to  its  longitudinal  axis  above  the  plication  sutures 
and  made  to  appear  in  the  bottom  of  the  transverse  skin  incision. 
In  this  contingency  the  skin  is  dissected  back  along  the  upper  and 
lower  line  of  the  incision  to  make  room  for  the  double  set  of  sutures, 
the  stomach  sutures  being  passed  above  and  the  colon  sutures  below. 
The  abdominal  incision  is  then  closed  with  three  layers  of  sutures. 
The  usual  abdominal  dressings  are  applied  and  the  patient  put  to 
bed  in  a  medium  degree  of  Trendelenburg  posture,  which  is  main- 
tained pretty  constantly  for  two  weeks.  The  bowels  are  kept  open 
by  light  cathartics  and  rectal  injections.  One  therapeutic  measure 
of  inestimable  value  in  cases  of  gas  distention  is  hypodermic  injec- 
tions of  pituitrin.  It  is  never  failing  in  its  promptness  and  efficiency, 
— one  dose  invariably  suffices  for  the  emergency. 

A  series  of  seventeen  cases  embracing  all  that  have  been  subjected 
to  the  operation  to  date  was  presented  by  the  speaker,  showing 
almost  uniform  success  in  securing  normal  position  for  the  organs  and 
a  restoration  to  health  of  some  almost  hopeless  invalids. 
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Dr.  Jennings  C.  Litzenberg,  of  Minneapolis,  Minnesota,  read  a 
paper  on 

THE  GRADUATE  DEGREE  IN  OBSTETRICS  AND  GYNECOLOGY. 
(For  original  article  see  page  404.) 

DISCUSSION. 

Dr.  Fred  L.  Adair,  of  Minneapolis,  stated  that  the  main 
objects  in  the  plan  outlined  by  the  essayist  were  in  a  sense  new. 
It  was  a  formal  recognition  of  a  plan  which  was  more  or  less  Con- 
tinental in  origin,  as  illustrated  by  the  inaugural  theses  which  one 
found  in  going  over  the  literature.  The  objects  were  to  develop 
practitioners  who  were  especially  qualified  to  do  work  along  special 
lines,  to  develop  teachers  and,  mostly  for  the  future  of  American 
medicine,  to  develop  investigators  and  leaders.  The  success  of  the 
plan  depended  on  capable  leaders.  This  was  absolutely  essential 
whether  conducted  in  an  indirect  or  formal  way.  No  school  of 
medicine  could  be  established  without  leaders  who  were  capable, 
conscientious,  inspiring,  and  who  were  willing  to  give  the  time  and 
energy  to  this  very  consuming  work.  It  was  necessary,  in  the  second 
place,  to  have  proper  material  with  which  to  work,  namely,  proper 
students. 

Dr.  George  Gray  Ward,  Jr.,  of  New  York  City,  said  that  the 
plan  outlined  by  the  essayist  offered  a  solution  of  other  problems  for 
those  who  had  hospitals  under  their  direction.  There  was  great 
difficulty  in  procuring  internes  of  the  right  type  to  take  positions 
as  residents.  For  instance,  at  the  Woman's  Hospital,  in  the  re- 
organization, provision  was  made  for  a  trained  resident  gynecologist, 
appointed  for  an  indefinite  period,  who  might  stay  there  as  long  as 
he  was  satisfactory,  be  paid  a  salary  which  made  it  worth  while, 
besides  furnishing  him  with  quarters  and  board.  It  was  believed 
there  would  result  a  better  type  of  men  than  the  internes  who 
took  the  ordinary  one-year  course  in  a  hospital.  He  thought  it 
was  difficult  to  get  the  proper  type  of  man  to  meet  such  important 
conditions  or  requirements  but  considered  that  the  plan  outlined 
would  provide  such  a  man. 

He  thought  the  Society  should  put  itself  on  record  as  endorsing 
this  scheme  as  of  a  distinct  advance  in  gynecology,  because  it  applied 
to  this  specialty  as  well  as  to  others. 

Dr.  Raleigh  R.  Huggins,  of  Pittsburgh,  Pennsylvania,  read  a 
paper  on 

THE  USE  OF  DAKIN'S  SOLUTION  IN  SUPPURATIVE  CONDITIONS  WITHIN 
THE   PERITONEAL   CAVITY. 

(For  original  article  see  page  423.) 
DISCUSSION. 

Dr.  Curtis  F.  Burnam,  of  Baltimore,  said  he  had  used  the  Dakin 
solution  after  a  Kraske  operation.     One  great  difficulty  after  re- 
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secting  the  rectum  was  the  prolongation  of  healing  and,  from  the 
cases  he  had  observed,  if  a  large  opening  was  left,  granulation  would 
take  place  in  two  or  three  weeks  if  the  Dakin  technic  was  used. 
He  had  been  impressed  with  the  observation  that  these  granulations 
were  greatly  stimulated  as  a  result  of  the  procedure. 

Dr.  Edward  A.  Schumann,  of  Philadelphia,  read  a  paper  on 

A  STUDY  OF  DYSTROPHY  ADIPOSA  GENITALIS  IN  WOMEN. 
(For  original  article  see  page  42S.) 

DISCUSSION. 

Dr.  Edward  P.  Davis,  of  Philadelphia,  said  there  could  be  no 
question  as  to  the  practical  clinical  results  from  the  use  of  thyroid 
in  certain  types  of  cases  described  by  the  essayist.  He  had  not 
been  able  to  see  positive  value  from  the  use  of  pituitrin  or  from 
luetin  and  pituitrin,  but  all  were  confident  that  the  thyroid  would 
reduce  stout  women  of  the  child-bearing  age  and  often  its  use  was 
followed  by  pregnancy.  Of  this  he  was  quite  certain.  He  thought 
progress  lay  in  the  direction  indicated  by  Dr.  Schumann,  namely, 
that  we  should  continue  to  use  other  extracts  in  the  hope  of  obtaining 
good  results. 

Dr.  Thomas  S.  Cullen,  of  Baltimore,  reported  the  following 
cases : 

I.  A  NEW  SIGN  IN  RUPTURED  EXTRAUTERINE  PREGNANCY. 

The  patient,  a  woman,  thirty-eigh  t  years  of  age,  suddenly  developed 
abdominal  pain  and  distention.  Dr.  Cullen  saw  her  three  weeks  later. 
The  umbilical  region  was  bluish  black,  although  she  gave  no  history 
of  injury.  Vaginal  examination  yielded  nothing  on  account  of  the 
abdominal  distention.  Under  ether,  however,  a  mass  8X6  cm.  was 
clearly  felt  to  the  right  of  the  uterus.  Dr.  Cullen  at  once  diagnosed 
extrauterine  pregnancy,  although  the  patient  had  missed  no  period 
and  there  was  no  uterine  bleeding.  On  opening  the  abdomen  he 
found  a  right-sided  extrauterine  pregnancy  and  about  one  and  a  half 
quarts  of  free  blood  in  the  abdomen.  He  referred  to  a  case  reported 
by  Ransohoff  where  a  man,  fifty-tbree  years  of  age,  had  obscure  ab- 
dominal symptoms.  Jaundice  of  the  umbilical  region  was  soon  noted 
and  at  operation  rupture  of  the  common  duct  was  found  and  there  was 
much  free  bile  in  the  abdomen.  Judging  from  analogy  the  speaker 
naturally  concluded  that  the  bluish-black  appearance  of  the  umbili- 
cus was  due  to  intraabdominal  hemorrhage,  and  the  presence  of  the 
nodule  to  the  side  of  the  uterus  clinched  the  diagnosis  of  extrauterine 
pregnancy. 

2.    SLOUGHING   AMNIOTIC    HERNIA    OF    THE    UMBILICUS. 

The  child  when  seen  by  the  writer  was  nine  days  old.  At  the 
navel  was  a  sloughing  mass  about  4  cm.  in  diameter.     This  projected 
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3.5  cm.  from  the  umbilicus.  The  walls  of  the  sac  consisted  of  thin 
amnion.  The  sac  contained  small  and  large  bowel.  This  was  ob- 
structed. Although  the  child  had  a  general  peritonitis,  nothing 
remained  but  to  resect  about  8  inches  of  small  bowel  and  a  portion  of 
the  ascending  colon.  The  anastomosis  leaked  in  a  few  days  but  soon 
healed  satisfactorily.  All  the  fecal  matter  passed  per  rectum.  The 
child,  however,  died  on  the  eighteenth  day  from  a  continuation  of  the 
peritonitis  which  existed  at  the  time  of  the  operation. 

3.  AN  UMBILICAL  POLYP  ASSOCIATED  WITH  A  MECKEL'S  DIVERTICULUM. 

The  child  was  a  year  old.  At  the  umbilicus  was  a  bright  red  mass 
1.5  cm.  in  diameter.  It  had  been  present  from  the  time  the  umbili- 
cal cord  came  away.  It  was  covered  with  mucosa  and  from  the  sur- 
face a  little  mucus  escaped.  At  operation  the  polyp  was  found  to 
be  continuous  with  a  Meckel's  diverticulum  which  extended  to  and 
was  firmly  adherent  to  the  umbilicus.  The  umbilicus  together  with 
the  Meckel's  diverticulum  was  removed.  The  stump  of  Meckel's 
diverticulum  which  had  been  turned  into  the  bowel  swelled  up  after 
operation  and  partially  blocked  the  lumen  of  the  bowel.  The  child 
died  of  pneumonia.  The  speaker  would  in  the  future  leave  no  diver- 
ticular stump,  but  would  cut  it  off  flush  with  the  bowel  and  close  the 
linear  incision  with  two  slender  rows  of  black  silk.  The  umbilical 
polyp  was  covered  over  by  intestinal  mucosa. 

4.  REMOVAL      OF      A      CARCINOMATOUS     CERVIX     1 6     MONTHS     AFTER 
SUPRAVAGINAL  HYSTERECTOMY  FOR  CARCINOMA  OF  THE  BODY  OF 

THE    UTERUS. 

The  patient  entered  the  Johns  Hopkins  Hospital  sixteen  months 
after  a  supravaginal  operation  elsewhere  for  carcinoma  of  the  body  of 
the  uterus.  On  vaginal  examination  the  cervical  lips  looked  normal, 
but  the  external  os  was  fully  2  cm.  in  diameter  and  completely  filling 
it  was  a  friable  new-growth.  Dr.  Cullen  opened  the  abdomen,  dis- 
sected the  ureters  free,  turned  back  the  bladder  peritoneum  and  was 
apparently  able  to  remove  the  entire  cervical  growth  intact. 

5.    ADENOMYOMA   OF   THE    RECTOVAGINAL   SEPTUM. 

Dr.  Cullen  had  already  discussed  this  subject  in  detail  in  the 
Journal  of  the  American  Medical  Association  and  in  the  Johns  Hop- 
kins Hospital  Bulletin.  During  the  last  five  months  he  had  seen 
three  cases  in  his  own  practice  and  one  case  occurring  in  the  practice 
of  Dr.  Howard  A.  Kelly.  He  reported  two  cases  in  detail.  The 
first  had  the  typical  thickening  in  the  vaginal  vault  just  posterior  to 
the  cervix  and  directly  behind  the  cervix  a  bluish-black  cyst,  about 
4  mm.  in  diameter,  shone  through  the  vaginal  mucosa. 

The  second  case  was  most  unusual.  Posterior  to  the  cervix  was  a 
slightly  raised  polypoid  area  2X2  cm.  At  operation,  in  addition  to 
the  rectovaginal  growth,  was  a  second  one.     This  was  situated  near 
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the  pelvic  brim,  markedly  constricted  the  bowel  and  at  operation 
closely  resembled  a  carcinoma.  Histologic  examination,  however, 
showed  that  it  was  a  typical  adenomyoma.  There  did  not  appear  to 
be  a  similar  case  on  record. 
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Stated  Meeting,  May  14,  1918. 
The  President,  Dr.  Hiram  X.  Yineberg,  in  the  Chair. 
Dr.  Vixeberg  presented  the  report  of  a  case  of 


PARTIAL   RUPTURE    OF    THE   UTERUS,    TOGETHER   WITH   PUERPERAL 

STREPTOCOCCIC    (HEMOLYTIC)    PERITOXITIS,    AXD   PURULENT 

METRITIS.      OPERATIOX.      RECOVERY. 

Mrs.  T.  P..  aged  thirty-six  years,  married  fourteen  years,  para-vi, 
was  admitted  to  my  service  at  Mount  Sinai  Hospital  on  March  30, 
1918.  She  had  a  noninstrumental  delivery  at  home  three  weeks 
previously,  fever  one  day  postpartum,  then  was  apparently  well; 
got  up  on  the  seventh  day;  when  she  was  seized  with  pain  in  the  left 
side  of  the  abdomen  and  had  to  return  to  bed  where  she  remained 
until  admission.  She  had  more  or  less  fever  during  this  time  and  for 
two  days  before  suffered  from  severe  abdominal  cramps  and  vomited 
several  times.  On  admission  she  looked  quite  ill.  Tongue  coated, 
abdomen  moderately  distended  and  more  or  less  rigid.  Temperature 
1020  F.,  pulse  96,  respiration  20. 

Bimanual  examination  was  not  very  satisfactory  owing  to  the 
rigidity  of  the  abdominal  walls.  The  uterus  seemed  to  be  moderately 
enlarged,  the  adnexse  did  not  appear  to  be  thickened  and  there 
was  no  exudate.  White  blood  count  was  21,200,  polynuclears  82 
per  cent.  The  examination  of  heart  and  lungs  negative.  For  the 
next  two  days  her  condition  remained  about  the  same,  the  tempera- 
ture reaching  1030,  and  pulse  varying  from  96  to  120. 

It  was  then  decided  to  anesthetize  the  patient  for  the  purpose  of  a 
more  satisfactory  examination.  Under  anesthesia  the  index-finger 
was  pushed  through  the  internal  os  with  the  object  of  exploration. 
As  soon  as  the  finger  passed  the  internal  os  it  seemed  to  perforate 
the  left  lateral  wall  of  the  uterus  and  enter  into  the  peritoneal 
cavity.  Xo  other  course  was  open  now  but  to  proceed  at  once  with 
an  abdominal  section. 

When  the  abdomen  was  opened,  it  was  found,  to  the  surprise  of 
the  operator  to  be  full  of  a  dirty  purulent  fluid,  with  the  peritoneal 
surface  of  the  intestines  deeply  injected  and  with  no  adhesions  any- 
where, in  other  words  evidence  of  a  diffuse  purulent  peritonitis 
with  no  attempt  at  localization.  The  uterus  corresponded  in  size 
to  the  gravid  organ  at  about  the  eighth  week.  There  was  a  tear 
2  inches  long  in  the  left  lateral  wall,  the  organ  was  soft,  flabby  and 
the  interstitial  portion  of  the  left  tube  was  thickened  and  exuding 
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from  its  upper  surface  was  grayish  pus.  A  panhysterectomy  was 
performed,  the  vaginal  wound  being  left  wide  open  with  a  strip  of 
iodoform  gauze  passing  through  it  from  the  pelvic  cavity.  The  ab- 
dominal wound  was  closed  by  a  continuous  suture  for  the  peritoneum, 
interrupted  chromic  catgut  for  the  muscle  and  fascia  and  the  skin 
was  brought  together  by  strips  of  adhesive  plaster  with  a  narrow 
strip  of  iodoform  gauze  inserted  between  the  fascia  and  fat 
layer.  The  latter  was  removed  thirty-six  hours  after  the  operation. 
The  patient  made  a  rapid  recovery,  with  primary  union  of  the 
abdominal  wound.  She  was  discharged  April  19th  in  good  condition, 
nineteen  days  after  operation. 

A  pure  culture  of  streptococcus  hemolyticus  was  obtained  from  the 
peritoneal  fluid  and  also  from  the  pus  in  the  affected  portion  of  the 
left  tube.  On  opening  up  the  uterus  there  was  found  a  partially 
healed  tear  extending  along  almost  the  entire  left  lateral  wall  but 
not  involving  the  peritoneal  covering.  A  shorter  and  less  deep  tear 
was  detected  in  the  right  lateral  wall.  The  question  arose  as  to 
how  these  tears  occurred  in  a  short  and,  what  the  patient  stated,  had 
been  a  normal  delivery.  It  was  ascertained  that  when  the  patient 
had  been  in  labor  about  an  hour  the  attending  doctor  gave  her  a 
'hypodermic.'  This  was  followed  almost  immediately  by  most  violent 
labor  pains  and  in  a  few  minutes  the  baby  was  virtually  shot  out  from 
the  uterus.  There  can  be  no  reasonable  doubt  that  the  'hypodermic' 
consisted  of  pituitrin  and  it  was  this  that  caused  the  partial  rupture 
of  the  uterus.  Evidently  this  rupture  extended  down  to  the  peri- 
toneal coat  but  not  into  it. 

Apart  from  other  points  this  case  is  of  interest  in  demonstrating 
how  a  pus  collection  in  the  wall  of  the  uterus,  tubes  or  ovary,  may 
rupture  and  in  the  absence  of  adhesions  set  up  a  diffuse  peritonitis 
which  usually  proves  rapidly  fatal. 

I  presented,  about  a  year  ago,  to  the  Society  a  case  which  in  my 
opinion  would  have  resulted  in  such  a  contingency  had  it  not  been 
averted  by  the  operation.  The  left  ovary  was  distended  to  double 
its  normal  size  and  was  filled  with  pus.  The  walls  at  one  point  were 
so  thinned  out  that  pus  escaped  on  the  gentlest  handling  of  the  ovary. 
It  was  maintained  by  me  that  spontaneous  rupture  of  the  ovarian 
abscess  would  doubtless  soon  have  occurred  and  the  patient  would 
in  all  probability  have  succumbed  to  general  peritonitis  had  not  these 
complications  been  averted  by  the  operation. 

Several  of  the  Fellows  took  part  in  this  discussion  but  did  not 
agree  with  me.  I  present  this  case  therefore  as  evidence  bearing  on 
my  contentions  then  stated.  That  this  case  did  not  terminate  fatally 
before  the  patient  was  sent  to  the  hospital  was  no  doubt  due  to  the  fact 
that  the  streptococci  were  of  a  not  very  virulent  hemolytic  type. 
But  that  the  case  would  have  ultimately  terminated  fatally  had  it 
not  been  operated  upon  there  is  in  my  opinion  no  question. 

DISCUSSION. 

Dr.  Florian  Krug. — "I  am  very  glad  that  Dr.  Vineberg  presented 
this  specimen  and  case.     I  was  really  startled  by  the  fact  that  the 
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wave  of  conservatism  had  gone  a  little  bit  too  far  and  judging  by 
most  of  our  discussions  during  the  past  winter  I  thought  that  surgical 
art  had  almost  become  obsolete — everything  was  going  to  be  ac- 
complished by  rest,  a  little  iodin,  ice-bag,  posture  and  a  few  other 
things,  and  that  it  really  required  considerable  courage  for  a  surgeon 
nowadays  to  come  here  and  show  a  specimen  of  a  uterus  which  had 
been  removed  in  the  old-fashioned  way,  in  spite  of  maiming  the  pa- 
tient for  life.  I  think  that  once  in  a  while  a  little  reminder  that  there 
is  such  a  thing  as  surgical  art  in  a  septic  uterus,  is  in  place." 

Dr.  Hiram  N.  Vineberg. — "I  had  hoped  that  some  of  the  Fellows 
present  would  say  whether  they  had  met  with  any  cases  in  which 
rupture  of  the  uterus  had  occurred  from  the  use  of  pituitrin.  There 
is  no  question  to  any  one  seeing  the  specimen  when  removed, 
that  this  woman  had  gotten  a  partial  rupture,  probably  not  complete, 
through  the  peritoneal  surface  from  the  use  of  pituitrin,  after  being 
in  labor  about  one  hour.  The  woman  said  the  pain  became  very 
severe  after  it  was  given  and  her  baby  was  practically  'shot  out.' " 

Dr.  Asa  B.  Davis. — "  I  would  like  to  say  one  word,  if  I  may,  as  to 
pituitrin.  In  191 5  we  acquired  a  new  house  surgeon  in  our  Outdoor 
Department  of  the  Lying-in  Hospital  and  between  the  1st  and  10th  of 
July  we  had  two  cases  of  rupture  of  the  uterus  in  his  service.  The 
patients  came  into  the  hospital  and  died.  I  cannot  tell  you  the 
details,  for  they  went  to  another  division.  I  was  the  director 
in  charge  and  found  that  this  young  man  was  unsuitable  and 
we  allowed  him  to  resign.  A  few  days  later,  if  we  had  known  be- 
fore what  we  did  then,  he  wouldn't  have  resigned.  It  seems  he 
had  supplied  himself  with  pituitrin  and  was  giving  it  without 
directions  from  anybody.  How  much  more  harm  he  did  I  do  not 
know. 

"This  last  year,  from  the  1st  to  the  5th  of  November,  there  came 
into  my  service  three  cases  which  had  been  given  pituitrin,  and  there 
was  nothing  to  do  but  do  a  craniotomy.  In  one  of  them  I  ruptured 
the  uterus.  I  did  a  craniotomy  and  found  the  contraction  was  such 
that  in  attempting  to  get  the  shoulders  down  the  uterus  ruptured  in 
two  places.  I  did  a  hysterectomy  immediately,  but  the  woman 
died  of  sepsis  on  the  fourteenth  day.  The  other  two  cases  recov- 
ered, but  in  all  three  craniotomy  was  necessary,  and  all  three  of  them 
had  contracted  pelvis,  so  Cesarean  section  was  indicated.  That 
would  have  saved  the  lives  of  the  mothers  undoubtedly,  I  think.  I 
believe  it  is  high  time  that,  except  for  men  trained  in  its  use,  we 
should  call  a  halt  on  the  too  free  use  of  pituitrin.  Those  are 
only  a  few  of  the  examples  that  we  see.  We  certainly  would  not 
give  ergot  in  such  contractions  and  pituitrin  is  much  more  active 
than  ergot." 

Dr.  Frank  R.  Oastler.—  "  I  would  like  to  say  one  word  for  pitui- 
trin, in  spite  of  the  fact  that  we  do  have  occasional  ruptures.  The 
reason  for  them  is  that  we  do  not  use  the  drug  properly.  I  think 
that  if  it  is  used  properly  we  almost  never  get  a  rupture.  I  have 
used  it  since  it  was  put  on  the  market,  whenever  the  indications 
called  for  it  and  have  never  had  a  rupture.     I  have  had  wonderful 
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results  from  its  use.  I  have  saved  myself  from  median  and  low 
forceps  time  and  time  again.  I  have  seen  cases  of  lupture  from  the 
use  of  pituitrin,  but  I  am  satisfied  those  cases  were  cases  where  it 
was  given  without  proper  indication.  I  would  say,  furthermore, 
that  you  will  get  as  good  result  from  using  0.5  c.c.  as  from  a  cubic  centi- 
meter, and  I  think  that  in  those  cases  where  there  is  a  proper  indi- 
cation for  its  use,  0.5  c.c.  will  answer  the  requirements  just  as  well 
as  1  c.c.  and  avoid  a  great  many  forceps  operations." 

Question. — "Did  you  ever  get  any  dead  babies  after  pituitrin?" 

Dr.  Oastler. — "  I  have  never  seen  a  dead  baby  following  the  use 
of  pituitrin." 

Dr.  Asa  B.  Davis.— "  Pituitrin  is  only  an  incident  in  this  case.  The 
main  thing  which  we  are  discussing  is  a  uterus  that  was  infected  with 
hemolytic  streptococci.  It  is  very  interesting  and  rather  unusual, 
I  think,  to  get  a  live  mother  after  such  an  infection,  even  with  an 
operative  procedure. 

'"*  I  feel  very  strongly  about  pituitrin.  Of  course,  it  is  very  well  to 
say  that  we  should  use  it  with  care.  The  fact  of  the  matter  is  that 
the  men  do  not  use  it  with  care.  The  men  who  should  not  be 
trusted  with  a  drug  of  that  kind  are  the  very  ones  who  use  it  most. 
I  have  no  doubt  that  in  the  hands  of  trained  men,  it  may  be  a  valu- 
able drug. 

"  In  discussing  this  thing  in  a  national  society  three  or  four  years 
ago,  I  made  the  statement  that  if  it  was  ever  used  it  should  be  well 
combined  with  brains  and  I  haven't  seea  any  reason  to  change  my 
belief.     I  have  reason  to  believe  it  should  not  be  used  at  all. 

Dr.  Hiram  N.  Vineberg. — "  We  had  here  a  case  of  streptococcic 
peritonitis,  in  which  the  patient  recovered,  and  I  must  frankly  state 
that  I  think  the  organism  could  not  have  been  very  virulent  or  the 
patient  would  have  died.  She  would  have  died  if  not  operated  on.  In 
this  jinstance  if  it  had  been  a  virulent  organism,  the  patient  would 
have  died  before  coming  to  the  hospital.  There  was  no  effort  on  the 
part  of  nature  to  wall  off,  the  process.  The  intestines  were  floating 
around  in  the  pus  and  there  were  no  adhesions  whatever." 

Dr.  I.  C.  Rubin  read  a  paper  entitled 


THE  PATHOGENESIS  AND  GROWTH  OF  CARCINOMA  OF  THE  UTERUS  IN 
RELATION  TO  EARLY  SYMPTOMS. 

(For  original  article  see  page  353.) 
DISCUSSION. 

Dr.  Fred  S.  Mandlebaum  (by  invitation). — "I  have  listened  to 
Dr.  Rubin's  paper  with  a  great  deal  of  interest  and  have  enjoyed 
seeing  the  wonderful  slides  exhibited.  He  has  touched  upon  so 
many  phases  of  the  whole  cancer  problem  that  I  do  not  believe  any 
one  could  do  justice  in  the  discussion  to  all  the  facts  and  interesting 
points  in  the  course  of  one  evening. 

"  There  are,  however,  just  a  few  things  that  I  should  like  to  men- 
tion.    One  of  these  is  the  question  of  the  frequency  of  each  type  of 
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tumor;  that  is,  the  cervix  carcinoma  as  compared  with  carcinoma  of 
the  corpus.  I  recently  had  occasion  to  look  up  a  series  of  cases  at  the 
hospital,  131  in  number.  Dr.  Rubin  states  that  the  ratio  is  1  to  10; 
that  is,  one  case  of  carcinoma  of  the  corpus  to  ten  of  the  cervix.  Our 
records  show  quite  a  different  ratio,  the  cervix  being  involved  in  only 
70  per  cent,  of  the  cases,  but  one  factor  on  which  we  agree  pretty  well 
is  that  in  carcinoma  of  the  body  of  the  uterus  Dr.  Rubin  found  90 
per  cent,  to  be  adenomatous  in  type  and  our  series  shows  86  per  cent. 
Of  the  squamous  type  occurring  primarily  in  the  cervix,  however, 
our  records  show  65  per  cent.,  which  is  much  lower  than  Dr.  Rubin's 
90  per  cent.  I  really  do  not  know  how  to  account  for  this,  excepting 
that  in  some  of  the  cases  I  did  not  have  the  opportunity  of  examining 
the  entire  uterus.  I  examined  only  a  specimen  sent  for  diagnosis  and 
do  not  know  whether  the  case  was  operated  upon  subsequently  or 
not.  At  any  rate,  the  entire  material  did  not  come  into  my  hands, 
therefore  I  cannot  say  definitely  whether  these  cases  were  primary 
in  the  cervix  or  in  the  corpus. 

"Dr.  Rubin  also  spoke  of  the  removal  of  a  carcinoma  by  the  curet 
— the  entire  removal.  This  has  always  been  an  interesting  question 
for  me.  About  eighteen  years  ago  Dr.  Brettauer  curetted  a  patient 
at  the  hospital  and  I  made  a  diagnosis  of  carcinoma.  The  uterus  was 
removed  shortly  afterward  and  no  carcinoma  was  seen  on  gross 
inspection.  Near  the  fundus,  however,  a  small  area  was  seen  which 
I  thought  might  be  carcinoma.  Sections  were  then  made  and  a  few 
nests  of  cells  were  found  under  the  endometrium.  The  entire  car- 
cinoma had  not  been  removed,  simply  the  superficial  portion,  and 
here  was  a  minute  focus,  possibly  3  or  4  millimeters  in  diameter, 
which  had  been  left  behind. 

"  Another  case  occurred  more  recently,  a  case  operated  upon  by 
Dr.  Wiener.  I  have  no  doubt  he  has  mentioned  the  case  to  you  or 
showed  the  specimen  here.  On  the  other  hand  there  is  one  case  I 
have  never  been  able  to  clear  up.  The  material,  which  was  also  sent 
to  me  by  Dr.  Brettauer,  showed  typical  adenocarcinoma  of  the  cor- 
pus and  hysterectomy  was  advised;  the  patient  refused  operation. 
This  was  twelve  years  ago  and  the  patient  is  still  alive  and  per- 
fectly well.  In  this  case,  on  account  of  the  type  of  carcinoma  found, 
I  cannot  very  well  believe  that  the  entire  tumor  was  removed,  and 
still  I  cannot  account  for  the  further  course  of  the  case.  About 
eight  years  after  the  original  examination  the  physician  who  sent  the 
patient  to  Dr.  Brettauer  told  me  that  he  did  not  believe  my  diag- 
nosis. I  then  sent  the  slides  to  Dr.  Cullen  who  wrote  that  a  second- 
year  student  could  have  made  the  diagnosis.  This  case  has  never 
been  cleared  up  to  my  satisfaction." 

At  this  point  the  doctor  referred  to  another  case  of  carcinoma 
which  Dr.  Rubin  had  operated  upon  and  which  he  thought  had  been 
reported  to  the  Society.  After  a  few  remarks  concerning  this  case, 
Dr.  Mandlebaum  went  on  to  say: 

"Dr.  Rubin  did  not  go  into  the  question  very  fully  of  two  types  of 
carcinoma  occurring  in  the  same  uterus.  I  had  a  remarkable  exam- 
ple of  this  condition  eleven  years  ago  but  have  not  published  the 
case.     Both  types  were  found  in  the  cervix.     I  believe  there  was 
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only  one  genuine  case  on  record  of  this  type  up  to  that  time,  the 
other  reported  cases  having  been  disproved.  Hitschman,  who  wrote 
on  the  subject  some  twelve  years  ago,  said  that  all  these  cases  could 
be  explained  on  the  basis  of  metaplasia.  This  case,  however,  was  an 
undoubted  example  of  two  types  of  carcinoma  in  the  same  cervix. 
Dr.  Cullen  examined  the  slides  and  disagreed  with  me,  but  Professor 
Welch  endorsed  my  opinion. 

"Incidentally,  I  have  studied  two  cases  of  adenocarcinoma  of  the 
corpus  associated  with  sarcoma.  These  were  not  instances  of  fibro- 
mvomatous  tumors  with  sarcomatous  changes,  but  distinct  sarcoma 
of  the  stroma  surrounding  the  carcinoma.  I  am  not  aware  whether 
this  condition  has  been  described  in  the  literature. 

"  As  far  as  the  irritating  effect  of  coal  tar  in  the  production  of  car- 
cinoma is  concerned,  I  might  say  that  the  work  of  the  two  Japanese 
investigators  quoted  must  be  corroborated  by  further  observation. 
You  will  remember  the  experiments  two  years  ago  by  Bullock  and 
Rohdenburg  at  the  Crocker  Research  Laboratory,  in  which  a  solu- 
tion of  scarlet-R  in  oil  injected  under  the  skin  in  rabbits  produced  a 
picture  identical  with  squamous-cell  carcinoma.  The  picture  of 
carcinoma  was  so  typical  that  the  average  pathologist  could  make  no 
distinction,  but  the  lesion  finally  disappeared  entirely.  In  the  coal- 
tar  irritation  cases  I  believe  the  lesion  also  disappeared.  It  is  diffi- 
cult to  explain  the  picture  seen  in  the  lymph  nodes  in  the  neighbor- 
hood of  this  irritation.  We  all  know  that  local  irritation  continued  for 
a  long  time  has  some  etiological  bearing  on  the  production  of  cancer. 
We  have  observed  this  repeatedly,  but  we  must  be  guarded  in  accept- 
ing as  positive  proof  the  experimental  production  of  genuine  cancer 
in  this  manner." 

Dr.  L.  W.  Strong. — "I  noticed  that  Dr.  Rubin  in  the  early  part 
of  the  paper  spoke  about  cancers  of  the  uterus  as  though  they  were 
an  entity,  particularly  in  reference  to  the  symptoms  produced 
and  in  the  relationship  to  their  causation,  but  it  seems  to  me  that 
one  should  distinguish  between  the  body  carcinoma  and  the  cervix 
carcinoma  in  this  respect,  because  they  are  so  different  in  nature. 
That  is  certainly  true  in  the  production  of  symptoms  and  in  their 
spread  and  in  their  progress,  so  it  seems  to  me  that  it  would  be  well 
always  to  make  that  distinction  between  the  two  types. 

"I  noticed  that  Dr.  Mandelbaum  spoke  about  adenocarcinoma 
of  the  body.  It  seems  to  me  that  all  the  body  carcinomata  are 
primarily  adenocarcinomata,  or  ultimately  may  undoubtedly  become 
solid  carcinoma." 

Dr.  LeRoy  Broun. — "Dr.  Rubin  spoke  with  reference  to  the 
uselessness  of  attempting  to  educate  the  public  on  the  question  of 
cancer.  I  admit  that  this  is  uphill  work  but  I  am  not  as  pessimistic 
on  that  matter  as  he  is. 

"Four  years  ago,  at  the  meeting  of  the  American  Gynecological 
Society,  there  was  organized  a  society  for  this  purpose.  It  is  now  in 
existence  and  it  is  a  very  virile  and  active  society.  It  is  called 
the  American  Society  for  the  Control  of.  Cancer.  The  results, 
of  course,  are  slow,  but  those  who  are  intimately  working  with  it, 
as  I  am,  know  what  an  enormous  interest  the  public  takes  in  this 
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subject  and  through  the  efforts  of  this  organization,  different  Boards 
of  Health  have  distributed  pamphlets  giving  the.  early  symptoms 
of  cancer,  so  that  those  having  or  suspecting  such  conditions  can 
consult  their  physicians.  This  is  only  a  small  part  of  the  educa- 
tional activities  of  this  Society.  Some  time  ago  in  a  little  2-inch 
paragraph  in  the  'Ladies  Home  Journal,'  mention  was  made  of 
the  American  Society  for  the  Control  of  Cancer.  This  paragraph 
elicited  609  letters  and  during  the  present  year  there  has  been 
instituted  with  the  'Delineator,'  a  series  of  popular  articles  on  the 
subject  of  cancer.  These  are  mentioned  as  examples  of  the  interest 
shown  by  the  public  and  their  desire  to  be  educated  along  these  lines. 
During  the  last  four  years  it  has  been  the  impression,  not  only  of 
myself,  but  also  of  others  connected  with  the  Society,  that  we  are 
seeing  patients  earlier  than  we  .formerly  did.  Many  of  them,  of 
course,  haven't  cancer,  but  unquestionably  the  effort  at  public 
and  popular  education  is  bearing  fruit  and  is  exactly  along  the  same 
line  that  the  doctor  speaks  of.  The  question  of  the  horrors  of  late 
cancer  is  avoided  but  stress  is  laid  on  the  fact  that  early  cancer, 
with  symptoms  pointing  attention  to  something  out  of  the  normal, 
when  recognized,  can  be  cured.  This  is  the  basis  on  which  the 
whole  educational  propaganda  is  carried  out." 

Dr.  Schwarz. — "I  desire  to  refer  to  Dr.  Rubin's  statement  about 
the  question  of  the  early  diagnosis  of  cancer.  There  are  three 
factors  which  must  be  recognized.  First,  the  public.  That  is 
something  which  falls  within  the  scope  of  the  various  societies  for 
the  propaganda  or  the  spread  of  the  knowledge  of  cancer,  as  Dr. 
Broun  has  just  mentioned.  Since  the  general  symptoms  of  early 
cancer  are  so  very  confusing  it  is,  of  course,  the  help  of  the  physicians 
which  is  required  in  this  connection;  so  the  second  factor  which  enters 
into  the  proposition  is  the  physician.  I  think  that  if  it  were  possible 
to  make  a  diagnosis  of  cancer  by  excision  and  curettage  in  a  less 
complicated  way  than  that  of  taking  the  patient  to  the  hospital 
and  giving  an  anesthetic,  there  probably  would  be  a  large  percentage 
of  curettages  and  excisions  of  cancers.  I  think  quite  a  number  of 
patients  refrain  from  going  to  the  hospital  and  being  curetted. 
It  would  be  advantageous  to  simplify  the  preliminary  procedure 
for  the  diagnosis,  namely,  excision  and  curettage.  The  third 
factor  entering  into  the  proposition  is  the  question  of  the  diagnosis 
of  cancer.  There  seems  to  be  a  tendency  to  leave  the  question  of 
diagnosis  to  men  who  are  not  trained  in  the  histology  of  cancer. 
Histologically  it  is  the  most  difficult  part  of  pathology  and  requires 
more  than  a  mere  knowledge  of  routine  serum  and  bacteriological 
examinations.  I  think  the  clinical  physicans  who  are  very  anxious 
to  have  their  patients  treated  properly,  who  would  hesitate  to  give 
to  an  interne  the  administering  of  a  complicated  uterine  douche, 
should  at  the  same  time  be  very  careful  about  the  man  to  whom 
they  rely  upon  for  the  diagnosis  of  early  cancer  after  curettage  or 
excision.  It  seems  to  me  that  there  has  been  considerable  negligence 
in  this  respect." 

Dr.  Hiram  N.  Vineberg. — "There  are  one  or  two  points  which 
have  occurred  to  me.     One  is  an  observation  I  made  some  years  ago 
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when  I  was  very  much  interested  in  this  subject  and  it  still  holds  good 
so  far  as  I  am  concerned;  that  is,  as  regards  carcinoma  of  the  cervix 
I  have  never  been  able  to  derive  any  aid  in  diagnosis  from 
the  microscope.  In  other  words,  cases  that  I  thought  might  be 
early  cases  proved  to  be  not  carcinoma  at  all,  and  cases  that  were 
carcinomatous  were  so  decidedly  so  that,  clinically,  you  could  tell 
them  without  any  aid  from  the  microscope.  I  mean  by  that  that  I 
have  yet  to  see  an  early  case  of  carcinoma  of  the  cervix  in  which  the 
microscope  has  been  of  aid.  In  all  the  cases  which  I  have  seen  and 
which  proved  to  be  carcinoma  of  the  cervix,  the  clinical  conditions 
present  were  quite  sufficient  to  make  the  diagnosis.  I  do  not  mean 
to  cast  any  discredit  on  a  microscopical  examination,  but  state  this 
merely  as  a  fact. 

"There  was  one  other  point  which. Dr.  Rubin  brought  up  which, 
theoretically,  does  not  quite  tally  with  practical  results.  I  under- 
stood him  to  say  that  the  growths  occurring  in  the  body  are  inclined 
to  be  of  the  everted  type  and  consequently  are  not  as  favorable  and  do 
not  give  symptoms  as  early  as  growths  of  the  cervix.  We  all  know 
that  recurrences  are  more  frequent  when  the  cervix  is  the  seat  of 
carcinoma  than  when  the  body  is.  The  adenocarcinomatous  growths 
of  the  body  are  the  ones  which  give  the  best  results.  Perhaps  Dr. 
Rubin  might  make  that  more  clear  in  his  closing  remarks.  It  may 
be  possible  that  I  did  not  understand  him  correctly." 

Dr.  I.  C.  Rubin. — "  I  am  afraid  that  Dr.  Vineberg  did  not  under- 
stand me  quite  correctly.  I  believe  that  carcinoma  of  the  body  of  the 
uterus  is  the  most  favorable  type.  With  regard  to  carcinoma  of  the 
cervix,  there  was  a  case  of  erosion  of  the  cervix  which  I  was  asked  to 
amputate,  but  instead  of  amputating  it,  I  took  the  uterus  out  because 
the  eroded  area  was  suspicious  to  me  of  cancer.  That  uterus  was 
reported  by  Dr.  Mandelbaum  to  be  the  seat  of  a  fairly  young  car- 
cinoma. The  case  came  back  later  with  a  slight  recurrence  at  the 
vaginal  stump.  It  was  one  of  those  cases  where  it  would  have  been 
worth  while  to  cut  out  a  piece  for  diagnosis.  I  know  the  feeling 
one  has  when  one  does  not  like  to  subject  the  patient  to  diagnos- 
tic excision  and  curettage  and  this  feeling  confronted  me  at  the 
operating  table  while  the  patient  was  under  anesthesia,  but  so  strong 
was  my  suspicion  I  thought  it  best  under  the  circumstances  to  remove 
the  uterus  in  toto.  In  a  large  number  of  these  suspicious  cases  you 
will  find  a  fair  proportion  of  positive  findings.  That  case,  for  in- 
stance, was  a  well-marked  instance  and  it  could  easily  have  passed 
as  an  erosion." 

Dr.  Hiram  N.  Vineberg. — "I  want  to  say  one  word  more.  I 
think  that  Dr.  Rubin  has  likewise  misunderstood  me.  I  am  in 
accord  with  the  belief  that  every  suspected  case  should  be  subjected 
to  microscopical  examination,  but,  as  a  matter  of  observation,  I  have 
not  as  yet  seen  a  case  in  which  an  early  carcinoma  was  detected  with 
the  microscope.  I  have  never  seen  a  case  in  which  the  microscope 
was  of  any  aid  to  me  because  in  the  cases  that  came  under  my 
observation  the  disease  was  so  advanced,  the  local  conditions  so 
characteristic,  that  the  diagnosis  could  be  made  with  certainty  with- 
out a  microscopical  examination." 
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Stated  Meeting,  April  4,  1918. 
The  President,  Dr.  Barton  C.  Hirst,  in  the  Chair. 

Dr.  Josiah  M.  Slemons,  of  New  Haven,  Conn.,  read  (by  invita- 
tion) a  paper  entitled 

significance  of  fever  at  the  time  of  labor. 
(For  original  article  see  page  321.) 

DISCUSSION. 

Dr.  Edward  P.  Davis.— The  speaker  of  the  evening  has  rendered 
the  greatest  service  by  explaining  phenomena  which  had  long  been 
observed  but  few  of  us,  if  any.  can  say  that  we  have  made  the  same 
study.  We  were  familiar  with  the  work  done  abroad,  but  to  have 
had  this  corroborated  by  a  colleague  is  both  gratifying  and  convinc- 
ing. He  has  brought  this  subject  to  our  attention,  I  imagine,  as  he 
savs,  largelv  from  the  practical  standpoint;  what  can  we  do  to  pre- 
vent this  placental  bacteremia  and  in  the  presence  of  temperature 
developing  during  labor,  what  should  we  do?  This  brings  again  the 
question  of  hygiene  of  pregnancy  and  prenatal  care.  We  cannot 
deny  the  possibility  of  infection  from  the  blood  and  we  know  that 
proper  hygiene  during  pregnancy,  by  putting  the  woman  in  good 
condition,  should  strengthen  the  immunizing  principles  of  her  blood 
and  free  her  from  danger  from  bacterial  sources.  Therefore  the 
hygiene  of  pregnancy  becomes  of  paramount  importance.  The  care 
of  the  intestinal  tract  in  pregnancy  is  of  itself  no  small  matter.  The 
question  of  constipation,  of  appendicitis,  the  hygiene  of  the  colon 
are  of  considerable  importance.  The  toxemia  of  pregnancy,  which 
lowers  the  resistance  of  the  woman  and  saps  her  immunizing  sub- 
stances as  well,  is  important  and  the  question  of  the  aseptic  condition 
of  the  vagina,  whether  or  not  there  has  been  a  previous  infection, 
whether  or  not  there  should  not  be  some  effort  made  to  ascertain 
to  what  extent  the  patient  is  infected  during  pregnancy.  The  occur- 
rence of  premature  rupture  of  membranes  has  long  been  recognized 
as  of  importance.  What  shall  we  do  when  that  happens  ?  It  is  too 
late  then  possibly  to  prevent  bacteria  gaining  access,  yet  certainly 
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this  should  not  be  considered  a  trivial  thing.  The  sealing  of  the 
vulva  by  sterile  dressing  may  do  something.  In  view  of  the  prema- 
ture rupture  of  the  membranes  shall  we  proceed  at  the  sign  of  danger 
to  the  fetus  to  immediate  delivery  and  if  so  by  what  means?  This 
will  bring  up  the  question  of  expediting  labor  by  artificial  dilatation 
of  the  cervix.  If  this  is  to  be  done,  how  shall  it  be  done  without 
introducing  bacteria  into  the  woman's  circulation.  Certainly  the 
indication  would  be  to  terminate  labor  as  rapidly  as  consistent  with 
safety.  Should  in  such  a  case  at  any  time  labor  be  terminated  by 
abdominal  section,  and  if  the  bacteria  are  limited  to  the  placenta, 
would  the  expulsion  of  the  placenta  leave  the  mother  practically 
sterile?  There  might  be  cases  where  the  immediate  termination  of 
pregnancy  even  by  section  might  be  not  only  permissible,  but  the 
duty  of  the  obstetrician.  It  is  very  significant  to  me  that  the  danger 
seems  to  exist  largely  for  the  fetus  and  that  the  expulsion  of  the 
placenta  leaves  the  mother  in  a  practically  safe  condition.  That 
being  the  case  we  need  not  take  precautions  against  the  development 
of  puerperal  septic  infection  once  the  womb  has  been  emptied. 
Certainly  the  precaution  of  securing  a  well-contracted  uterus  must 
force  itself  upon  our  attention  when  any  sort  of  suspicion  of  infection 
has  been  present.  What  can  be  done  in  any  way  to  immunize  the 
woman  against  this  danger?  These  bacteria'  as  I  take  it  are  the 
more  common  varieties.  There  is  no  unknown  bacterium  unless  it 
be  the  rod  bacillus.  Would  an  antitoxin  be  advisable?  Would  it 
be  advisable  to  administer  antitoxin  or  serum  during  protracted 
labor?  As  to  the  fetus  born  during  such  a  labor.  Shall  its  life  be 
conserved?  Here  I  believe  two  simple  things  can  be  done:  One  the 
copious  irrigation  ol  the  intestine  to  rid  the  child  of  the  bacteria 
possibly  swallowed  and  another  by  the  giving  of  sterile  serum.  Both 
of  these  procedures  in  my  hands  have  been  of  some  value. 

Dr.  Richard  C.  Norris. — Dr.  Slemons'  paper  has  been  of  great 
interest  not  only  in  a  scientific  but  in  a  practical  way.  The  subject 
I  think  is  more  important  to  the  child  than  the  mother,  and  may 
explain  a  mortality  of  infants  heretofore  inexplicable.  Dr.  Stengel, 
Dr.  Burr,  Dr.  Sailer — all  skilled  pathologists — have  in  the  past, 
at  autopsy,  studied  many  of  the  babies  that  have  died  at  the 
Preston  Retreat.  Dr.  Hamill  has  made  some  antemortem  bacterio- 
logical studies  of  the  blood  in  other  cases.  Dr.  Burr  used  to  say 
jokingly,  "I  believe  your  nurses  must  poison  these  babies."  There 
could  be  found  no  gross  pathological  lesion  to  account  for  death  in 
these  cases  of  suspected  infection.  I  was  impressed  with  the  belief 
that  usually  they  were  gastrointestinal  infections.  We  looked  for 
possible  external  causes  of  infection  and  instituted  a  change  in  the 
hygiene  of  our  nursery.  Every  possible  source  of  infection — bath, 
laundry,  isolation,  and  food  were  scrutinized.  About  one-half  of 
the  infantile  mortality  of  this  particular  class  of  cases  was  thus 
obtained  but  there  still  was  a  remaining  number  of  cases  that  we 
could  not  get  rid  of.  I  thought  perhaps  the  mother's  milk  might  be 
a  factor.  The  babies  presenting  these  clinical  symptoms  of  infec- 
tion, usually  gastrointestinal,  were  taken  from  the  mothers'  breasts; 


470  TRANSACTIONS    OF   THE 

some  of  them  fed  with  artificial  mixtures,  some  with  the  milk  of  other 
nursing  mothers  whose  infants  were  well  and  I  found  by  clinical  obser- 
vation that  a  great  many  of  them  improved  clinically  when  they  were 
removed  from  the  mother's  breast  and  that  removal  further  reduced 
the  mortality,  but  still  a  number  remained  which  was  inexpli- 
cable. Recalling  the  clinical  histories  of  some  of  these  cases 
there  comes  to  my  mind  now  the  thought  that  this  factor  brought 
before  us  to-night  may  be  of  real  practical  importance.  More  than 
50  per  cent,  of  the  cases  at  the  Retreat  receive  no  vaginal  examina- 
tion during  labor.  The  membranes  rupture  early  in  many  cases, 
oftentimes  in  primipara  and  of  these  cases  it  is  my  impression  that 
there  has  been  a  larger  percentage  of  these  infections  among  the 
babies  of  primipara?  than  among  multiparae.  Labor  is  more  likely 
to  be  prolonged  in  the  primiparae  and  the  danger  of  infection  of  the 
infant  therefore  greater,  from  this  particular  cause.  I  believe  this 
may  prove  to  be  of  real  practical  importance.  If  this  be  true  fre- 
quent vaginal  examinations  after  rupture  of  the  membranes  would 
add  to  the  possibility  of  external  sources  of  infection.  Early  rup- 
ture or  long  ruptured  membranes  seem  to  have  a  bearing  upon  in- 
creased mortality  of  Cesarean  section.  This  observation  of  Dr. 
Slemons  may  be  the  explanation  of  that  fact.  As  time  goes  on,  we 
may  come  to  its  clinical  estimate  and  learn  indeed  that  premature 
rupture  of  the  membranes,  prolongation  of  the  labor  after  rupture 
has  occurred,  and  the  frequency  of  vaginal  examination  increase  the 
danger  of  contamination  and  have  a  direct  bearing  upon  fetal 
mortality.  I  feel  with  the  rest  very  grateful  to  Dr.  Slemons  for 
bringing  this  subject  before  us.  Infection  of  the  placenta  is,  of 
course,  not  a  new  subject,  but  Dr.  Slemons  has  emphasized  a  new 
phase  of  its  importance.  There  seems  to  be  a  distinct  correlation 
between  his  work  and  my  clinical  experience  with  some  otherwise  in- 
explicable cases  of  infections  in  the  new-born  infant,  many  of  which 
are  severe  and  fatal. 

Dr.  Edward  A.  Schumann. — As  a  student  of  pathology  there  is 
one  phase  of  the  mechanism  of  the  maternal  infection  in  these  cases 
which  I  confess  I  failed  to  grasp  in  hearing  Dr.  Slemons'  paper  and 
which  I  would  be  very  happy  to  have  him  explain.  If  I  understood 
him  correctly,  in  70  per  cent,  of  his  cases  of  placental  bacteremia 
there  was  maternal  temperature  and  when  the  placenta  and  cord 
were  examined  microscopically  the  bacteria  were  demonstrated  in  the 
subamniotic  connective  tissue  and  possibly  in  the  cord,  but  the  villi 
and  the  vessels  of  the  villi  showed  no  bacteria.  Now  I  would  like  to 
known  how,  if  the  infection  had  occurred  per  vaginam  into  the  amni- 
otic sac  and  the  ovum,  why  the  bacteria  were  only  demonstrated 
in  the  fetal  circulation  and  not  in  the  villi. 

Dr.  Josiah  M.  Slemons. — Dr.  Schumann  is  perfectly  correct. 
We  should  expect  bacteria  in  the  blood-vessels  of  the  villi  and  it  must 
be  due  to  some  peculiarity  in  their  architecture,  perhaps  their  very 
small  size.  There  are  evidently  bacteria  in  the  fetus  and  if  they  are 
in  the  fetal  circulation  they  must  pass  through  the  villi.  However, 
it  is  barely  possible  that  they  simply  go  along  the  wall  of  the  vessel 
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from  placenta  to  fetus  or  it  may  be  an  extension  by  direct  continuity. 
The  first  evidence  of  change  is  on  the  vein  wall.  There  is  coagula- 
tion of  the  blood  and  thrombus  formation  very  early  and  then  there 
is  infiltration  of  the  cord  itself.  In  other  words  the  thing  which 
worries  us  most  at  present  is  the  fact  that  any  of  these  babies  live. 
It  is  the  most  amazing  thing  to  find  a  placenta  full  of  bacteria  and  a 
section  of  cord  with  bacteria  and  streptococci  in  them.  You  turn  to 
your  intern  and  say  to  him,  "This  baby  was  dead?"  "No,  it  was 
perfectly  well."  Two-thirds  of  the  babies  live  and  one-third 
die. 

EXHIBITION  AND  BRIEF  REPORTS  OF  UNUSUAL  PATHOLOGICAL 
SPECIMENS. 

Dr.  E.  E.  Montgomery  reported 

A  DERMOID  TUMOR   OF   THE   ABDOMINAL  WALL,   WEIGHING  NINETEEN 

POUNDS. 

In  the  absence  of  Dr.  Rose  S.  Rubin,  Dr.  Edward  A.  Schumann 
presented  for  her 

A   CASE   OF   CHONDRODYSTROPHY  FETALIS. 

The  case  presented  was  of  the  hypoplastic  type  as  described  by 
Rotch  (Pediatrics,  Fifth  Edition,  Page  331).  Rotch's  case  died  on 
the  ninth  day  after  birth  while  this  child  was  still  living  at  four 
months.  This  case  was  delivered  at  the  Jewish  Maternity  Hospital 
in  1914,  and  was  presented  at  the  Pediatric  Society  a  few  days  after 
its  birth  by  Dr.  Harry  Lowenberg,  and  later  reported  by  Dr.  James 
K.  Young,  to  whom  I  turned  over  the  case  for  treatment,  in  Archives 
of  Pediatrics,  May,  1914,  fourteen  weeks  old. 

The  history  was  as  follows.  Normal  spontaneous  delivery  after 
six  hours  labor.  During  the  delivery  I  noted  a  peculiar  crepitation 
upon  de  ivering  the  extremities.  The  child  cried  promptly.  Gen- 
eral appearance  was  that  of  a  cretin.  The  head  was  small  and  soft. 
Sutures  were  smaller  than  normal,  eyes  small  and  shaped  like  those 
of  a  cretin  or  mongolian  idiot.  The  extremities  could  be  doubled 
upon  themselves.  Where  the  crepitation  was  noticed,  there  was  no 
edema  at  the  time  of  birth,  but  soon  after  swelling  of  the  thighs  began. 
Its  weight  at  birth  was  5  pounds  14  ounces.  Measurements  of  the 
thorax  were  not  taken,  but  the  ribs  were  very  thin,  and  the  thorax 
had  the  consistency  of  a  soft  rubber  ball.  Spleen  and  liver  were 
not  enlarged,  heart  action  weak,  but  no  murmurs  were  detected. 
Child  was  very  much  cyanosed,  skin  bluish  tint  and  dry.  An  x-ray 
picture  was  taken  two  days  after  birth  and  showed  the  position  and 
fractures  very  well. 

The  parents  were  Jewish,  each  thirty-five  years  old  and  healthy. 
The  mother  was  rather  short  and  stout.  There  was  no  history  of 
constitutional  disease  or  rickets  in  the  familv.     There  were  six  other 
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children  born,  of  whom  one  died  at  six  months,  and  one  on  the  day 
of  birth.  The  cause  of  death  could  not  be  determined.  The  four 
living  children  were  aged  fourteen,  twelve,  eight  and  five  respectively, 
and  were  strong  and  well.  This  was  the  first  child  born  in  this 
country,  all  the  others  in  Russia.  Mother  stated  that  her  mode  of 
living  here  was  much  the  same  as  in  Europe.  There  was  some  men- 
strual irregularity  which  may  have  been  due  to  change  of  climate  or 
insufficient  food.  In  Europe  her  menstruation  occurred  every 
month,  and  lasted  three  days,  in  this  country  it  returned  every  six 
weeks  and  lasted  seven  days.  As  far  as  is  known  this  was  a  full- 
time  child.  She  had  a  slight  fall  about  a  month  before  its  birth 
but  did  not  notice  any  appreciable  effect  on  the  fetus. 

The  s-ray  picture  showed  enlargement  of  the  epiphyses,  especially 
of  the  inferior  tibial,  curvature  of  the  long  bones  and  twelve  frac- 
tures. The  clavicles,  right  humerus,  and  both  radii  were  fractured 
and  had  united,  the  left  humerus  showing  much  callous  was  un- 
united. The  femora  were  curved  outward  and  showed  a  line  of 
fracture  in  the  middle  third,  the  lower  limbs  presented  marked  angu- 
lar curvature  forward  at  the  junction  of  the  middle  and  lower  third 
and  were  ununited.  There  was  also  an  umbilical  hernia  present. 
A  point  of  especial  interest  and  importance  in  this  case  was  the  fact 
that  the  placenta  was  small,  bloodless  and  hard,  due  to  calcareous 
degeneration. 

The  treatment  of  this  case  as  I  mentioned  before  was  undertaken 
by  Dr.  Young,  and  he  reported  that  the  fractures  united  very  quickly 
when  fixed  on  splints,  and  at  the  end  of  three  weeks  were  all  united. 
The  child  was  attended  at  the  Polyclinic  Hospital  for  about  four 
months,  then  lost  track  of,  but  during  its  attendance  at  the  hospital 
it  showed  every  sign  of  possible  idiocy.  The  bones  however  were 
united. 

Dr.  John  C.  Hirst  reported  a  case  of 

DOUBLE   UTERUS,   WITH   A   THREE    MONTHS'    FETUS   RE- 
TAINED  IN   ONE   HORN   FOR   FOUR   MONTHS, 
WHILE   THE   OTHER   HALF   BECAME    THE 
SITE   OF   TWO   FULL-TERM 
PREGNANCIES. 

This  patient,  a  Russian,  thirty-one  years  of  age,  reached  puberty  at 
thirteen,  periods  irregular  from  the  beginning,  lasted  six  to  twelve 
days,  very  profuse  and  accompanied  by  many  clots.  She  married 
at  twenty-three  and  was  delivered  of  two  normal  children,  one  and 
two  years  later.  Her  third  pregnancy  began  in  June,  191 2,  and  she 
expected  to  be  confined  in  February,  1913,  but  early  in  September, 
1912,  the  signs  of  pregnancy  disappeared  and  a  mass,  palpable  on 
the  right  side  in  the  pelvic  cavity,  which  was  believed  at  first  to  be 
the  pregnant  uterus,  grew  smaller  in  size  and  the  diagnosis  was 
changed  from  pregnancy  to  one  of  ovarian  cyst.  After  an  interval 
she  became  pregnant  again  and  was  delivered  in  May,  1913  and 
again  in  November,  1915,  of  normal  children. 
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About  December,  191 5  she  began  to  show  signs  of  mental  deterio- 
ration, delusions,  etc.,  and  was  admitted  to  the  psycopathic  ward  of 
the  Philadelphia  General  Hospital,  where  I  was  asked  to  examine 
her,  because  of  her  complaint  of  pelvic  pain. 

On  pelvic  examination,  the  uterus  was  felt  to  be  smaller  than 
normal  and  displaced  to  the  left.  On  the  patient's  right  was  a  stony 
hard,  globular  mass,  very  sensitive  to  the  touch,  which  was  diag- 
nosed as  an  ovarian  fibroma,  though  the  ascites  usually  accom- 
panying these  growths  was  absent.  Because  of  the  pain,  operation 
was  advised  and  accepted,  and  at  the  operation  the  true  state  of 
affairs  became  apparent. 

On  the  left  side  was  a  uterus  of  fairly  normal  shape,  but  less  than 
normal  size,  with  a  single  tube  and  ovary  attached  to  the  left  cornu. 
The  cervix  projected  into  the  vagina  in  an  entirely  normal  way. 
Separated  from  this,  by  a  broad  fold  of  peritoneum  and  muscular 
tissue  was  a  globular  mass,  with  a  single  tube  and  ovary  attached  to 
the  right  side.  This  mass  was  very  firm  and  hard,  consisting  ap- 
parently of  muscular  tissue,  and  no  connection  with  the  vagina  was 
visible  or"  palpable.  The  broad  ligament  below  the  mass  was  per- 
fectly smooth  and  contained  no  structure  which  could  be  identified 
as  a  connection  between  the  globular  mass  and  the  vaginal  canal. 
The  mass  was  removed  without  difficulty,  and  when  opened,  was 
found  to  contain  a  three  months',  mummified  fetus. 

This  was  evidently  the  product  of  conception  of  the  abortive  preg- 
nancy in  191 2,  and  had  been  retained  in  utero,  in  the  right  half  of  a 
double  uterus,  while  two  normal,  full-term  children  were  delivered 
from  the  left  and  more  perfect  half. 

The  patient's  mental  condition  steadily  grew  worse,  and  while 
she  made  an  excellent  physical  recovery  from  the  operation,  she  is 
now  quite  insane  and  has  shown  no  signs  of  mental  improvement. 
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TRANSACTIONS  OF  THE  BROOKLYN 
GYNECOLOGICAL  SOCIETY. 


Stated  Meeting,  March  i,  1918. 
The  President,  Dr.  Ralph  M.  Beach,  in  the  Chair. 
Dr.  Wm.  H.  Cary  reported  a  case  of 

HYPERNEPHROMA   SIMULATING   ECTOPIC   PREGNANCY. 

This  case  will  be  reported  in  the  order  of  events  rather  than  in  the 
accustomed  sequence,  because  it  seems  to  me  more  interesting  in  that 
way  and  easier  to  follow. 

At  3  p.  m.  on  July  2  2d  I  was  called  in  consultation  to  see  Mrs.  M., 
who  while  eating  dinner  at  1.30  that  day,  had  been  taken  with  severe 
abdominal  pain  and  had  fainted  almost  immediately.  She  had  had 
no  previous  symptoms  or  warning.  On  regaining  consciousness  she 
vomited,  and  when  seen  by  her  physician,  twenty  minutes  later 
she  was  blanched,  conscious,  and  in  moderate  shock.  He  affirmed 
that  the  patient  looked  like  one  with  ruptured  ectopic  pregnancy; 
and  also  said  that  another  physician  who  had  seen  the  patient  in 
consultation  with  him,  had  diagnosed  the  condition  as  blockade  of 
the  right  ureter.  He  had  advised  immediate  operation,  which  the 
patient  had  refused. 

I  arrived  at  7  p.  m.  The  patient  had  then  had  %  grain  of  morphine 
by  hypodermic,  was  still  in  moderate  shock  and  greatly  blanched, 
temperature  subnormal,  pulse  go.  There  was  a  slight  bloody  vaginal 
discharge;  no  urine  had  been  passed  since  her  collapse;  slight  nausea 
persisted.  There  was  very  little  abdominal  distention,  but  there 
was  a  tender,  smooth  mass  in  the  right  abdomen  from  McBurney's 
point  upward,  becoming  deeper  and  indefinite  as  it  approached  the 
costal  margin. 

The  general  history  is  as  follows:  She  is  forty-one  years;  has 
had  two  children,  the  youngest  four  years  old.  In  1914  the  patient 
had  been  operated  upon  and  had  a  written  statement  from  her  sur- 
geon as  to  what  had  been  done  at  that  time — ventral  fixation  of 
the  uterus,  resection  of  the  tubes  for  sterilization,  and  vaginal  plastic 
work.  Since  her  operation  she  had  complained  of  recurring  right- 
sided  pain  which  had  been  unexplained;  there  had  been  bladder 
irritability  for  three  weeks.  Menstrual  history  regular,  until  the 
ast  period  which  was  a  few  days  late,  when,  in  order  to  induce  its 
appearance,  she  had  played  golf  four  days  preceding  the  occurrence 
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of  the  present  attack;  and  two  days  previously  she  had  taken  a  fifty 
mile  automobile  ride;  whereupon  the  period  began,  but  with  slow 
onset.  Vaginal  examination  showed  the  uterus  to  be  normal,  ap- 
parently fixed  to  the  anterior  abdominal  wall,  with  tenderness  in  the 
right  abdominal  region.  Because  of  possible  kidney  complication 
I  had  taken  along  a  No.  15  examining  cystoscope.  And  here  I  must 
accent  the  importance  of  every  gynecologist  becoming  accustomed  to 
the  use  of  the  cystoscope.  By  lying  on  the  floor  I  was  able  to  dem- 
onstrate, with  very  little  inconvenience  to  the  patient,  that  the 
left  ureter  was  functioning  and  delivering  urine  to  the  bladder,  but 
the  right  ureter  though  showing  occasional  sluggish  peristaltic  action 
was  conveying  no  urine  to  the  bladder.  A  catheterized  specimen  was 
clear,  showed  no  albumin  and  no  casts,  and  there  was  no  history  of 
blood  appearing  in  the  urine  at  any  time.  With  these  facts  in  my 
possession  I  made  a  diagnosis  of  hydronephrosis,  with  acute  com- 
plications, probably  due  to  torsion  of  the  ureter.  I  therefore  ad- 
vised controlling  the  pain  with  opiates,  and  shifting  the  position  of 
the  patient  at  frequent  intervals,  other  treatment  being  entirely 
expectant. 

The  following  day  (July  23d)  no  more  morphine  had  been  needed; 
the  mass  was  the  same  size,  or  possibly  larger,  and  there  had  been 
occasional  vomiting,  after  one  particularly  violent  spell  of  which  the 
patient  said  she  felt  improved.  Five  ounces  of  urine  had  been  passed 
during  the  night,  the  mass  was  found  to  be  less  sensitive,  the  pulse 
was  80,  the  temperature  ran  about  ioo°  F.,  blood  pressure  128,  heart 
normal. 

On  the  evening  of  this  day,  with  assistance,  I  attempted  to  cath- 
eterize  the  right  ureter,  hoping  thus  to  remove  what  I  thought  to  be 
an  acute  retention  of  urine  within  the  kidney.  Although  the  right 
ureteral  orifice  was  easily  made  out,  and  I  was  able  to  engage  the  tip 
of  a  No.  6  catheter  at  least  once,  I  was  unable  to  catheterize  the  ure- 
ter successfully. 

The  next  day  (July  24th)  the  general  condition  of  the  patient 
was  slightly  improved  but  the  local  conditions  remained  about  the 
same;  whereupon  I  advised  that  the  patient  would  probably  need 
surgical  attention,  and,  as  the  family  preferred  the  easier  access  of  a 
New  York  hospital,  she  was  taken  to  the  Post-Graduate  where 
she  was  seen  by  Dr.  Furniss.  He  confirmed  the  diagnosis.  He 
tried  to  catheterize  the  right  ureter  and  also  failed.  An  x-ray  plate 
of  the  right  renal  region  was  negative.  Dr.  Furniss  concluded  that 
surgical  intervention  was  unavoidable  and  should  be  done  at  once. 
Nephrectomy  was  decided  upon. 

At  the  operation  it  was  found  that  postperitoneal  hemorrhage 
had  taken  place.  The  kidney  was  edematous  and  somewhat  en- 
larged. The  hemorrhage  had  penetrated  its  substance  and  when  it 
was  bisected  it  was  found  to  contain  a  hypernephroma  about  the  size 
of  a  tennis  ball,  which  had,  in  its  growth,  ruptured  a  vessel,  causing 
considerable  hemorrhage  both  inside  and  outside  the  capsule  of  the 
kidney.  The  operation  was  concluded  with  free  drainage  and  the 
patient  made  an  uneventful  recovery.     Up  to  the  present  there  has 
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been  no  recurrence  of  this  malignant  tumor,  although  metastases 
are  to  be  feared.  Dr.  Furniss  thinks  that  this  is  the  first  case  on 
record  of  a  hemorrhage  occurring  outside  of  the  capsule  of  the  kidney. 

There  are  two  or  three  points  to  which  I  would  like  to  call 
attention.  First,  I  wish  to  draw  attention  to  the  many  ways  in 
which  this  condition  simulated  ectopic  pregnancy,  and  next,  the 
necessity  of  thoroughly  examining  all  patients,  even  though  the 
classical  indications  for  a  certain  diagnosis  are  present.  The 
deferred  period  with  a  spotting,  bloody  vaginal  discharge,  followed 
by  acute  abdominal  pain  with  collapse,  and  evidences  of  severe 
intraabdominal  hemorrhage,  are  usually  regarded  as  of  sufficient 
significance  to  warrant  a  diagnosis  of  ectopic  pregnancy.  In  exclud- 
ing this  diagnosis,  in  addition  to  the  cystoscopic  examination,  we 
had  the  aid  of  the  written  statement  of  sterilization  given  to  the 
patient  at  the  time  of  her  operation  three  years  earlier,  which  I 
have  previously  referred  to.  This  important  detail  is  too  often 
neglected. 

Finally,  I  must  admit  the  error  in  diagnosis.  In  this  case  it  was 
difficult  to  make  but  could  have  been  more  correctly  arrived  at  if 
we  had  adhered  strictly  to  the  fundamental  principle  of  diagnosis, 
namely,  the  insistent  consideration  of  the  leading  clinical  aspects  of 
the  condition,  the  chief  one  of  which,  here;  was  the  evidence  of 
hemorrhage. 

DISCUSSION. 

Dr.  Polak. — There  is  one  point  mentioned  by  Dr.  Cary  that  I 
want  to  call  particular  attention  to.  We  have  had  several  experi- 
ences with  ectopic  gestation  taking  place  in  the  stump  of  an  amputated 
tube.  We  know  that  an  ordinary  ligation  and  bisection  frequently 
leaves  a  patent  tube  and  exsection  of  the  distal  portion  and  ligation  of 
the  proximal  end  may  leave  it  patent.  Sometimes  these  women  be- 
come pregnant.  I  recently  saw  a  case  where  the  tube  was  tied  in 
two  places  but  it  did  not  sterilize  the  woman.  Later  she  became 
pregnant  and  one  of  my  staff  bad  to  do  a  Cesarean  section  on  her. 
My  late  associate,  operated  on  an  ectopic,  tied  off  the  tube  and  re- 
moved the  distal  portion  to  make  the  woman  sterile,  yet  had  a 
similar  experience.  We  must  take  pains  to  bury  the  ends  of  the 
tubes  if  we  expect  to  produce  sterility. 

Dr.  A.  C.  Beck  reported  a 


FATAL  CASE  OF  STAPHYLOCOCCUS  ALBUS  BACTEREMIA 
FOLLOWING  A  CRIMINAL  ABORTION. 

O.  H.,  aged  thirty,  was  admitted  to  the  Long  Island  College 
Hospital,  October  5,  191 7.  Eight  days  before  admission  (September 
27,  1917),  an  induction  of  abortion  at  the  third  month  wras  attempted 
by  the  introduction  of  a  catheter  into  the  uterus.  Three  days  later, 
a  large  mass  was  expelled  from  the  vagina.  The  uterus  was  then 
curetted.     Following  the  operation,  the  patient  complained  of  severe 
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abdominal  pain  and  on  the  next  day,  instruments  again  were  used. 
On  that  evening  (October  3d,  six  days  after  the  first  interference)  she 
had  a  severe  chill  and  called  in  a  physician,  who  on  the  following  day 
recommended  hospital  care. 

On  admission,  the  temperature  was  1030  F.,  pulse  120,  respirations 
40.  The  blood  count  showed  4,100,000  red  blood  cells,  78  per  cent, 
polynuclears,  and  12,600  white  cells.  Physical  examination  showed 
areas  of  consolidation  in  both  lungs.  Tenderness  over  lower  ab- 
domen with  some  distention.  The  temperature  wavered  between 
1020  and  1040  and  the  pulse  continued  around  140.  On  October 
8th,  eleven  days  after  the  introduction  of  the  catheter,  the  patient 
had  a  leukocytosis  of  26,000.  Sputum  and  blood  culture  showed 
staphylococcus  pyogenes  albus.  This  report  was  not  considered 
seriously  as  we  are  accustomed  to  look  upon  the  presence  of  the 
staphylococcus  albus  as  a  contamination.  Accordingly,  the  tests 
were  repeated  and  on  October  10th,  blood  and  sputum  again  showed 
a  pure  culture  of  staphylococcus  pyogenes  albus.  Rectal  examina- 
tion at  this  time  revealed  a  large,  soft  uterus  which  was  very  sensi- 
tive on  motion.  On  October  20th,  signs  of  lung  abscess  were  noticed. 
October  22d,  blood,  sputum  and  urine  all  contained  the  above 
organisms.  The  patient  died  on  October  24th.  Autospy  findings 
in  brief  were: 

Septic  uterus  with  a  small  perforation  through  the  posterior  wall 
near  the  level  of  the  lower  uterine  segment.  Septic  pneumonia, 
lung  abscess.  Cultures  made  from  uterus  and  lung  showed  hemo- 
lytic staphylococcus  pyogenes  albus. 

Because  of  the  virulence  of  this  organism  and  a  tendency  to  look 
upon  the  staphylcoccus  albus  as  a  contamination,  I  am  including 
a  somewhat  detailed  report  of  the  work  done  by  the  bacteriologists  of 
the  Long  Island  College  Hospital. 

Blood  Culture  No.  1. — On  the  morning  of  October  8,  191 7,  a  blood 
culture  was  taken.  (In  this  case,  and  in  the  blood  cultures  subse- 
quently taken,  the  technique  was  as  follows:  Following  thorough 
cleansing  of  the  arm  with  sterile  water  and  tincture  of  green  soap, 
followed  by  alcohol  (90  per  cent.),  10  c.c.  of  blood  were  withdrawn 
from  the  median  basilic  vein  by  means  of  a  Luer  syringe  (just  prior 
to  use,  the  syringe  and  needle  were  sterilized  in  boiling  water  for  ten 
minutes) .  As  soon  as  withdrawn,  the  blood  was  squirted  into  a  sterile 
test-tube  containing  about  0.05  c.c.  of  sterile  2  per  cent,  sodium 
citrate  solution.  The  blood  was  then  taken  to  the  laboratory  and 
plated.  Plates  were  made  by  thoroughly  mixing  0.05  c.c.  of  citrated 
blood  with  about  5  c.c.  of  i+meat  infusion  agar,  previously  cooled 
to  400  C.     The  plates  were  incubated  at  37.50  C.) 

Upon  twenty-four  hours'  incubation,  the  plates  showed  a  pure 
culture  of  a  hemolytic  staphylococcus,  the  plates  averaging  about  300 
colonies  to  1  c.c.  of  blood.  Direct  smears  revealed  a  Gram  positive 
staphylococcus.  Transplants  made  from  single  colonies  exhibited 
the  cultural  characteristics  of  staphylococcus  pyogenes  albus. 

In  none  of  the  plates  was  pigmentation  observed  which  might 
be  confused  with    that   seen   in  staphylococcus  aureus  and  citreus 
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colonies.  To  be  certain  of  this  point,  the  cultures  were  observed  at 
twenty-four-hour  intervals  for  from  two  to  seven  days.  Subcultures 
in  sugar  broths  produced  acid,  but  no  gas,  in  dextrose,  saccharose, 
mannite  and  lactose.  The  hemolytic  character  was  unaltered  after 
four  transplants,  a  large  and  well-defined  zone  of  hemolysis  being 
visible  about  the  colonies  within  twenty-four  hours'  incubation. 

Cultures  were  made  from  the  sputum  on  the  same  day.  Direct 
smears  of  the  sputum  showed  enormous  numbers  of  Gram+ 
staphylococci.  A  small  piece  of  the  sputum  was  given  three  wash- 
ings in  sterile,  normal  saline  solution  and  then  streaked  with  a  sterile 
glass  spreader  on  a  human  blood  agar  (+ 1)  plate.  After  twenty-four 
hours'  incubation,  the  plate  showed  almost  a  pure  culture  of  hemolytic 
staphylococcus  which  morphologically  and  culturally  corresponded 
with  the  organism  isolated  from  the  blood  stream. 

On  October  ioth  (two  days  after  taking  the  first  blood  culture), 
a  second  blood  culture  was  made,  as  was  also  a  second  sputum 
culture,  with  results  identical  to  those  obtained  in  the  first  cul- 
tures. The  blood  culture  yielded  enormous  numbers  of  a  hemolytic 
staphylococcus  albus  in  pure  culture,  while  the  washed  sputum 
planted  on  human  blood  agar  gave  almost  a  pure  culture  of  the 
same  microorganism. 

On  October  22d,  a  third  blood  culture  yielded  results  identical 
to  those  obtained  in  the  previous  blood  cultures.  On  the  same  day, 
a  specimen  of  urine  obtained  by  catheterization,  was  plated  on 
blood  agar  and  yielded  enormous  numbers  of  staphylococcus  albus, 
which  failed  to  produce  hemolysis. 

At  autopsy,  cultures  made  from  abscesses  in  the  lungs  and  uterus 
yielded  a  hemolytic  staphylococcus  albus. 

Summary. — In  three  successive  blood  cultures  a  hemolytic 
staphylococcus  pyogenes  albus  was  obtained  in  pure  culture.  Two 
cultures  made  from  the  sputum  showed  enormous  numbers  of  the 
same  microorganism,  while  cultures  made  at  autopsy  from  the  lungs 
and  uterus  yielded  identical  findings.  The  culture  made  from  the 
urine  showed  a  heavy  growth  of  staphylococcus  pyogenes  albus 
which  failed  to  hemolyze. 

DISCUSSION. 

Dr.  Polak. — This  is  a  very  good  demonstration  of  the  hemo- 
lytic action  of  the  albus,  and  the  history  of  the  other  case  that  Dr. 
Beck  has  referred  to,  which  I  operated  upon,  may  be  of  some  interest 
in  connection  with  the  report  of  his  case.  This  patient  has  not  as 
yet  a  bacteremia  and  I  hope  the  operation  has  prevented  it.  She  was 
confined  after  eight  hours  of  labor,  the  head  having  been  driven 
down  to  the  vulva,  probably  in  a  posterior  position.  She  was  de- 
livered by  instruments  in  five  minutes,  said  to  be  without  laceration. 
Inspection  did  not  warrant  the  statement.  The  vulva  was  multiply 
lacerated  and  the  urethra  was  entirely  separated  from  its  subpubic 
attachment;  toward  the  right  labia.  Temperature  1040  F.,  pulse  100. 
She  was  removed  to  the  hospital  and  treated  on  the  expectant  plan. 
Later  we  noticed  an  enlargement  and  pain  above  Poupart's  ligament 
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and  evacuated  about  two  quarts  of  thin  fluid.  The  extraperitoneal 
torn  tissues  were  filled  from  the  cervix  tear  up  to  the  kidney. 
Drainage  has  been  free  and  the  patient  shows  improvement  though 
still  running  a  temperature.  We  hope  she  will  develop  sufficient 
resistance  to  meet  the  bacillus  with  combative  antibodies. 

Dr.  Beck. — In  discussing  this  case  I  said  that  I  doubted  the  report 
of  the  pathologists  and  had  a  second  culture  made.  Staphylococcus 
albus  is  more  virulent  than  most  clinical  men  assume.  The  organism 
was  obtained  in  pure  culture  from  the  sputum  and  from  the  urine  and 
at  the  autopsy  the  lungs  were  first  seared  and  then  punctured.  The 
findings  from  the  various  sources  were  sufficient  to  prove  the  case. 

Dr.  James  W.  Markoe  read  a  paper  (by  invitation)  on  the 


CARREL-DAKIN   TREATMENT   AS   APPLIED    TO   OBSTETRICS. 

Dr.  Markoe,  after  outlining  the  development  of  the  modern  treat- 
ment of  puerperal  infection,  called  attention  to  the  desirability  of 
applying  the  principles  of  the  Carrel-Dakin  method,  as  employed 
so  successfully  in  general  surgery,  to  obstetrics. 

The  great  objection  to  the  Carrel  method  is  its  extremely  compli- 
cated application,  for  if  not  carried  out  to  the  smallest  detail,  it  is 
valueless.  But  when  one  has  spent  some  time  becoming  familiar 
with  the  procedure,  it  is  so  splendid  in  its  results  that  one  becomes 
reconciled  to  the  amount  of  detail  that  has  to  be  gone  through. 

Sherman  of  Pittsburg  was  the  first  to  advocate  its  use  in  the 
vagina  and  uterus,  although  he  has  had  but  a  limited  number  of 
cases. 

The  Carrel  method  of  disinfecting  wounds  is  based  on  the  following 
conditions:  that  to  render  an  infected  wound  sterile,  it  is  necessary 
to  employ  a  suitable  antiseptic  in  such  a  manner  that  each  applica- 
tion comes  in  contact  with  every  portion  of  the  wound,  and  the  anti- 
septic must  be  maintained  in  suitable  concentration  throughout  the 
entire  wound  for  a  prolonged  period. 

It  is  much  to  be  regretted  that  the  difficulty  of  making  the  Dakin 
solution  and  the  fact  that  all  hypochlorites  are  very  unstable, 
especially  bleaching  powder  of  commerce,  makes  its  use  by  any  one 
out  side  a  hospital  impracticable.  Deterioration  takes  place  on 
exposure  to  light,  heat,  air,  moisture,  rust,  etc.  rendering  its  potency 
uncertain.  As  a  consequence  it  has  been,  in  the  past,  necessary 
to  adjust  its  strength  by  careful  assay  each  time  the  Dakin  solution 
was  prepared.  This  required  a  skilled  chemist.  I  have  employed 
liquid  chlorine,  which  is  chemically  pure  chlorine  in  its  anhydrous 
form,  compressed  and  liquefied.  This  is  a  clear  yellow  liquid  which 
will  not  change  or  deteriorate  under  the  influence  of  light  or  heat, 
no  matter  how  long  it  may  be  kept  in  storage.  In  this  method  the 
sodium  salts  are  supplied  in  a  tube  in  exact  quantity  to  prepare  a 
definite  amount  of  solution  (i  liter). 

Although   the   advantages  of  this  procedure  are,  that  wounds/ 
under  its  influence  rapidly  become  bacteria  free  and  heal  with  ei 
treme  rapidity,  the  disadvantages  are  its  difficulty  in  preparatk 
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and  lack  of  stability,  for  under  the  best  conditions  it  cannot  be  kept 
for  more  than  a  few  weeks  at  most  and  is  at  its  maximum  potency 
only  when  fresh;  secondly,  it  is  dangerous  when  used  on  serous 
membranes  such  as  the  conjunctiva  or  peritoneum,  and  is  also  ex- 
tremely irritating  to  the  skin  in  certain  cases. 

Carrel  has  devised  a  vaselin  impregnated  gauze  that  is  placed 
on  the  skin  in  the  neighborhood  of  the  wound  which  does  protect, 
but  in  obstetrics  the  danger  of  the  solution  running  down  beneath 
the  buttocks  and  causing  irritation  is  difficult  to  overcome.  The 
author  has  used  Carrel's  ointment,  which  is  composed  of  paraffin, 
rosin  and  vaselin;  this  is  spread  liberally  over  the  parts  and  works 
very  well. 

The  obstetrical  cases  where  the  method  has  been  used  by  the 
author  have  been  entirely  of  a  surgical  nature. 

In  the  infected  abdominal  wounds  following  extraperitoneal 
Cesarean  operations  it  has  resulted  in  great  rapidity  in  healing.  In 
breast  abscesses  it  has  also  been  used  but  the  really  splendid  results 
of  the  stab  wound  and  use  of  hyperemia  cups  have  always  given  such 
rapid  healing,  that  it  is  hard  to  say  what  influence  the  Dakin  solu- 
tion has  had. 

The  Carrel  treatment  has  been  used  only  in  a  few  cases  of  mastitis 
and  no  deductions  can  therefore  be  made.  The  plan  has  been  that 
immediately  after  the  stab  wound  is  made,  to  take  a  culture  and 
smear;  then  the  abscess  cavity  is  gently  washed  out  with  Dakin 
solution  until  fairly  clean,  the  cup  applied  and  allowed  to  remain 
for  fifty  minutes,  a  small  Carrel  tube  is  inserted  into  the  cavity  and 
the  dressing  applied.  The  nurse  is  instructed  to  allow  from  50  c.c. 
to  100  c.c.  to  run  into  the  wound  at  least  every  two  hours.  The 
entire  dressing  is  to  be  removed  every  twenty-four  hours  and  the 
cup  reapplied  for  fifty  minutes  until  it  is  evident  that  there  is  no 
more  pus  and  the  cavity  closed. 

Dr.  Markoe  used  the  method  in  two  cases  of  extraperitoneal 
Cesarean  section  with  an  infected  abdominal  wound,  with  apparently 
good  results.  What  he  tried  to  bring  out  particularly  was,  that  if  the 
Carrel-Dakin  worked  so  well  in  general  surgery,  means  ought  to  be 
devised  to  adapt  it  in  the  practice  of  the  obstetrician  and  gynecologist. 


DISCUSSION. 

Dr.  Polak. — Dr.  Markoe's  criticisms  of  Sherman's  suggestion  of 
adapting  the  Dakin-Carrell  treatment  to  obstetrics  are  entirely  in 
line  with  what  mine  would  be.  It  shows  that  we  should  be  satisfied 
with  the  expectant  treatment  rather  than  with  more  active  intra- 
uterine medication.  The  fundamental  point  of  the  treatment  seems 
to  me  to  be  that  it  presupposes  that  the  infection  is  in  the  uterus  and 
remains  there.  It  depends  on  the  destruction  or  solution  of  the  sur- 
face bacteria  in  the  uterus,  yet  we  all  know  that  the  uterus,  while  the 
chief  point  of  entry,  is  not  the  only  one.  A  large  proportion  of  in- 
fections come  through  the  cervix,  through  the  lymphatics  and  blood 
stream.     The  construction  of  the  instruments  brings  me  back  to  the 
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Eastman  method  in  which  he  advises  the  use  of  a  hard  rubber  collar 
which  is  introduced  into  the  cervix  on  the  theory  that  the  presence 
of  anything  in  the  cervix  will  cause  contraction  of  the  fundus. 
Sherman  does  the  same  thing  with  this  flushing  collar.  In  order  to 
introduce  it  we  must  dilate  the  cervix  and  this  subjects  the  cervix 
to  increased  traumatism  and  spreads  bacteria.  We  have  used  the 
Carrel-Dakin  method  in  the  breast  but  not  in  conjunction  with  the 
cups.  As  all  other  surgeons  have  found,  it  is  remarkable  how  the 
wounds  clean  up  by  the  proper  application  of  the  fluid.  The  cases 
that  come  to  us  are  practically  the  same,  when  the  infection  passes 
beyond  the  uterus  and  I  cannot  see  how  the  Sherman  treatment  can 
have  any  value  in  the  uterus,  nor  can  we  look  for  better  results  than 
we  are  getting  at  the  present  time. 

Dr.  Beck. — I  should  like  to  ask  how  much  better  results  are  ob- 
tained by  this  method.  Manipulation  is  always  doubtful  and  we 
notice  even  after  gentle  manipulation  from  vaginal  examination 
there  will  be  great  rises  in  temperature.  I  made  only  a  rectal  exami- 
nation in  the  case  previously  reported  and  yet  within  twenty-four 
hours  saw  considerable  rise  in  temperature.  Most  of  the  wounds  in 
the  uterus,  that  is  the  infected  wounds,  are  in  the  cervix.  On  the 
third  day  when  evidence  of  infection  begins  to  show  itself,  the  cer- 
vix is  contracted  and  many  of  the  lacerations  are  closed,  thus  ab- 
sorption takes  place  through  the  lymphatics.  When  we  manipulate 
we  interfere  with  Nature's  protection. 


Stated  Meeting,  April  5,  191 8. 
The  President,  Dr.  R.  M.  Beach,  in  the  Chair. 
Dr.  Tran  reported  a 

CASE   OF   FATAL   ECLAMPSIA,    WITH    AUTOPSY   FINDINGS. 

The  patient,  twenty-three  years  old,  was  admitted,  to  the  service 
of  Dr.  Beach,  at  the  Jewish  Hospital,  April  2,  1918,  at  about  8 
p.  m.  She  was  brought  in  by  ambulance,  in  deep  coma.  Very  little 
known  of  her  previous  history  except  that  she  was  in  the  Hempstead 
Hospital  for  kidney  trouble,  about  two  months  previously.  Re- 
mained at  hospital  for  three  or  four  weeks. 

On  day  of  admission  patient  had  repeated  convulsions  throughout 
the  day,  gradually  passing  into  coma.  Sometime  during  the  day 
she  was  delivered  of  a  full-term  stillborn  fetus.  Exact  time  not 
known. 

Examination  showed  a  poorly  nourished  female,  in  deep  coma. 
Noisy  stertorous  breathing.  Pupils  moderately  contracted,  equal, 
did  not  react  to  light.  Sclera  jaundiced.  Tongue  severely  bitten. 
Lips  covered  with  bloody  froth.  Thyroid  gland  not  palpable.  Skin 
moderately  jaundiced,  very  dry.  Chest:  heart  dilated,  from  1  inch 
to  right  of  sternum  to  anterior  axillary  line;  heart  sounds  feeble  and 
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distant;  no  murmurs.  Lungs:  numerous  moist  rales  throughout 
both  lungs.  Abdomen:  negative,  except  for  large  uterus  palpable 
about  two  fingers  breadth  below  umbilicus.  Slight  amount  of  ascitic 
fluid  in  both  flanks.  Liver  and  spleen  not  palpable.  No  pretibial 
edema. 

Temperature  on  admission  ioi°  F.,  never  reached  higher  than 
1030.     Pulse  imperceptible.     Respirations  50-60  per  minute. 

Catheterized  and  1  ounce  bloody  urine  obtained,  which,  on  ex- 
amination, showed  heavy  cloud  of  albumin,  many  red  and  white 
blood  cells,  numerous  granular  and  epithelial  casts. 

Blood  pressure,  78  systolic,  55  diastolic. 

Treatment. — Stimulation:  camphor  in  oil,  atropin  sulphate, 
digalin.  Lavage  and  colonic  irrigations  with  bicarbonate  of  soda 
solution.  Hot  packs,  from  which  skin  showed  no  reaction.  From 
9.30  to  11  p.  m.  she  had  convulsions  lasting  two  to  three  minutes. 
Lumbar  puncture  twice  performed,  first  time,  5c  c.c.  withdrawn, 
second,  30  c.c,  each  time  under  increased  pressure.  Had  no  effect 
on  general  condition. 

The  spinal  fluid  was  clear,  albumin,  4  mm.  (ring) ;  globulin,  xxx; 
Fehling's  solution  reduced;  100  lymphocytes  per  cu.  mm.  Next  day 
at  9  a.  m.  catheter  obtained  1  ounce  of  bloody  fluid. 

Coma  continued  unchanged,  pulse  imperceptible.  Patient  ex- 
pired at  5  p.  m.,  twenty-one  hours  after  admission. 

Autopsy  Findings. — Adult  female  of  about  twenty-five,  no  post- 
mortem rigidity,  postmortem  lividity.  Uterus  about  three  fingers 
below  umbilicus.  Panniculus  moderate.  Abdomen  contained  a 
large  amount  of  bloody  fluid.  No  clots,  hemolyzed  blood  and 
serum.  Chest  contained  large  amount  of  free  fluid  similar  to 
abdominal  fluid.  Pericardium  contained  3  ounces  of  the  same 
fluid.  Stomach  presented  on  anterior  surface  at  the  site  of  the 
fundus  an  opening  from  the  esophagus  extending  downward  and 
outward  to  the  fundus.  The  peritoneum  in  parts  varied  in  color 
from  light  green  to  greenish  black.  Vessels  were  markedly  dis- 
tended. The  mucous  membrane  was  denuded,  smooth,  velvety 
in  feeling  and  was  covered  in  parts  with  large  thick  stringy  flakes 
of  mucus  and  blood.  Numerous  various  sized  hemorrhages  toward 
the  pylorus  and  especially  along  the  lesser  curvature.  Mucous 
membrane  approached  the  normal.  It  was  covered  with  thick 
mucus  and  showed  many  punctate  erosions  and  a  few  petechiae. 
This  area  was  sharply  demarcated  from  the  more  normal  portion. 
The  kidneys  were  markedly  edematous,  congested,  capsule  stripped 
easily,  markings  indistinct,  Malpighian  bodies  prominent.  Spleen 
slightly  enlarged,  congested,  capsule  thickened,  section  purple  in 
color,  consistency  firm. 

Liver  was  one  and  a  quarter  times  normal  size;  surface  presented 
numerous  reddish-brown  raised  areas  with  few  islands  of  apparently 
pale  liver  tissue.  On  section,  periportal  areas  varying  in  size,  red 
dish-brown  in  color  (fatty?).  Lungs:  Normal.  Heart  showed 
numerous  epicardial  hemorrhages,  especially  along  the  course  of 
the  left  coronary  artery  near  the  apex.     Contained  some  fluid  blood, 
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muscle  pale,  some  subendocardial  hemorrhages.  Semilunar  valves 
and  aorta  normal.  Right  side  of  heart  normal.  Uterus:  Interior 
contained  more  than  the  normal  amount  of  adherent  membranes 
and  placenta. 

Brain:  Edematous,  otherwise  negative,  occasional  cortical 
hemorrhages. 

DISCUSSION. 

Dr.  Beach.- — The  reason  I  have  asked  Dr.  Tran  to  present  this 
case  is  that  it  is  the  most  marked  specimen  of  eclamptic  liver  I  have 
ever  seen.  The  heart  is  interesting  for  the  hemorrhages  shown  in 
its  walls  and  the  pericardium,  and  there  is  an  added  feature  in  the 
rupture  of  the  stomach. 

Dr.  Walter  B.  Chase  reported  a  case  of 


TUMOR    OF  BREAST   DURING    LACTATION. 

The  notes  of  the  case  which  I  wish  to  present  contain  some  unique 
features  and  some  questions  which  might  be  of  interest.  It  was  a 
case  in  which  I  did  an  operation  for  psychological  reasons.  The 
patient  was  a  primipara,  twenty-six  years  of  age,  with  a  baby  five 
and  one-half  months  old,  upon  whom  I  operated  on  the  twenty-first 
of  January  last.  She  had  a  tumor  in  the  upper  left  quadrant  of  the 
left  breast  feeling  like  a  fibroid,  which  proved  to  be  a  small  lobule  of 
the  gland.  The  question  to  be  considered  then  was  whether  the 
baby,  five  and  one-half  months  of  age  should  be  deprived  of  its  milk, 
but  in  view  of  the  fact  it  was  morally  certain  that  the  mother  would 
become  unbalanced  if  the  operation  was  not  done,  we  took  the  chance, 
and  the  mother's  milk  was  preserved  notwithstanding  there  was  a 
milk  fistula  which  healed  spontaneously.  We  all  recognize  the 
hazard  of  such  growths  during  gestation  and  lactation.  The  histo- 
logical examination  showed  a  growth  about  four  centimeters,  with  a 
glandular  hyperplasia,  and  secondary  hyperplasia  in  some  areas,  a 
borderline  case.  This  is  the  present  problem:  if,  on  close  observa- 
tion, the  woman  becomes  suspicious  of  her  condition,  for  reasons 
previously  present  and  a  prompt  operation  becomes  imperative;  is 
it  wiser  to  operate  now,  notwithstanding  it  involves  the  risk  of 
depriving  the  baby  of  its  mother's  milk,  or  wait  until  autumn,  when 
it  cannot  longer  be  delayed? 

Dr.  Leo  Schwartz  presented  some  notes  of  a  case  of 

RUPTURED  PYOSALPYNX  SIMULATING  ECTOPIC  PREGNANCY. 

This  woman  was  admitted  to  the  hospital  on  November  9,  191 7. 
She  bad  been  married  three  years.  Soon  after  marriage  she  had  a 
laparotomy,  and  a  year  later  gave  birth  to  a  full  term  child  in  an 
instrumental  labor,  which  ended  normally.  One  year  later  she 
aborted  at  four  months  but  was  not  curetted,  and  after  that  men- 
struated normally.     As'  she  was  anxious  for  a  child,  she  was  advised 
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to  have  a  curettage,  which  was  performed  and  she  was  out  of  bed  on 
the  fifth  day.  She  menstruated  at  the  end  of  five  weeks  and  then 
had  abdomiral  pains  mostly  on  the  left  side  in  the  lower  abdomen. 
The  pain  increased  in  severity  and  on  the  fifth  day  she  was  seized 
with  a  sharp  pain  in  the  left  lower  abdomen  and  collapsed.  She  was 
in  shock,  pulse  140,  temperature  100. 8°  F.,  with  every  evidence  of 
ruptured  ectopic.  I  examined  her  an  hour  after  admission,  when  the 
pulse  had  come  down  to  12c.  The  abdomen  was  sensitive  on  the  left 
side,  the  cervix  was  sensitive,  there  was  fullness  in  the  left  fornix. 
The  blood  count  showed  red  cells,  four  million,  with  70  per  cent,  hemo- 
globin, white  cells,  nine  thousand,  polynuclears,  72  per  cent.  When  I 
opened  the  abdomen  I  thought  I  was  operating  on  a  ruptured  ectopic. 
There  was  a  gush  of  pus  and  after  putting  in  a  couple  of  drains  1 
closed  the  wound.  The  patient  died  in  six  hours.  At  the  autopsy 
it  was  found  that  she  had  a  large  pus  sack  of  the  left  tube  which  had 
ruptured.     Pus  was  found  in  the  pleura  and  pericardium. 


DISCUSSION. 

Dr.  Bishop.- — In  line  with  this  type  of  case,  I  want  to  report  an- 
other that  came  into  the  Brooklyn  Hospital  a  month  ago.  She  was 
thirty-eight  years  old,  a  multipara,  and  her  chief  complaint  on  the  day 
of  admission,  March  4th,  was  severe  pain  in  the  abdomen,  amenorrhea, 
and  a  slightly  brownish  leukorrhea.  Her  family  history  was  nega- 
tive as  was  her  past  personal  history.  Menstrual  history  negative, 
her  last  period  being  on  January  5th.  She  had  had  one  miscarriage, 
followed  by  three  children,  the  last  one  being  twelve  years  old,  sepsis 
developing,  with  an  anchylosis  of  the  hip  as  a  sequellum.  The  story 
of  her  present  trouble  is  that  she  had  no  period  since  January,  for 
the  last  two  weeks  she  had  been  tired  and  listless,  but  otherwise  well 
until  the  day  before  admission,  when  she  was  taken  suddenly  with 
sharp  pains  extending  across  the  abdomen  at  the  level  of  the  um- 
bilicus, lasting  from  ten  to  twenty  minutes,  associated  with  cold 
sweats,  nausea,  and  "relieved  only  by  morphia."  The  leukorrheal 
discharge  started  at  the  same  time,  but  no  real  blood.  She  also 
stated  that  she  developed  fever  of  1030,  twelve  hours  before  admis- 
sion and  also  painful  urination.  On  admission  her  temperature  and 
pulse  were  each  ioo°,  blood  pressure  120-76,  blood  showed  80  per 
cent,  hemoglobin,  white  blood  cells  800c,  80  per  cent,  polynuclears, 
the  next  day,  increasing  to  io,coo,  with  79  per  cent.  The  urine  was 
practically  negative  except  a  slight  amount  of  pus  in  a  catheterized 
specimen. 

She  was  kept  under  observation  for  about  forty  hours  before  she 
was  operated  upon,  and  during  that  time  presented  several  variations 
in  objective  signs  and  diagnoses,  as  many  as  there  were  examiners. 
At  times  her  abdomen  showed  real  rigidity  and  at  times  only  volun- 
tary resistance.  The  entire  lower  abdomen  was  tender,  and  once  to 
the  reporter,  it  seemed  that  maximum  of  tenderness  was  at  McBur- 
ney's  point.  The  blood  count  seemed  to  throw  out  the  possibility 
of  an  acute  appendicitis.     At  no  time  was  the  uterine  fundus  palpable 
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because  of  the  exquisite  tenderness.  Dr.  Cary  in  whose  care  she 
was  placed  found  no  rigidity  at  the  appendicular  region,  but  he  did 
find  that  any  manipulation  of  the  cervix  caused  exquisite  pain,  and 
there  was  a  sense  of  resistance  in  the  base  of  the  right  broad  ligament. 
The  reporter  made  no  vaginal  examination,  but  upon  the  history, 
slight  elevation  of  temperature,  99°-ioo°,  the  blood  count,  and  the 
abdominal  examination,  he  committed  himself  to  a  diagnosis  of  ec- 
topic gestation.  Just  before  she  was  operated  upon  she  admitted 
that  she  had  tried  to  insert  a  catheter  into  her  womb.  While  that 
may  have  been  an  etiological  factor  in  the  pathology  which  devel- 
oped, it  did  not  influence  the  diagnosis. 

Under  the  usual  laparotomy  procedure,  we  exposed  some  free 
sero-purulent  fluid  and  a  plastic  exudate  on  the  uterus  and  adnexae, 
particularly  on  the  right  ovary.  The  uterus  was  the  size  of  a  two 
to  three  months'  pregnancy,  the  left  tube  was  a  bound  down  hydro- 
salpinx, and  the  right  tube  was  bright  red  and  thickened,  but  showed 
no  pus  coming  from  the  fimbriae.  The  appendix  was  obliter- 
ated, but  the  fat  of  the  mesoappendix  wras  brawny.  The  two  latter 
organs  were  removed  and  a  strip  of  zinc-oxide  gauze  was  with  a  great 
deal  of  difficulty  put  through  the  cul-de-sac  and  a  rubber  tube  drain 
from  the  pelvis  out  of  the  lower  angle  of  the  abdominal  wall,  which 
was  sutured  in  the  usual  layer  manner,  except  that  the  skin  was  only 
loosely  brought  together.  A  smear  from  the  pus  showed  no  bac- 
teria and  the  culture  was  negative.  The  discharge  that  developed 
from  the  drainage  was  malodorous,  of  the  colon  type.  It  would 
have  been  much  easier  to  have  done  a  hysterectomy,  and  I  felt  it 
would  have  been  quicker  and  safer,  but  no  permission  was  obtain- 
able, and  possibly  not  necessary.  Fortunately  it  turned  out  that, 
aside  from  a  couple  of  stormy  days,  the  patient  recovered,  leaving 
the  hospital  on  the  eighteenth  day,  not  even  miscarrying,  through 
having  the  affrontery  to  tell  me  the  other  day  in  the  Dispensary 
that  she  was  "going  to  have  this  pregnancy  taken  care  of,  just  as 
soon  as  she  was  strong  enough." 

The  particular  error  that  was  made  in  this  case  was  in  following 
the  teaching  that  a  suspected  ectopic  should  not  be  examined  under 
an  anesthetic.  If  I  had  examined  her  as  she  was  being  prepared, 
the  pregnancy  would  undoubtedly  have  been  demonstrable,  and 
she  would  have  been  left  to  the  less  traumatizing  care  of  Nature. 

Dr.  H.  Dawson  Furniss  (by  invitation)  read  a  paper  on 


RELAXED    URETHRAL   SPHINCTER   IN   WOMEN. 

This  condition,  in  a  mild  degree,  is  frequently  encountered,  usually 
in  parous  women,  sometimes  in  those  who  have  borne  children 
generally  near  or  after  the  menopause;  and  occasionally  in  the  young 
multipara. 

At  times  it  is  difficult  to  differentiate  between  the  associated 
cystitis,  trigonitis  or  urethritis,  and  the  lack  of  control  due  to  sphinc- 
ter incompetency,  especially  in  the  clinic  women  of  low  intelli- 
gence.    In  her,  usually  the  statement  of  inability  to  hold  her  water, 
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means  frequency  and  urgency.  We  have  found  in  taking  histories 
of  the  clinic  cases  that  a  report  of  loss  of  urine  on  coughing,  sneezing 
or  straining,  or  that  the  patient  wets  her  clothes,  generally  means 
urethral  sphincter  relaxation — the  statement  of  inability  to  hold 
urine  in  the  absence  of  the  just-mentioned  signs,  generally  speaks  for 
some  form  of  vesical  or  urethral  irritation  rather  than  lack  of  control. 

Most  of  the  cases  I  have  seen  have  been  due  to  labor,  and  they  vary 
in  intensity  from  an  occasional  and  slight  lack  of  control,  to  that 
in  which  the  woman  is  wet  night  and  day.  It  is  difficult  to  determine 
whether  this  lack  of  tone  is  due  to  stretching  and  rupture  of  muscle 
fibers  or  to  nerve  injury.  As  the  condition  is  usually  a  mildly  pro- 
gressive one,  the  nerve  injury  hypothesis  is  emphasized.  Even  in 
the  cases  that  show  relaxation  soon  after  labor,  the  incontinence  does 
not  usually  appear  until  several  days  postpartum — that  is,  until  the 
edema  that  is  the  result  of  the  traumatism  has  subsided.  In  some  of 
the  extensive  vesicovaginal  fistula;,  that  are  occasionally  encoun- 
tered, the  prospect  for  success  in  the  repair  depends  almost  as  much 
upon  the  damage  to  the  sphincter  as  the  size  of  the  vesical  opening. 

The  operation  of  making  a  vesicovaginal  fistula  is  done  less  often 
now  than  formerly,  and  it  is  fortunate  that  this  is  so.  In  making  an 
opening  into  the  bladder  through  the  vagina,  the  greatest  care  has  to 
be  exercised  to  avoid  sphincter  injury — for  such  injury  is  difficult  to 
repair.  Before  closing  a  vesicovaginal  fistula  the  competency  of 
the  sphincter  should  be  ascertained,  and  if  it  is  not  good,  sphincter 
tightening  should  be  included  as  a  part  of  the  repair  work. 

In  the  women  developing  this  condition  around  the  climacteric, 
the  cause  has  generally  been  given  as  atrophy  incidental  to  beginning 
old  age. 

1  have  seen  no  cases  of  lack  of  control  as  a  result  of  either  a  cord 
or  central  nerve  lesion,  except  where  the  incontinence  followed  the 
distention  and  was  an  overflow  phenomenon.  Women  apparently 
have  less  bladder  disturbances  from  nerve  lesions  than  men  and  usu- 
ally they  are  manifested  in  retention  rather  than  incontinence. 

The  symptoms  have  been  already  alluded  to.  The  woman  may 
have  only  an  occasional  or  slight  incontinence  on  sneezing,  coughing, 
loud  laughing  or  straining,  or  the  relaxation  may  be  so  great  that 
there  is  no  control  even  in  bed.  The  condition  is  usually  progres- 
sive. One  of  my  patients  noticed  it  first  during  an  attack  of  hay  fever 
and  for  a  number  of  years  only  when  suffering  from  it.  Recently 
she  has  been  incontinent  in  the  winter.  She  ascribed  the  condition  to 
the  hay  fever  rather  than  to  the  straining  of  coughing  or  sneezing 
making  the  relaxation  manifest. 

Even  in  the  milder  degrees,  in  making  a  cystoscopic  examination 
one  is  impressed  with  the  ease  with  which  the  catheter  or  cysto- 
scope  is  introduced — there  is  an  absence  of  that  resistance  normally 
encountered.  The  lack  of  sphincter  grasp  allows  the  instrument 
an  abnormal  amount  of  mobility.  In  extreme  degrees  filling  the 
bladder  causes  urine  to  escape  around  the  catheter  unless  it  is  of 
large  caliber. 

This  poor  sphincter  grasp  can  be  nicely  shown  by  putting  the 
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patient  in  the  knee-chest  posture,  introducing  a  Kelly  speculum  and 
then  withdrawing  it.  Normally  the  sphincter  closes  down  tightly 
and  promptly  over  the  end  of  the  speculum,  while  with  the  relaxed 
sphincter,  the  tube  can  be  drawn  well  down  the  urethra  before  the 
sphincter  closes.  With  the  Gerringer  urethroscope  this  can  be  even 
better  shown  as  the  urethra  can  be  dilated  with  water  and  the  relaxa- 
tion more  graphically  and  convincingly  demonstrated. 

In  the  mild  cases  frequently  the  wearing  of  a  pessary,  or  the  in- 
troduction of  a  pledget  of  wool  may  be  all  that  is  necessary.  The 
relief  of  a  cystitis,  urethritis  or  trigonitis  may  so  decrease  the  urgency 
that  a  sphincter  that  was  incompetent  under  these  conditions  may 
well  perform  its  function. 

A  great  many  operations  have  been  proposed  and  in  mild  or 
moderate  degrees  of  incompetency  most  any  one  may  serve.  The 
injection  of  parafnne  is  dangerous  and  makes  difficult  or  impossible 
any  other  procedure  if  it  fails  to  relieve. 

The  three  most  used  procedures  are  twisting  of  the  urethra 
(Gersuny),  advancement  of  the  urethra  (Dudley),  and  tightening 
of  the  sphincter  itself.  A  combination  of  two  or  three  of  these 
operations  can  be  done.  With  the  twisting  of  the  urethra  there  is 
danger  of  sloughing.  I  have  seen  the  Gersuny  used  once  with  great 
success,  the  Dudley  three  times,  one  a  success  and  two  failures,  and 
the  Kelley  nine  times,  all  of  these,  except  one  being  my  own. 

The  first  one  of  these  had  had  a  Dudley  with  only  one  month's 
relief,  and  got  a  satisfactory  result  from  a  Kelly. 

One  had  a  Kelly  and  some  other  operation  with  no  relief  and  I  was 
able  with  a  second  Kelly  to  give  her  perfect  control. 

One  bad  had  a  severe  laceration,  tearing  away  the  inferior  portion 
of  the  urethra  anteriorly.  Her  result  was  absolutely  a  failure — 
there  was  so  little  of  the  urethral  muscle  to  be  infolded,  that  a  poor 
result  was  anticipated. 

One  had  the  sphincter  injured  in  dissecting  out  a  suburethral  diver- 
ticulum just  in  front  of  the  sphincter.  The  first  operation  was  a 
partial  and  the  second  an  almost  complete  success. 

One  had  a  large  vesicovaginal  fistula  as  a  result  of  a  forceps  de- 
livery and  had  had  seven  operations  previous  to  mine.  I  did  a  Kelly 
under  local  anesthesia  on  account  of  an  existing  bronchitis.  The 
result  for  a  month  was  perfect,  very  unsatisfactory  for  two  years, 
but  in  the  past  year  she  has  had  very  good  control  in  contrast  to 
none  when  she  was  on  her  feet  before. 

In  four  I  ha  ve  gotten  apparently  perfect  results.  One  of  these  lost 
the  urine  on  the  least  exertion,  two  whenever  in  the  erect  posture 
and  one  even  in  bed.  The  last  case  was  done  seven  weeks  post- 
partum, and  then  because  of  absolute  inability  to  retain  urine.  I 
would  counsel  against  operating  so  early  postpartum  as  the  bleeding 
is  apt  to  be  excessive  as  was  the  case  with  this  patient. 

Operation.- — I  have  followed  Kelly's  technic  in  the  main  essential — 
that  is,  in  really  locating  the  sphincter  and  infolding  it  well.  One  is 
apt  to  underdo  rather  than  overdo  this  part. 

I  found  it  difficult  to  feel  or  locate  the  sphincter  with  the  aid  of  a 
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Pezzer  catheter  as  advocated  by  Kelly.  A  Young'sprostatic  retractor 
shows  it  up  beautifully  and  surely.  It  is  a  large  instrument  but  can 
be  readily  introduced  through  these  relaxed  urethrae  and  is  with- 
drawn after  placing  the  first  stitch. 

The  technic  I  have  found  most  satisfactory  is  to  have  the  patient 
in  the  lithotomy  position,  to  expose  the  anterior  vaginal  wall  by 
perineal  retraction,  with  a  weighted  speculum  or  a  short  posterior 
wall  retractor.  The  anterior  lip  of  the  cervix  is  caught  with  a  vul- 
sellum,  the  anterior  vaginal  wall  put  on  the  stretch  by  traction  on  the 
vulsellum  and  an  incision  made  through  the  mucosa  from  just  under 
the  external  urinary  meatus  to  the  cervical  vaginal  junction.  This 
is  best  made  just  to  one  side  of  the  median  line  so  that  the  deep 
sutures  and  those  of  the  mucosa  do  not  fall  in  the  same  line.  The 
vaginal  mucosa  is  thoroughly  separated  from  the  urethra,  the  sphinc- 
ter and  the  trigonum,  taking  care  to  go  well  outward.  The  pubo- 
cervical  fascia  should  be  well  exposed. 

Young's  prostatic  retractor  is  introduced — by  elevating  the  proxi- 
mal portion  and  with  gentle  traction,  the  sphincter  is  brought  into  view. 
Often  it  is  difficult  to  recognize,  but  the  portion  just  proximal  to  the 
arms  of  the  retractor  is  that  to  be  tightened.  Three  mattress  su- 
tures of  plain  No.  2  gut,  all  in  the  same  plane  are  introduced,  the  re- 
tractor withdrawn  and  the  sutures  tied.  Outside  of  these  are  then 
introduced  two  or  three  similar  sutures  of  medium  sized  kangaroo 
tendon.  Care  should  be  taken  to  constrict  the  sphincter  well,  as 
the  tendency  is  rather  toward  under  than  overdoing  this.  Occa- 
sionally a  third  tier  of  sutures  is  necessary.  I  have  given  up  linen 
as  I  have  had  one  case  where  there  was  infection,  discharge  of  the 
sutures  and  an  unsuccessful  result — later  remedied  by  a  second  opera- 
tion in  which  kangaroo  tendon  was  used. 

The  deeper  sutures  are  of  plain  catgut  as  they  serve  principally  to 
facilitate  the  passage  of  the  more  superficial  and  are  not  required  to 
offer  any  lengthy  support. 

The  pubocervical  fascia  is  brought  together  with  a  fewT  interrupted 
stitches  of  fine  kangaroo  tendon,  the  redundant  portion  of  the  vaginal 
mucosa  excised  and  the  vaginal  portion  of  the  wound  closed  with 
interrupted  sutures  of  silkworm-gut.  In  removing  the  redundant 
portion  of  the  mucosa  I  find  it  best  to  take  it  from  one  side  as  this 
keeps  the  different  suture  lines  in  different  planes. 

It  is  necessary  to  repair  any  perineal  relaxation  that  exists  to 
insure  a  satisfactory  and  lasting  result. 
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A.    OBSTETRICS. 


9.  Feeding  in  Hyperemesis  Gravidarum. — It  is  stated  by  C.  S. 
Bacon  {Jour.  A.  M.  A.,  1918,  lxx,  1750)  that,  in  the  treatment  of 
hyperemesis  gravidarum,  the  important  thing  is  to  feed  the  patient 
properly.  Hospitalization  and  good  nursing,  and  keeping  the 
patient  in  bed,  are  necessary.  On  account  of  the  great  importance 
of  the  neurotic  factor,  suggestive  therapeutics  should  be  employed. 
At  first  nothing  should  be  given  by  the  mouth,  not  even  water.  We 
have  three  methods  of  nonoral  feeding  at  our  disposal:  the  subcu- 
taneous, the  intravenous  and  the  rectal.  Rectal  feeding  is  the  most 
practicable  and,  when  properly  given,  is  efficient.  By  this  method 
all  essential  food  elements  can  be  supplied,  such  as  water,  salts,  glu- 
cose, amino-acids  and  vitamins.  The  deficiency  in  nitrogenous 
foods  can  be  made  up  in  part  by  giving  an  excess  of  glucose  and  by 
alcohol.  Sedatives,  especially  sodium  bromid,  can  be  added  as 
needed.  Because  there  is  no  digestion  in  the  rectum  or  colon,  no 
attempt  should  be  made  to  give  undigested  proteins.  Amino-acids 
and  peptones  dialyzed  from  artificially  digested  meat  or  milk  may 
be  given.  Because  sugar  and  starch  digestion  does  not  take  place 
in  the  colon,  carbohydrates  should  be  given  in  the  form  of  a  mono- 
saccharid,  preferably  glucose,  which  is  absorbed  without  change. 
As  the  absorption  of  fats  is  doubtful,  they  should  be  omitted.  Solu- 
tions of  vitamins  from  the  pancreas  or  other  sources  should  always 
be  added  if  the  feeding  is  to  be  continued  for  a  considerable  period 
of  time.  The  great  importance  of  calcium  makes  it  desirable  to 
add  a  calcium  salt  to  the  injection.  The  constant  acidosis  indicates 
the  addition  of  sodium  bicarbonate.  To  diminish  the  central  re- 
flexes, sodium  bromid  may  be  substituted  for  the  basic  salt  sodium 
chlorid  in  sufficient  amounts,  generally  from  3  to  4  grams  per  liter. 
The  solution  should  be  at  body  temperature.  The  rate  of  flow  of 
1  drop  a  second,  giving  500  c.c.  in  two  hours,  is  nearly  always 
tolerated,  if  the  rectum  and  colon  have  been  properly  prepared.  A 
large  enema  of  at  least  i  liter  should  be  given  every  day  to  remove 
particles  that  continue  to  come  down  from  the  small  intestine  and 
also  substances  that  may  be  excreted  from  the  mucous  membrane 
of  the  colon.  This  enema  also  should  be  a  hypotonic  solution,  for 
example,  5  per  thousand  of  sodium  chlorid,  in  order  that  some  water 
may  be  absorbed  from  it.  A  small  amount  of  alcohol,  1  per  cent., 
may  be  added  in  the  hope  that  a  small  amount  of  nutriment  may  be 
supplied  in  this  way.     The  cleansing  enema  may  be  given  early  in 
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the  morning,  at  7  or  8  a.  m.  Then  the  nutrient  enemas  would  start 
at  about  9  a.  m.,  2  p.  m.,  and  7  p.  m.  Sometimes  it  will  be  found 
desirable  to  add  10  drops  of  tincture  of  opium  to  the  evening  enema. 
The  composition  of  the  rectal  feedings  will  have  about  the  following 
proportions:  glucose,  50;  alcohol,  50;  calcium  chlorid,  0.3;  sodium 
bicarbonate,  3;  sodium  chlorid  or  bromid,  4;  vitamin,  as  much  as 
is  sufficient;  distilled  water,  enough  to  make  1000.  From  300  to 
500  grams  are  to  be  given  three  times  a  day.  This  mixture  has  an 
energy  value  of  about  550  calories.  If  1500  c.c.  are  given  each  day, 
the  patient  will  receive  825  calories.  In  two  or  three  days  the  retch- 
ing stops,  the  thirst  disappears,  and  the  patient  is  in  a  fairly  com- 
fortable condition.  It  is  a  difficult  task  to  determine  when  stomach 
feeding  may  begin.  It  is  better  to  be  cautious  than  hasty.  The  re- 
turning appetite  of  the  patient  and  her  confidence  in  herself  is  at  times 
a  guide.  Lavage  of  the  stomach  is  frequently  very  desirable  before 
beginning  oral  feeding.  The  foods  best  taken  are  generally  some 
forms  of  milk,  such  as  peptonized  milk,  malted  milk  and  buttermilk. 
Egg  albumin  is  added  early.  Rectal  feedings  are  discontinued 
gradually  but  not  until  the  stomach  feeding  is  reestablished.  Even 
when  the  patient  has  recovered  completely,  she  should  be  kept 
under  control  until  the  sixteenth  or  the  eighteenth  week,  as  discour- 
aging relapses  are  not  uncommon. 

10.  Treatment  of  Septic  Abortion. — Denning  as  an  abortion  every 
premature  delivery  up  to  about  the  sixth  month,  E.  Ries  (Surg., 
Gyn.,  and  Obst.,  1918,  xxvi,  400)  advocates  the  following  treatment. 

If  a  patient  with  septic  abortion  is  admitted  to  the  hospital, 
expectant  treatment  is  followed  until  the  abortion  is  completed 
spontaneously.  Rectal  examination  is  used  exclusively  and  that  as 
rarely  as  possible.  The  patient  is  kept  in  bed  and  on  a  light  diet. 
If  severe  or  protracted  slight  hemorrhage  makes  interference  un- 
avoidable, the  uterus  is  packed.  The  packing  is  removed  after 
twelve  to  twenty-four  hours  and  frequently  the  whole  remnants 
of  the  abortion  come  away  with  the  packing.  If  not,  the  packing 
has  usually  dilated  the  cervix  sufficiently  so  that  the  uterus  can  be 
emptied  manually.  Repeated  packing  is  not  favored  as  dangerous 
in  itself.  If  the  uterus  is  not  empty  after  the  removal  of  the 
packing,  it  is  emptied  preferably  by  hand,  if  necessary  after  addi- 
tional dilatation  with  Hegar's  dilators  and  if  the  hand  is  insuffi- 
cient, with  the  sharp  curette.  The  longer  the  interval  between  the 
last  rise  of  temperature  and  the  operation  the  better.  Packing 
afterward  is  avoided,  unless  necessitated  by  severe  hemorrhage. 
The  uterus  is  never  irrigated.  Ergot  is  given  only  when  hemor- 
rhage exists  after  complete  evacuation  of  the  uterus.  Vaginal 
douches  are  never  given  until  at  least  a  week  after  the  abortion 
and  then  only  for  subinvolution,  not  for  purulent  discharges.  If 
the  temperature  is  normal  after  the  abortion,  the  patient  is  allowed 
out  of  bed  at  any  time  she  feels  ready,  unless  she  is  very  anemic. 
She  is  fed  well  as  soon  as  possible,  and  is  discharged  three  days  after 
the  last  rise  of  temperature,  unless  anemia,  subinvolution,   etc., 
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require  longer  hospital  treatment.     Rectal  examination  is  repeated 
before   discharge. 


B.  GYNECOLOGY 

10.  Closure  of  the  Abdominal  Incision. — C.  G.  Child  (A  nnals  Surg., 
1 918,  lxvii,  578)  says  that  the  requirements  in  closing  every  ab- 
dominal incision  are  prevention  of  hernia  and  the  securing  of  primary 
union.  The  essentials  are  closure  of  the  wound  with  nonabsorb- 
able sutures  fastened  outside  of  the  skin  and  subsequently  with- 
drawn. The  writer  uses  No.  23  silver  wire  introduced  on  a  linen 
thread  carrier.  The  closure  of  the  wound  is  effected  as  follows: 
Where  the  peritoneal  opening  is  small,  it  is  closed  with  a  purse-string 
suture  of  fine  silk  or  linen  thread.  This  introduces  a  minimum 
amount  of  suture  material,  and  turns  the  raw  edges  of  the  peritoneum 
outside  of  the  abdominal  cavity,  preventing  intestinal  or  omental 
adhesions.  Longer  incisions  are  closed  with  a  continuous  suture  of 
silver  wire  brought  out  through  the  skin  or  a  buried  one  of  fine 
kangaroo  tendon.  For  the  fascia  a  continuous  mattress  suture  is 
used.  The  free  ends  are  brought  out  through  the  skin,  1  inch 
from  the  angles  of  the  wound,  and  fastened  over  a  roll  of  gauze  to 
the  free  ends  of  the  subcuticular  stitch  uniting  the  skin.  When  the 
fat  is  of  extensive  thickness,  it  is  likewise  brought  together  with  a 
continuous  suture,  emerging  at  the  angles  of  the  wound.  A  sub- 
cuticular suture  brings  the  skin  together.  The  free  ends  are  brought 
out  through  the  skin  1  inch  from  the  angles  of  the  incision  and  on 
the  opposite  side  from  the  ends  of  the  fascial  stitch.  A  small  roll 
of  gauze  is  then  laid  over  the  wound,  the  sutures  given  a  final  tight- 
ening, and  fastened,  skin  ends  to  fascial  ends.  On  the  second  day 
the  dressing  is  taken  down  and  the  roll  of  gauze  cut  in  two  so  as  to 
allow  proper  inspection  of  the  wound.  This  should  be  examined 
every  day  or  so  that  any  effusion  of  serum  or  blood  clots  in  the  wound 
may  be  detected  early  and  liberated  before  the  formation  of  pus 
takes  place.  By  this  precaution  wound  infection  from  the  suppura- 
tion of  an  unabsorbed  effusion  of  blood  clot  will  often  be  avoided. 
The  more  or  less  common  practice  of  not  looking  at  the  wound  for 
nine  or  ten  days,  or  until  an  elevation  of  temperature  and  pulse 
develops,  is  only  too  often  responsible  for  cases  of  secondary 
union.  When  the  elevation  of  temperature  and  pulse  occurs,  pus 
has  formed  and  secondary  union  is  inevitable.  If  infection  should 
occur  in  a  wound  closed  by  the  above  method,  the  sutures  are  un- 
fastened and  the  skin  one  is  withdrawn  to  allow  free  drainage. 
Where  the  infection  extends  under  the  fascia,  the  fascial  suture  is 
not  removed,  but  the  edges  of  the  fascia  are  separated  upon  it  to 
allow  proper  cleansing.  Later,  when  the  infection  has  subsided  and 
union  begun,  traction  on  the  free  ends  of  the  suture  brings  the  fascia 
together.  As  this  suture  is  not  tied  in  the  fascia,  it  does  not  slough 
out,  but  gives  perfect  control  of  the  fascial  flaps  until  removed. 
Thus,  firm  union  of  the  fascia  in  infected  cases  as  well  as  in  clean 
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cases  becomes  possible  without  resort  to  secondary  suturing.  If  the 
case  is  one  of  appendicitis,  where  drainage  has  been  employed,  the 
free  ends  of  the  sutures  are  left  loose  until  the  drain  is  removed,  and 
are  then  tightened.  This  method  snugly  approximates  the  tissues, 
but  does  not  impair  their  nutrition  or  in  any  way  interfere  with  their 
circulation.  Furthermore,  if  at  any  subsequent  time  we  desire  to 
liberate  the  tissues  temporarily  on  account  of  infection  or  secondary 
hemorrhage,  it  is  only  necessary  to  release  the  outside  fastenings. 
Seldom,  if  ever,  has  the  writer  found  it  necessary  to  take  deep  mass 
sutures.  Of  the  tissues  held  by  the  through-and-through  nonab- 
sorbable sutures,  the  fascia  is  the  only  one  of  importance,  and  this, 
in  the  method  described,  is  held  in  closer  and  better  approximation 
with  one  suture  than  is  possible  with  numerous  interrupted  sutures 
enclosing  the  skin  and  muscles  as  well. 

12.  Results  of  Operative  Treatment  of  Cancer  Uteri  in  the  Basle 
Clinic  — Egli  (Correspondmz-Blatt  fur  Schweizer  Aerzte,  1918,  xlviii, 
699)  is  able  to  show  that  Schanta's  vaginal  extirpation  gives  pri- 
mary and  end-results  which  are  superior  to  those  of  the  Wertheim 
operation.  Schanta's  percentage  of  absolute  recovery  is  claimed  as 
21.9  while  in  Basle  it  was  17. n.  However,  not  all  of  the  operations 
were  performed  with  the  full  Schanta  technic.  In  order  to  get 
five-year  figures  cases  in  recent  years  are  not  included  and  hence 
methods  of  radiation  do  not  enter  much  into  the  treatment.  To 
illustrates  the  superiority  of  his  results  the  author  compares  his 
vaginal  figures  with  Kronig's  abdominal  figures.  The  latter's  bad 
results,  as  is  known  influenced  him  to  depend  on  radiation.  The 
actual  number  of  women  living  after  five  years,  out  of  325  women 
who  came  to  the  clinic  with  cancer  uteri,  is  twenty-seven,  the  actual 
number  of  operations  being  165.  The  operative  mortality  is  high, 
23.6  per  cent.  The  author  is  not  satisfied  with  the  results  but 
hopes  that  radiation  will  improve  the  next  series. 

13.  Therapeutic  Use  of  Radium  in  Gynecology. — On  the  basis  of 
100  cases  of  each  class,  J.  G.  Clark  {Surg.,  Gyn.  &  Obst.,  1918,  xxvi, 
619)  reviews  the  results  obtained  by  radiotherapy  in  cases  suffering 
from  profuse  or  irregular  uterine  hemorrhages  induced  by  the  smaller 
myomata,  and  the  so-called  myopathic  hemorrhages  of  benign  origin 
arising  from  muscular  or  vascular  changes  in  uteri  of  women 
approaching  the  menopause,  and  also  in  cases  of  inoperable  cancer  of 
the  cervix,  vagina,  and  external  genitals.  Radium  is  the  treatment 
of  choice  in  all  cases  of  small,  uncomplicated  myomata  in  which 
hemorrhage  is  the  only  symptom.  In  these  and  in  cases  of  myo- 
pathic hemorrhage  almost  100  per  cent,  of  cures  may  be  expected. 
Sufficient  dosage  will  produce  complete  and  permanent  amenorrhea. 
In  young  women  radium  must  be  used  with  the  greatest  caution 
since  it  may  cause  a  premature  menopause.  If  other  measures  have 
failed  in  women  under  thirty  years  of  age,  radium  may  be  employed, 
but  in  small  dosage.  Irregular  bleeding  due  to  pelvic  inflammatory 
disease,  tumors  of  large  size  or  tumors  of  any  size  complicated  by 
disease  of  the  adnexa  or  surrounding  structures,  as  well  as  single 
myomata  in  young  women,  are  to  be  treated  by  appropriate  opera- 
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tion  and  not  by  application  of  radium.  In  no  case  of  uterine  bleed- 
ing should  radium  be  used  without  preliminary  curettage  and  micro- 
scopic examination  of  the  curetings.  Radium  is  applied  at  the 
same  sitting  as  the  curettage.  In  properly  selected  cases  the  im- 
immediate  convalescence  is  uneventful  and  restoration  to  health  is 
complete.  Pelvic  pain  rarely  occurs,  and  as  a  rule  is  of  but  a  few 
days'  duration.  In  the  exceptional  case  leukorrhea  follows  the 
application  of  radium,  but  this  is  not  permanent.  Not  infrequently 
radium  cures  or  diminishes  a  discharge  when  one  is  present.  As  a 
palliative  remedy,  radium  is  the  treatment  par  excellence  in  inoper- 
able cases  of  cancer  of  the  cervix.  In  border-line  cases  in  which 
formerly  the  grave  risks  of  an  operation  were  accepted  in  the  hope 
of  eradicating  the  disease,  radium  is  now  employed,  but  in  the  cer- 
tainly operable  class  the  writer  still  advocates  a  radical  operation. 
In  cancer  of  the  fundus,  even  when  for  advanced,  he  performs  hys- 
terectomy, resorting  to  radiotherapy  only  in  the  face  of  grave  opera- 
tive contraindications. 

14.  Is  Purgation  of  Patients  Before  Operation  Justifiable? — W.  C. 
Alvarez  (Surg.,  Gyn.  &"  Obst.,  1918,  xxvi,  651)  attacks  a  custom 
which  exists  apparently  without  justification.  He  advances  the 
following  reasons  for  avoiding  purgation  of  patients  before  operation. 
Some  of  the  purgatives  owe  their  effects  to  the  fact  that  they  are 
irritant  poisons  that  must  be  removed  quickly  from  the  body. 
Others  act  by  interfering  with  intestinal  absorption  and  by  upsetting 
the  balance  of  salts.  In  either  case  they  bring  about  pathological 
conditions.  The  body  is  weakened,  not  strengthened.  The  dehy- 
dration of  the  body  and  the  upset  in  salt  balance  are  bad,  especially 
before  an  operation  in  which  there  may  be  hemorrhage  and  vomiting. 
With  magnesium  sulphate  there  may  be  an  increased  amount  of 
fluid  in  the  bowel  to  disturb  those  who  want  it  empty.  In  opera- 
tions on  the  colon,  liquid  contents  are  harder  to  control  mechanically 
than  are  solid  masses.  There  is  an  increased  growth  of  bacteria 
after  purgation.  There  is  some  evidence  that  there  is  an  increased 
absorption  of  toxins  and  a  greater  permeability  of  the  mucous  mem- 
brane to  bacteria.  Undigested  food  may  be  carried  down  into  the 
colon  to  supply  increased  pabulum  for  the  bacteria.  By  weakening 
some  parts  of  the  bowel  and  making  others  more  irritable,  the  even 
flow  from  stomach  to  anus  is  rendered  impossible.  Whether  from 
disturbances  of  motility,  in  absorption,  in  the  circulation,  or  in 
bacterial  conditions,  there  is  a  tendency  to  flatulence  and  disten- 
tion. When  the  bowels  must  move  frequently  during  the  night  the 
loss  of  sleep  is  considerable.  The  purgation  is  particularly  trying 
if  the  patient  is  wearing  a  large  cast,  or  has  a  broken  leg  or  other 
painful  lesion  which  makes  each  resort  to  the  bedpan  an  ordeal.  If 
the  patient  should  happen  to  have  some  intestinal  obstruction,  a 
gangrenous  appendix,  a  badly  diseased  Meckel's  diverticulum,  or 
adhesions  forming  around  some  pus,  purgation  may  directly  cause 
death.  Purgation  makes  the  bowel  react  so  poorly  to  drugs  that 
there  may  be  grave  difficulties  in  meeting  postoperative  emergencies. 
Emptying  the  bowel  by  starvation  and  purging  makes  the  resump- 


496  ITEM 

tion  of  colonic  activity  much  more  difficult.  The  colon  must  be 
filled  and  distended  to  a  certain  extent  before  it  will  empty.  The 
fact  that  children  and  nervous  women  will  sometimes  begin  vomiting 
during  the  night,  before  the  operation,  shows  that  the  purge  must 
be  held  responsible  for  some  of  the  postoperative  nausea  and  vomit- 
ing. The  ether  adds  the  finishing  touches  to  what  was  begun  the 
night  before.  It  is  suggested  by  the  writer  that  food  be  given  as 
late  as  possible  before  operation;  that  even  enemas  be  avoided  if  not 
absolutely  necessary;  that  water  and  solid  food  be  given  by  mouth 
as  soon  after  operation  as  possible;  and  that  purgatives  be  avoided 
after  operation  as  well  as  before. 
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AMERICAN    ASSOCIATION    OF    OBSTETRICIANS    AND    GYNECOLOGISTS. 

Thirty-first  Annual  Meeting  will  be  held  at  the  Statler  Hotel, 
Detroit,  Michigan,  on  September  16,  17,  18,  1918. 


THE   VOLUNTEER   MEDICAL    SERVICE    CORPS. 

This  body  was  authorized  January  31,  1918,  by  the  Council  of 
National  Defense  to  include  all  physicians  who  because  of  age,  phys- 
ical disability,  dependents,  and  essential  home  needs  were  not 
eligible  for  service  in  the  Medical  Reserve  Corps.  On  August  5th 
a  change  in  the  scope  of  the  organization  and  its  governing  board 
was  authorized,  making  all  physicians  eligible  who  are  not  already 
commissioned  in  the  Government  service,  but  who  will  agree  to  offer 
their  services  if  required.  By  this  method  all  civilian  physicians 
are  classified  and  registered  and  when  called  upon,  as  little  hardship 
as  possible  will  be  inflicted  on  the  individual.  As  more  than  sixty 
per  cent,  of  the  physicians  of  the  country  will  be  utilized  in  caring 
for  the  industries  at  home  and  the  health  of  the  home  people,  this 
large  percentage  of  necessity  will  be  expected  to  maintain  their  home 
status  and  continue  their  ordinary  professional  work.  For  further 
information  address  the  Council  of  National  Defense,  Volunteer 
Medical  Service  Corps,  Washington,  D.  C. 
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It  is  impossible  to  emphasize  too  greatly  the  importance  of  dealing 
with  the  nervous  element  in  gynecologic  cases.  In  a  very  large 
percentage  of  patients  with  real  or  fancied  pelvic  disease  the  nervous 
disturbance  resulting  therefrom  is  the  conscious  or  unconscious 
stimulus  that  brings  them  to  seek  medical  relief. 

A  connection  between  the  female  genitalia  and  the  nervous  system 
has  been  a  matter  of  interest  from  time  immemorial  as  is  evidenced 
by  the  etymology  of  the  word  hysteria.  In  more  modern  times 
much  has  been  written  on  the  relationship  between  neurology  and 
gynecology,  in  which  there  has  often  appeared  a  spirit  of  antag- 
onism between  the  exponents  of  the  two  specialties.  In  this 
controversy  the  neurologist  has  expressed  a  general  distrust  of 
surgical  operations  from  the  fear  of  postoperative  complications 
resulting  from  the  "nervous  shock"  of  the  operation,  and  points 
out  the  ignorance  of  neurotic  conditions  that  characterizes  the 
average  surgeon. 

The  gynecologist,  on  the  other  hand,  has  criticized  the  timidity 
of  the  neurologist  and  claimed  that  the  latter  allows  many  curable 
lesions  to  go  untreated  and  thereby  delays  or  prevents  the  ultimate 
restoration  of  the  patient  to  health. 

In  recent  times  the  two  specialties  have  shown  an  inclination 
to  meet  on  more  rational  grounds  and  many  of  the  old  misconcep- 
tions and  antagonisms  have  disappeared.  Most  important  of  the 
fallacies  to  give  way  is  the  classical  belief  of  a  specific  mysterious 
connection  between  the  pelvic  organs  and  the  nervous  system,  an 
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idea  which,  as  the  technical  science  of  surgery  progressed,  and 
abdominal  operations  became  comparatively  safe,  resulted  in  the 
orgy  of  castrations  and  mutilations  that  characterized  the  last 
decade  of  the  nineteenth  century.  The  reactions  between  pelvic 
disease  and  the  mind  are  now  regarded  as  entirely  analogous  to 
those  that  take  place  after  disturbances  in  other  parts  of  the  body 
and  to  this  extent  the  field  is  greatly  cleared  for  a  better  understand- 
ing of  our  subject.  We  are,  however,  at  once  met  with  a  serious 
difficulty  in  the  vagueness  of  our  knowledge  of  the  neuroses,  and 
especially  of  their  relationship  to  physical  disabilities.  The  so- 
called  practical  surgeon  is  prone  to  look  upon  the  nervous  mani- 
festations of  his  patients  as  a  sort  of  press-the-button  reflex 
mechanism.  Thus  he  associates  certain  physical  abnormalities  with 
corresponding  nervous  symptoms.  If,  therefore,  in  the  presence 
of  a  familiar  nervous  complex  he  encounters  the  bodily  lesion  with 
which  he  usually  associates  it,  he  immediately  recommends  an  opera- 
tion, without  further  investigation  as  to  whether  the  operation  is 
really  needed  or  not.  A  common  example  of  this  is  seen  in  operating 
for  uterine  retroflexion  in  a  patient  whose  chief  symptom  is  headache. 
The  neurologist  on  the  other  hand  often  contemplates  too  closely 
the  psychological  aspects  of  his  patients.  He  is  chiefly,  and,  of 
course,  rightly  impressed  with  the  influences  of  heredity,  environ- 
ment, childhood  experiences  and  sexual  proclivities.  Absorbed 
in  the  predispositional  factors  of  his  cases  he  tends  to  overlook  the 
important  effect  which  acquired  somatic  discomforts  have  on  the 
psyche  and  often  attempts  to  treat  by  neurological  methods  nervous 
conditions  which  have  their  basis  and  origin  in  remediable  organic 
defects. 

We  must,  therefore,  start  with  the  admission  that  both  gyne- 
cologists and  neurologists  have  failed  in  a  proper  valuation  of  the 
interrelationship  and  reaction  between  mind  and  body. 

It  is  quite  evident  that  from  the  standpoint  of  the  gynecologist 
our  first  duty  in  attacking  the  problem  is  to  become  familiar  with 
present  knowledge  of  the  psychology  of  the  neuroses  and  then  to 
apply  this  knowledge  so  far  as  we  can  in  the  light  of  our  practical 
gynecological  experience. 

The  study  of  modern  neuropsychology  is  one  of  extraordinary 
interest.  Space  permits  us  only  to  allude  to  the  work  which  led 
up  to  the  Freudian  epoch.  Charcot,  Beaunis,  Bernheim,  Flournoy, 
Jault,  Binet,  Prince,  Sidis,  are  a  few  of  the  names  of  those  who 
delved  into  the  realms  of  the  unconscious,  removed  hypnotism  from 
the  occult  and  mysterious,  explained  the  phenomena  of  multiple 


graves:  psychology  applied  to  neuroses  op  gynecology    499 

personality  and  telepathy  and  laid  the  foundation  for  a  better 
understanding  of  hysteria  and  the  neuroses. 

With  the  work  of  Freud  began  a  new  era  for  neurology.  He 
has  made  of  neuro-psychology  a  tangible  science,  stripped  of  meta- 
physical abstractions  and  easily  intelligible  to  the  average  mind. 
The  theories  of  Freud  have  been  so  often  expounded  that  they  are 
now  generally  familiar,  but  for  the  purpose  of  completeness  it  will 
be  necessary  to  outline  them  briefly. 

He  first  demonstrated  that  neurotic  states  are  the  result  of 
disquieting  memories  or  inclinations  often  dating  back  to  childhood, 
which  have  long  been  repressed  into  the  field  of  unconsciousness. 
The  repression  of  the  emotions,  many  of  them  of  a  sexual  nature,  has 
resulted  in  a  continuous  psychic  conflict  of  which  the  patient  is 
unaware  but  which  is  manifested  by  a  train  of  neurotic  symptoms. 
Though  banished  into  the  unconscious  the  painful  memories  are  not 
really  forgotten  since  they  repeatedly  appear  in  dreams,  in  symbolic 
forms  which  the  dreamer  does  not  himself  recognize.  The  interpre- 
tation of  these  dream  symbols,  the  tracing  back  of  the  history  of 
the  neurosis  and  the  revelation  to  the  patient  of  the  origin  of  his 
mental  conflict  constitutes  what  is  called  psychoanalysis.  The 
process  of  psychoanalysis  is  employed  not  only  as  a  means  of  analyz- 
ing the  unconscious  workings  of  the  patient's  mind  but  it  acts  at 
the  same  time  as  a  therapeutic  measure.  For  in  a  successful 
case  the  explanation  of  the  mental  conflict  releases  the  repression 
which  causes  it  and  results  in  a  cure  of  the  neurotic  symptoms. 
Freud  first  sought  to  penetrate  the  unconscious  regions  of  his 
patients'  minds  by  means  of  hypnosis  but  finding  this  an  uncertain 
and  sometimes  dangerous  method,  he  discovered  that  he  could  ac- 
complish the  same  results  even  more  accurately  by  a  study  of  dreams. 
Freud's  greatest  contribution  has  been  his  demonstration  of  the 
immense  importance  of  dream  thought  and  his  interpretation 
of  dream  symbolism. 

He  was  able  to  show  that  during  sleep,  that  is  to  say,  during  cessa- 
tion of  conscious  thought,  the  unconscious  but  real  mental  character 
of  the  individual  comes  to  the  surface  as  a  series  of  wishes,  which, 
however,  are  symbolically  disguised  in  such  a  manner  as  to  deceive 
the  sleeper.  The  disguised  form  of  the  dream  is  a  provision  of 
nature  to  safeguard  sleep  from  disturbing  emotions.  To  the  indi- 
vidual a  remembered  dream  is  a  meaningless,  absurd  and  even 
amusing  succession  of  ideas.  To  the  psychoanalyst  it  may  reveal 
the  most  important  traits  of  character,  which  during  conscious- 
ness are  completely  repressed.     On  account  of  the  sexual  trend  of 
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most  dream  wishes,  Freud  concluded  that  the  motivating  force  of 
the  unconscious  is  of  a  sexual  nature  and  therefore  termed  this  force 
the  libido.  He  conceived  of  the  libido  as  a  bundle  of  impulses,  the 
components  of  which  originally  contain  not  only  the  normal  sexual 
instinct  but  a  so  the  abnormal  such  as  are  represented  by  the  various 
forms  of  perversion.  In  the  normal  individual  the  surplus  libido 
becomes  converted  into  higher  forms  of  energy,  or  as  Freud  terms  it, 
"sublimated"  and  finds  its  most  complete  productivity  in  the 
achievements  of  literature,  art,  statesmanship,  invention,  military 
valor,  etc.  Under  abnormal  conditions  such  as  hereditary  predis- 
position, or  unfavorable  environment  the  perverse  components  of 
the  libido  may  in  childhood  develop  as  such  to  a  certain  extent  and 
then  become  repressed.  Such  a  repression  produces  a  permanent 
psychic  conflict  in  the  unconscious  mind,  which  sooner  or  later  is 
manifested  by  neurotic  symptoms.  Such  then  is  Freud's  theory  of 
the  neuroses.  It  may  be  said  that  his  ideas  of  repression,  the  psychic 
conflict,  the  symbolism  of  dreams  and  the  value  of  psychoanalysis 
are  almost  universally  accepted  and  have  formed  the  permanent 
basis  of  a  new  psychology.  The  Freudian  conception  of  the  libido, 
however,  is  by  no  means  a  matter  of  universal  acceptance.  Even 
his  closest  followers  treat  the  libido  apologetically  and  have  sought 
to  broaden  its  significance  to  such  an  extent  that  it  has  now  come  to 
be  regarded  as  synonymous  with  such  terms  as  "wish,"  "love," 
"energic  force,"  "impulse,"  etc. 

The  study  of  Freud  gives  one  a  fresh  insight  into  human  character 
and  lends  a  new  zest  to  the  study  of  the  psychological  phases  of  our 
patients,  but  when  we  attempt  to  apply  his  theory  of  the  neuroses  to 
the  practical  treatment  of  the  nervous  conditions  ordinarily  encoun- 
tered in  our  specialty  we  meet  with  disappointment.  Doubtless 
many  neuroses,  especially  those  of  the  severer  type  have  their 
origin  in  the  repressed  sexual  inclinations  of  childhood  but  these 
represent  only  a  specific  class  of  nervous  individuals.  Search  as  we 
may  in  the  literature  of  Freud  we  can  find  only  the  barest  allusion 
to  the  neuroses  which  have  their  basis  in  organic  disabilities.  It  is 
this  class  of  neurotics  that  the  gynecologist  meets  and  must  treat 
and  to  them  the  Freudian  formula  pertains  only  remotely  or  not  at 
all. 

Among  psychoanalysts  who,  though  accepting  many  of  the  funda- 
mental doctrines  of  Freud's  system,  have  diverged  from  him  in 
certain  important  conclusions,  is  Alfred  Adler,  who  has  elaborated 
a  theory  of  the  mechanism  of  the  neurotic  constitution  which  as  we 
shall  see  may  be  modified  to  explain  the  gynecological  neuroses. 
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Adler  discards  the  idea  of  the  libido  as  the  sole  motivating  force 
of  human  actions  and  says,  "To  ascribe  the  whole  directing  force 
to  sexuality  as  Freud  does,  or  what  is  for  him  the  same  thing,  to  the 
libido,  to  ascribe  this  whole  influence  to  nothing  but  love,  is  a  viola- 
tion of  logical  thinking  itself,  a  fiction  of  a  bad  sort,  which  when 
accepted  as  a  dogma  must  lead  to  great  contradictions  and  confusion 
of  concepts  because  it  contrasts  altogether  too  much  with  reality." 

In  place  of  the  libido  Adler  substitutes  as  the  directing  force  the 
"ideal  of  personal  importance,"  a  concept  which  he  expresses  in 
many  different  ways.  It  is  the  instinct  which  impels  the  individual 
to  be  above  instead  of  beneath,  to  be  manly  instead  of  effeminate, 
to  be  the  dominating  factor  in  his  surroundings.  It  is  the  impulse 
which  is  ever  craving  and  striving  to  "maximate  the  ego-conscious- 
ness." It  is  the  force  which  directs  ambition  and  which,  when 
properly  guided  and  adapted  to  reality,  produces  the  highest  human 
accomplishments.  Thus  Adler  is  essentially  a  disciple  of  Nietsche 
whose  dogma  of  the  "will  to  power  and  to  seem"  is  analogous  to  the 
"ideal  of  personal  importance."  Adler's  application  of  this  theory 
of  motivation  to  an  explanation  of  the  neuroses  is  interesting  and 
for  the  most  part  convincing,  though  he  too  in  his  effort  to  solve 
everything  by  a  single  formula  meets  contradictions  from  which  he 
extricates  himself  with  true  Freudian  ingenuity. 

Like  Freud  he  dates  the  neurotic  constitution  back  to  childhood 
and  finds  its  causation  in  a  thwarting  of  the  ego-consciousness  by 
organic  defects  which  produce  in  the  child  a  sense  of  inferiority. 
Examples  of  these  somatic  deficiencies  are  strabismus,  defects  of 
speech  and  hearing,  affections  of  the  sensory,  respiratory  and  di- 
gestive organs,  ugliness  and  deformities,  nevi,  enuresis,  malformed  or 
hypoplastic  genitals,  etc.  Under  the  painful  consciousness  of 
inferiority  and  insecurity  which  these  defects  inspire,  the  craving 
for  personal  importance  is  violently  stimulated,  with  varying 
results.  In  some  the  impulse  may  take  a  purposeful  goal  and  result 
in  overcompensation,  even  in  the  development  of  the  inferior  organ. 
In  this  class  may  be  mentioned  several  famous  examples.  Ann  tte 
Kellerman  was  a  partial  cripple  as  a  child  and  was  set  to  swimming  to 
develop  an  imperfect  physique.  Sandow,  a  weakling  in  his  child- 
hood, early  began  exercise  with  heavy  weights  in  order  to  make 
himself  as  strong  as  other  boys.  Page,  a  world's  record  high-jumper, 
took  up  jumping  to  strengthen  the  weak  legs  of  which  he  was 
ashamed. 

A  more  common  form  of  overcompensation  in  cases  of  organic 
deficiency  is  seen  where  the  craving  for  superiority  asserts  itself 
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not  in  correcting  the  defective  organ  but  in  establishing  domination  in 
other  directions.  This  is  undoubtedly  in  many  cases  a  most  power- 
ful incentive  in  ambition  as  is  exemplified  in  certain  famous  men 
such  as  Caesar,  Napoleon,  Byron,  Rousseau,  Voltaire  and  many 
others.  In  these  cases  the  painful  sense  of  inferiority  in  one  direc- 
tion is  relieved  by  the  feeling  of  superiority  gained  in  another.  In 
them  the  strife  for  domination  has  a  legitimate  goal  and  in  general 
acts  in  harmony  with  reality. 

In  the  uncompensated  case,  however,  the  result  is  different.  The 
desire  for  domination  does  not  follow  along  some  purposeful  guiding 
line  but  avoids  the  responsibility  of  decisive  action  and  seeks  only 
palliative  measures  to  relieve  the  pain  of  the  sense  of  incompleteness. 
In  this  way  are  laid  the  foundations  of  those  traits  which  character- 
ize the  neurotic  through  life. 

The  neurotic  individual  is  thus  an  ineffective.  Irritated  by  the 
ever-goading  desire  to  elevate  his  ego-consciousness  he  lives  in  a 
constant  torment  of  insecurity  and  uncertainty.  Happiness  and 
contentment  are  for  him  impossible.  The  painful  feeling  of  in- 
feriority is  assuaged  by  all  sorts  of  fictitious  devices  for  securing 
the  solace  of  temporary  domination.  Under  the  protection  of  family 
ties,  the  neurotic  becomes  a  torture  to  his  immediate  circle  of 
friends  and  relatives.  Vindictive  rage  at  fancied  slights,  jealous 
outbursts,  obstinacy,  querulousness,  constant  criticism  enable  the 
neurotic  to  occupy  continually  the  center  of  the  domestic  stage  and 
to  attain  the  personal  importance  which  he  craves.  Women  of 
this  type  often  show  an  aggressive  interest  in  antivivisectionism, 
charity,  prevention  of  cruelty  to  animals,  and  universal  suffrage, 
yet  they  may  exhibit  in  the  family  a  tormenting  cruelty.  The  neu- 
rotic child  soon  learns  the  value  of  sickness  as  a  means  of  securing 
the  sympathy  and  concern  of  the  household.  This  subterfuge  re- 
peatedly resorted  to  becomes  in  time  a  neurotic  habit  and  in  the  de- 
veloped neurotic  appears  in  such  forms  as  headaches,  neuralgias, 
abdominal  crises,  fainting  spells,  etc.,  which  come  instantly  to  the 
rescue  when  opposition  is  encountered  or  on  the  dreaded  occasions 
that  require  decisions,  responsibilities,  and  the  performance  of  dis- 
agreeable duties. 

Jealousy  and  the  habitual  disparagement  of  others  always  indicate 
a  sense  of  inferiority  and  are  two  of  the  most  common  and  at  the 
same  time  most  sinister  traits  of  the  neurotic  constitution. 

These  few  examples  of  neurotic  character  traits  are  sufficient  to 
illustrate  Adler's  conception  of  the  causation  and  mechanism  of 
the  neuroses.     According  to  this  theory  they  become  established 
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in  childhood,  they  represent  a  mental  conflict  though  not  strictly 
in  the  Freudian  sense;  they  appear  in  dreams,  as  wishes  symbolically 
clothed ;  and  they  are  capable  of  diagnosis  and  cure  by  psychoanaly- 
sis. Hence  the  systems  of  Freud  and  Adler  differ  chiefly  in  their 
conception  of  the  motivating  force,  the  misdirection  of  which  leads 
to  the  neuroses. 

As  we  have  already  intimated  the  theory  of  Adler  is  more  intel- 
ligible, more  in  accord  with  reality  and  applicable  without  contra- 
dictions to  a  far  wider  class  of  cases.  Certainly  it  constitutes  a  much 
more  workable  hypothesis  for  the  explanation  of  the  gynecological 
neuroses  to  which  we  must  now  direct  our  attention. 

If  we  observe  the  neurotic  patients  who  consult  us  we  may  roughly 
classify  them  into  two  main  groups.  The  first  smaller  group  consists 
of  those  who  typify  the  essential  neurotic  constitution.  They  either 
have  no  pelvic  abnormality  or  if  one  is  present  it  may  be  shown  to 
have  no  relationship  to  the  nervous  condition  of  the  patient.  These 
patients  when  they  consult  a  gynecologist  are  usually  sent  by  a 
despairing  general  practitioner,  sometimes  even  by  a  neurologist 
with  the  vague  hope  that  an  unsuspected  pelvic  lesion  may  be  found, 
the  rectification  of  which  may  assist  in  curing  the  neurotic  condition. 
We  will  for  the  sake  of  convenience  classify  patients  of  this  type  as 
"primary  neurotics."  They  are  purely  neurological  cases  in  that 
their  neuroses  date  back  to  childhood  and  are  not  dependent  on 
acquired  physical  disabilities.  To  them  gynecological  "meddling" 
is  particularly  harmful.  They  belong  exclusively  to  the  neurologist 
and  psychoanalyst.  The  gynecologist,  however,  should  study  these 
primary  neurotics  with  the  closest  attention,  not  for  the  sake  of  treat- 
ing them  but  for  the  purpose  rather  of  recognizing  them  accurately 
and  of  excluding  them  from  attempts  at  gynecologic  treatment.  To 
this  end  a  familiarity  with  the  teachings  of  the  modern  school  of 
neurology  is  of  inestimable  importance. 

The  second  group  of  neurotics  encountered  in  gynecologic  practice 
comprises  that  large  number  of  patients  in  whom  neurotic  symptoms 
ensue  or  are  greatly  exaggerated  on  the  acquisition  of  some  pelvic 
lesion.  Nervous  conditions  of  this  type  we  will  designate  as  "sec- 
ondary" or  acquired  neuroses.  Such  secondary  neuroses  are  by 
no  means  peculiar  to  pelvic  disturbances  for  they  may  follow  ac- 
quired affections  in  any  part  of  the  body.  The  field  of  pelvic  pa- 
thology is,  however,  especially  well  adapted  to  their  study  partly 
because  of  the  great  frequency  of  lesions  in  this  region  and  partly 
because  of  a  certain  constancy  and  definiteness  in  the  sequence  of 
neurotic  symptoms  upon  these  lesions. 
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Neurologists  have  paid  scant  attention  to  acquired  neuroses  and 
in  fact  it  is  doubtful  if  they  would  admit  the  propriety  of  using  the 
term  in  the  sense  in  which  we  have  employed  it.  Walthard  ex- 
presses the  general  attitude  toward  the  subject  as  follows: 

"Material  disease  of  the  genitals  themselves,  attended  with  acute 
loss  of  blood  or  with  intoxication,  may,  of  course,  bring  about  psychic 
disturbances  in  those  so  predisposed,  disturbances  which  would  not 
have  happened  to  them  in  health.  They  are  like  the  other  influences 
of  every-day  life — disturbances  of  temper,  suppressed  sexual  feeling, 
acute  infectious  diseases,  and  intoxications — and  are  to  be  regarded 
as  opportunities  which  inaugurate  the  psychic  symptoms  in  those  so 
predisposed.  The  primary  predisposing  factor  is  the  psychoneurosis 
resulting  from  birth  and  breeding.'' 

It  is  evident  that  we  are  not  justified  in  assuming  the  existence 
of  secondary  or  acquired  neuroses  without  some  rational  basis  of 
support,  and  this  we  shall  attempt  to  construct. 

Let  us  take  a  typical  example  of  an  acquired  neurosis.  A  woman 
of  good  hereditary  antecedents,  with  the  history  of  a  normal  un- 
spoiled childhood  and  adolescence,  active,  cheerful  and  in  robust 
health,  is  happily  married  and  bears  children.  At  the  birth  of  her 
first  child  she  suffers  various  obstetrical  traumatisms  which  in  the 
course  of  several  months  result  in  a  prolapse  of  the  uterus  and  vaginal 
walls.  The  usual  symptoms  ensue — pelvic  pressure,  backache, 
exhaustion,  menstrual  irregularities,  leukorrhea,  etc.  At  the  same 
time  there  takes  place  in  the  patient's  disposition  a  marked  change 
which  becomes  progressively  exaggerated,  especially  if  more  children 
are  born.  The  physical  appearance  of  the  patient  becomes  altered. 
The  countenance  assumes  an  anxious,  worried  expression  and  per- 
sonal attractiveness  is  diminished.  In  the  family  circle  the  patient 
becomes  a  suspicious,  irritable  wife  and  an  unreasonable  ill-tempered 
mother.  The  patient  seeks  medical  advice  and  a  successful  recon- 
structive operation  is  performed.  As  convalescence  progresses, 
with  a  disappearance  of  the  constant  pelvic  discomfort,  and  as  the 
patient  comes  to  a  realization  that  her  bodily  integrity  has  been  re- 
stored the  character  complex  is  completely  reversed  and  the  patient 
resumes  again  her  former  attitude  of  purposeful  and  cheerful 
contentment. 

If  this  picture  has  not  been  overdrawn,  and  repeated  experience 
shows  that  it  has  not  been,  we  see  how  a  normal  woman  may,  under 
the  influence  of  an  acquired  bodily  defect  develop  a  state  of  mind 
exactly  equivalent  to,  and  to  all  intents  and  purposes  identical 
with,  the  neuroses  which  are  described  by  the  psychoanalysts  as 
having  originated  in  childhood  experiences. 
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The  neurosis  in  this  case  cannot  easily  be  explained  by  the 
Freudian  theory  of  childhood  repression.  For  even  if  by  a  stretch 
of  the  imagination  we  grant  that  the  neurosis  really  dated  back  to 
childhood  but  was  not  precipitated  into  expression  until  so  late 
a  period  as  the  birth  of  the  first  child,  it  could  hardly  have  been 
cured  by  a  surgical  operation,  for  neuroses  of  such  a  nature  can 
only  be  cured  by  psychoanalysis,  a  form  of  treatment  which  the 
patient  did  not  receive.  Nor  is  it  probable  that  the  neurosis  was 
due  to  a  concomitant  sexual  repression  for  it  was  inaugurated  at 
a  period  in  the  patient's  life  when  the  sexual  impulse  was  least 
likely  to  be  repressed. 

If,  on  the  other  hand,  we  turn  to  Adler's  theory  of  the  neuroses, 
we  find  a  more  logical  basis  for  the  explanation  of  the  case  in  hand. 
According  to  this  theory  as  we  have  pointed  out  at  length,  the 
neurotic  constitution  is  determined  in  childhood  by  an  uncom- 
pensated sense  of  inferiority  resulting  from  organic  defect.  If 
we  accept  this  theory,  and  we  can  see  no  good  reason  for  not  accept- 
ing it,  is  it  not  entirely  logical  to  suppose  that  even  in  the  third 
or  fourth  decade  of  life  a  mental  reaction  similar  to  that  of  the 
childhood  neurotic  might  ensue  upon  the  acquisition  of  a  bodily 
defect  such  as  results  for  example  from  the  traumatisms  of  child- 
birth?    We  would  therefore  explain  the  case  in  the  following  way. 

A  normal  woman  finds  herself  afflicted  with  an  acquired  bodily 
defect  which  gives  her  continuous  discomfort,  depletes  her  strength 
and  depreciates  her  self-respect.  Constantly  reminded  of  her 
weakness,  she  suffers  a  consciousness  of  inferiority  and  of  incom- 
pleteness, which  she  is  unable  to  compensate,  either  from  lack  of 
will  power,  or  of  intelligence,  or  perhaps  from  certain  environ- 
mental obstacles.  Thus  she  has  a  sense  of  being  "beneath"  and 
goaded  by  the  instinctive  impulse  to  elevate  the  ego-consciousness 
she  adopts  the  expedients  characteristic  of  all  neurotics. 

In  other  words,  the  adult  patient  follows  along  the  same  guiding 
line  which  directs  the  child  who  reacts  neurotically  to  a  congenital 
organic  inferiority. 

It  might  be  objected  that  in  the  case  cited  we  are  not  actually 
dealing  with  a  purely  secondary  neurosis,  but  that  the  patient 
in  question  had  always  had  a  neurotic  predisposition  which  found 
expression  only  after  the  unfortunate  trauma  to  her  genital  system. 
It  might  be  said  that  a  careful  psychoanalysis  would  have  revealed 
important  repressions  and  mental  conflicts  in  the  Freudian  sense 
and  that  the  resulting  nervous  symptoms  had  long  remained  latent 
or  consciously  controlled,  only  to  break  out  when  a  favorable  op- 
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portunity  offered.  Such  an  objection  is  more  of  psychological 
than  of  practical  clinical  value.  A  complete  consideration  of  it 
would  involve  the  question  of  what  constitutes  a  neurotic  predis- 
position. Is  such  a  predisposition  a  hereditary  or  an  environ- 
mental factor,  or  a  habit  resulting  from  childhood  fixation?  It  may 
truthfully  be  said  that  in  a  certain  sense  the  nervous  predisposition 
is  a  physiological  attribute  of  every  human  being.  Even  the 
sanest  individual  has  his  repressions  and  mental  conflicts.  Not 
only  does  everyone  pass  through  certain  neurotic  periods  of  uncer- 
tainty during  his  life,  but  they  are  at  least  momentarily  of  almost 
daily  occurrence.  The  neurotic  symptoms  are  due  to  a  thwarting 
or  lack  of  compensation  of  the  ego-impulse.  The  predisposition 
to  neurosis  is  nothing  more  nor  less  than  the  ego-impulse  itself, 
or  in  Freudian  terms  the  libido,  and  is  common  to  all  sentient  beings. 

The  subject  of  predisposition  leads  us  to-  the  consideration  of 
another  type  of  gynecological  neurotic,  which  is  represented  by 
patients  who  have  a  well-established  neurotic  constitution  and  in 
whom  the  nervous  symptoms  have  been  greatly  intensified  by 
acquiring  some  chronic  gynecologic  disability  such  as  prolapse, 
pelvic  inflammatory  disease,  urinary  or  fecal  incontinence,  slow- 
growing  tumors,  uterine  displacements,  etc.  These  patients  con- 
stitute a  very  important  class  for  it  includes  not  only  ordinary 
neurotics  but  also  those  who  exhibit  true  psychoses.  Patients 
of  this  class  we  will  designate  as  combined  primary  and  secondary 
neurotics.  In  treating  them  the  question  of  performing  gynecologi- 
cal operations  is  a  still  more  mooted  point,  especially  with  the 
neurologist  and  general  practitioner  who  ever  stand  in  fear  of 
the  bugbear  of  "postoperative  nervous  shock."  The  responsibility 
of  the  gynecologist  rests  primarily  in  making  an  accurate  diagnosis 
of  the  relationship  of  the  pelvic  affection  to  the  neurotic  symptoms. 
It  requires  a  comprehensive  knowledge  of  neurotic  symptomatology, 
and  an  intelligent  and  sympathetic  inquiry  into  the  mental  attitude 
of  the  patient  toward  her  disability.  When  once  it  has  been  estab- 
lished that  the  existence  of  the  pelvic  lesion  is  definitely  producing 
in  the  patient's  mind  a  sense  of  physical  incompleteness  the  next 
duty  of  the  surgeon  is  to  perform  such  an  operation  as  will  restore 
the  patient  to  somatic  integrity.  If  this  is  skilfully  and  completely 
done  there  need  be  no  fears  of  "postoperative  nervous  shock,"  but 
on  the  other  hand  a  relief  of  nervous  symptoms  may  be  confidently 
expected. 

244  Marlboro  Street. 
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THE  INDICATIONS  AND  LIMITATIONS  OF  THE  INDUC- 
TION OF  LABOR.* 

BY 
RICHARD   C.  NORRIS,  M.  D., 

Philadelphia,  Pa. 

With  an  experience  of  several  hundred  cases  of  induced  labor  it  is 
my  conviction  that  the  termination  of  a  pregnancy  after  fetal  via- 
bility for  grave  systemic  diseases  of  the  mother  associated  with  preg- 
nancy, for  diseases  or  accidents  of  the  product  of  conception,  and 
for  serious  disproportion  in  size  between  the  fetus  and  the  pelvis, 
is  becoming  more  and  more  restricted  to  an  ever-decreasing  propor- 
tion of  cases.  There  remain,  however,  several  important  indications 
for  which  it  should  be  more  frequently  used. 

The  worth  while  termination  of  pregnancy  for  grave  diseases  of 
the  nervous  system  such  as  chorea  major  or  insanity,  for  early  toxe- 
mia as  hyperemesis,  for  uncompensated  cardiac  diseases,  for  tuber- 
culosis, for  pernicious  anemia  etc.,  is  distinctly  an  early  operation. 

The  tendency  now  is  to  induce  abortion  for  these  grave  cases  and 
not  to  delay  until  pregnancy  has  advanced  and  the  prospect  of  real 
relief  denied  the  patient.  I  cannot  beiieve  that  more  ready  assent 
to  early  termination  of  pregnancy  is  due  to  a  blunted  moral  sense, 
but  rather  to  a  better  knowledge  of  the  failure  in  these  cases  that 
follows  delay.  This  does  not  mean  that  the  induction  of  abortion 
is  to  be  lightly  undertaken.  It  must  be  warranted  by  knowledge 
of  the  clinical  course  of  neglected  cases,  by  accurate  diagnosis  of 
the  extent  and  growth  of  the  disease,  which  often  can  only  be  de- 
termined by  the  expert  in  clinical  diagnosis  and  not  by  the  obste- 
trician. These  statements  are  especially  applicable  to  tuberculosis, 
diabetes,  heart  disease  with  broken  compensation,  chronic  Bright's 
disease,  insanity  and  chorea  major,  and  sometimes  to  multiple 
neuritis,  and  impetigo  herpetiformis. 

While  the  topic  assigned  to  me  in  this  discussion  refers  to  terminat- 
ing pregnancy  at  a  late  period,  a  very  brief  review  of  some  of  the  more 
important  early  complications  will  be  mentioned. 

Tuberculosis,  of  these  diseases,  is  perhaps,  the  one  most  debated. 
Late  termination  has  little  effect  upon  the  course  of  this  disease. 

*  Read  as  part  of  a  symposium  on  obstetrics,  Philadelphia  County  Med. 
Society,  May  8,  1918. 
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Prior  to  the  third  month  the  best  results  have  been  noted.  Preg- 
nancy occurring  in  a  woman  with  recently  contracted  tuberculosis 
usually  should  be  terminated.  When  the  disease  has  been  arrested 
for  several  years  pregnancy  may  continue,  safeguarded,  however, 
by  modern  methods  of  treatment.  When  the  lesion  is  acute,  with 
temperature  and  cough,  and  especially  if  laryngeal  involvement  is 
present,  the  pregnancy  should  be  terminated  and  in  most  cases 
sterilization  of  the  patient  is  indicated.  If  one  is  justified,  so  usually 
is  the  other.  When  the  patient  is  first  seen  in  the  latter  months, 
if  the  disease  is  rapidly  advancing  and  the  child  viable,  its  interests, 
not  the  mother's  may  indicate  induction  of  premature  labor. 

Chronic  Brig/it's  Disease. — In  grave  cases,  spontaneous  abortion 
is  the  rule.  Mild  cases  require  constant  watching  and  very  fre- 
quently the  interruption  of  pregnancy  is  indicated. 

Diabetes. — The  high  maternal  mortality  (about  50  per  cent.), 
and  the  higher  infant  death  rate  point  to  the  necessity  for  early 
induced  abortion  in  all  cases  of  true  diabetes. 

Eydatcd  Mole. — Pregnancy  should  be  terminated  so  soon  as  the 
diagnosis  has  been  made  and  the  relation  of  chorioepithelioma  to 
this  disease  warrants  keeping  the  patient  under  observation  after 
emptying  the  uterus. 

Acute  Hydramnion. — Dyspnea  and  marked  interference  with  the 
circulation  indicate  the  necessity  for  terminating  pregnancy  at  any 
period. 

Pyelitis. — When  the  fetus  is  viable,  if  ureteral  and  kidney-pelvis 
irrigations  with  one  of  the  silver  preparations  fail  to  promptly  re- 
lieve the  patient,  labor  should  be  induced  to  avoid  suppurative 
pyelonephritis.  If  there  are  signs  of  the  latter,  nephrectomy  is 
indicated. 

Insanity. — The  family  history,  the  failure  of  eliminative  and  seda- 
tive treatment,  and  especially  cases  with  suicidal  mania,  will 
usually  justify  the  termination  of  pregnancy. 

In  the  last  5000  consecutive  deliveries  at  the  Preston  Retreat, 
labor  has  been  induced  140  times  (2.8  per  cent.),  for  the  following 
indications: 


Pelvic  deformity 83  cases  (1.6  per  cent.) 

Toxemia  of  pregnancy 36  cases  (0.7  per  cent.)  (1  in  27) 

Prolongation  of  pregnancy 15  cases  (0.3  per  cent.; 

Goiter  (exophthalmic) 1  case 

Grave  cardiac  disease 3  cases 

Acute  hydramnion 1  case 

Fetal  death 1  case 
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There  has  been  no  maternal  mortality.  In  2200  cases  of  induced 
labor,  Sarwey  found  the  maternal  mortality  1.4  per  cent.;  0.6  per 
cent,  due  to  infection  following  the  operation. 

Pelvic  Deformity. — The  important  factors  to  be  considered  and 
their  relation  to  each  other  in  any  case  are: 

1.  Size  and  shape  of  pelvis. 

2.  Relative  size  and  compressibility  of  fetal  head. 

3.  The  duration  of  pregnancy  or  the  period  at  which  labor  is  to  be 
induced. 

4.  The  probable  uterine  energy  or  obstetric  efficiency  of  the  patient. 

Labor  should  never  be  induced  in  a  pelvis  with  a  conjugate  less 
than  8.5  cm.  and  this  minimum  should  be  accompanied  by  a  small 
child.  Conjugate  diameters  in  primiparag  in  this  range  of  pelvic 
narrowing  are  accurately  measured  only  with  the  patient  momenta- 
rily anesthetized.  The  biparietal  diameter  of  the  average  fetus  at 
term  measures  9.25  cm.;  at  the  eighth  month,  8.25  cm. —  measure- 
ments that  serve  only  as  a  guide.  Manual  methods  of  studying 
the  relative  size  of  head  to  pelvis  are  all  uncertain,  depend  almost 
entirely  upon  individual  skill  and  experience,  and  do  not  determine 
a  most  important  factor,  the  degree  of  compressibility  of  the  fetal 
head.  Measurement  of  the  occipitofrontal  diameter  through  the 
abdominal  wall  with  a  pelvimeter  and  from  that  measurement  es- 
timating the  bitemporal  diameter  of  the  fetus  has  little  practical 
value.  The  period  of  pregnancy  for  induction  of  labor  for  pelvic 
contraction  should  never  be  earlier  than  the  thirty-seventh  week, 
i.e.,  three  weeks  prior  to  term  and  often  two  weeks  will  be  better. 
A  careful  study  of  the  patient's  menstrual  history  and  the  date  of 
quickening  will  usually  avoid  the  error  of  inducing  labor  too 
early.  The  uterine  energy  and  efficiency  of  multipara?  will  be 
indicated  by  the  history  of  the  previous  labor  or  labors.  This 
problem  in  primiparae  with  rigid  soft  tissues  is  very  difficult,  yet 
highly  important.  The  efficiency  of  the  nervous  system  to  prop- 
erly energize  the  uterus  and  to  withstand  the  expenditure  of  nervous 
energy  required  for  labor  under  any  circumstances,  may  be  a  most 
important  factor  in  the  outcome  of  any  case  of  obstructed  labor. 
Women  who  first  conceive  several  years  later  than  usual  after  mar- 
riage, who  have  passed  the  age  of  thirty,  whose  histories  point  to 
functional  inefficiency  in  their  physiology  and  who  have  the  stigmata 
of  a  neurotic,  hypoplastic  nervous  system,  which  has  hitherto  handi- 
capped them  in  their  body  functions,  are  prone  to  be  obstetrically 
inefficient.     Their  uteri  fail  to  respond  to  the  ordinary  means  of 
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inducing  labor.  Bougie,  bags,  even  when  assisted  by  small  and 
frequently  repeated  doses  of  pituitrin,  fail  to  bring  on  active  labor. 
Their  infants  frequently  perish  from  the  operative  measures  that  are 
necessary  after  many  hours  of  delayed  labor,  which  has  used  up  the 
woman's  reserve  nerve  force  and  sometimes  leaves  her  a  nervous 
bankrupt.  If  that  class  of  cases  could  always  be  recognized  with 
certainty  prior  to  a  test  of  labor,  Cesarean  section  would  properly 
replace  induction  of  labor  for  the  lesser  degrees  of  pelvic  narrowing 
in  that  type  and  would  offer  better  final  results  for  both  mother  and 
child.  Therefore  instrumental  delivery  after  inducing  labor  should 
be  avoided  if  possible  and  always  delayed  until  the  head  is  well 
fixed  and  moulded.  Of  the  eighty-three  cases  of  induced  labor  re- 
ferred to  in  the  above  table,  the  larger  number  occurred  in  the  series 
during  a  period  when  induced  labor  or  high  forceps  or  nature's 
unaided  efforts  were  employed  for  a  degree  of  pelvic  narrowing  for 
which,  in  more  recent  years,  Cesarean  section  has  been  the  operation 
of  choice. 

The  following  table,  comprising  2484  consecutive  cases  during 
the  period  from  1905  to  191 7,  indicates  the  great  saving  of  infant 
life  by  confining  the  induction  of  labor  to  the  lower  degrees  of  pelvic 
deformity  and  resorting  to  elective  Cesarean  section  for  cases  with 
conjugates  below  8.5  cm.  with  infants  of  average  or  above  the 
average  size 
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Contrasting  the  two  series  of  cases  in  the  above  table,  it  will  be 
noted  that  in  the  first  series,  high  forceps  were  frequently  employed 
and  had  a  fetal  mortality  of  28  per  cent.  Induction  of  labor 
reduced  the  number  of  high  forceps  cases,  and  in  those  in  which  for- 
ceps was  required  after  inducing  labor,  the  mortality  of  the  infants 
fell  to  14  per  cent.  The  total  infant  mortality  in  the  periods  named 
from  all  causes  was  5.4  per  cent. 
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In  the  second  series  the  marked  reduction  in  the  number  of  high 
forceps  is  to  be  noted.  The  number  of  induced  labors  also  decreased, 
having  been  restricted  to  the  lesser  degrees  of  pelvic  contraction 
(conjugates  above  8.5  cm.).  This  operation  in  that  class  made 
high  forceps  operations  wholly  unnecessary  and  the  fetal  mortality 
entirely  disappeared.  In  the  second  series  the  number  of  Cesarean 
sections  increased  iqo  per  cent.,  the  proportion  of  high  forceps  was 
reduced  87.5  per  cent.,  the  proportion  of  induced  labors  about  45  per 
cent,  and  the  total  infant  mortality  was  reduced  almost  94  per  cent., 
only  one  infant  having  been  lost  in  thirty-six  operative  cases  for 
pelvic  deformity.  There  were  five  high  forceps,  fourteen  induced 
labors  and  nineteen  Cesarean  sections  in  this  group  of  1206  patients. 
In  the  combined  series  (2484  cases)  there  were  no  maternal  deaths 
among  the  high  forceps  or  induced  labors.  One  of  the  Cesarean 
cases  died  from  acute  gastric  dilatation.*  Only  two  deaths  from 
this  cause  have  been  observed  in  my  entire  experience  in  abdominal 
surgery  in  several  hospitals. 

These  figures  indicate  how  my  views  have  changed  with  my  ex- 
perience. Induced  labor  yet  has  a  distinct  field  of  usefulness  for 
pelvic  contraction  but  it  should  be  restricted  to  conjugates  above 
8.5  cm.  and  most  frequently  to  multipara;  with  histories  of  difficult 
labors  and  lost  babies.  Primiparae  with  conjugates  below  8.5  cm., 
unless  the  fetus  is  distinctly  undersize  are  best  treated  by  Cesarean 
section.  This  is  my  present  practice  at  the  Preston  Retreat. 
The  proportion  of  Cesarean  sections  has  increased  for  the  higher 
grades  of  pelvic  contraction  and  the  induced  labors  have  increased  for 
the  lesser  degrees. 

There  were  thirty-six  cases  of  pregnancy  toxemia  sufficiently  grave 
to  induce  labor  (preeclamptic  state).  There  were  other  grades  that 
either  responded  to  eliminative  treatment  or  went  into  premature 
labor  from  that  treatment.  Of  these  thirty-six  cases,  seven  de- 
veloped eclampsia,  twenty-nine  did  not.  There  were  in  this  group  of 
patients  (5000)  twenty-three  cases  of  eclampsia,  making  a  total  of 
fifty-two  grave  cases  of  toxemia,  i.e.,  1  per  cent,  of  our  cases  were 
grave  toxemia  cases  in  the  latter  months  of  pregnancy  and  eclampsia 
occurred  1  in  217  patients.  The  mortality  of  the  eclampsia  cases 
was  8.7  per  cent.  The  mortality  of  all  the  gravely  toxic  cases 
including  the  eclamptic  ones  was  a  fraction  less  than  3  per  cent. 
There  was  no  maternal  death  among  the  induced  labor  cases.  Of  the 
two  fatal  eclampsia  cases,  one  died  on  the  ninth  day  from  double 

*  Reported  by  Dr.  E.  P.  Barnard,  Surgery,  Gynecology  and  Obstetrics,  January, 
1912. 


512  NORRIS:    THE    INDUCTION    OF   LABOR 

pneumonia  following  vaginal  Cesarean  section;  one  in  coma,  with 
overwhelming  pulmonary  edema,  twenty-four  hours  after  labor 
terminated  by  forceps. 

Prolongation  of  Pregnancy. — Induction  of  labor  for  this  indication 
is  one  of  its  most  valuable  uses.  Primiparae  with  moderate  pelvic 
contraction  or  with  normal  pelves  with  floating  heads  at  term — 
especially  if  the  position  of  the  vertex  is  posterior,  comprise  a  class 
of  patients  that  in  my  experience  has  offered  me  the  most  frequent 
indication  for  this  operation  and  its  results  have  always  been  most 
satisfactory.  It  may  be  called  "preventative  obstetrics,"  for  it 
certainly  has  prevented  many  complications  and  difficult  deliveries 
and  has  undoubtedly  saved  many  infant's  lives.  It  has  been  widely 
practised  in  my  private  work.  I  have  induced  labor  several  hun- 
dred times  and  have  had  no  maternal  mortality  from  sepsis,  its 
only  possible  danger.  That  danger  is  avoided  by  proper  technic. 
Prolapse  of  the  cord,  a  possible  fetal  danger,  has  occurred  in  0.3 
per  cent,  of  the  cases. 

Cardiac  Diseases. — Mitral  stenosis  is  wrell  known  as  the  gravest 
type  of  valvular  diseases  complicating  pregnancy  and  labor.  In 
all  types,  broken  compensation  indicates  terminating  pregnancy  at 
any  period  of  pregnancy.  The  stress  and  strain  on  the  cardio- 
vascular system  is  of  course  greatest  during  the  latter  months. 
Rest  in  bed  during  this  period  and  induction  of  labor  at  the  first 
evidence  of  failing  compensation  is  necessary. 

Habitual  Death  of  the  Fetus  Prior  to  Term. — It  is  always  desirable 
to  induce  labor,  after  the  period  of  viability,  in  advance  of  the  period 
at  which  fetal  death  has  previously  occurred. 

Separation  of  the  Placenta,  Previa  or  Normally  Situated.- — -In- 
duction of  labor  after  viability  of  the  child,  has  come  into  competi- 
tion in  recent  years,  with  abdominal  delivery.  There  are  many 
arguments'  on  both  sides  of  this  question.  After  thirty  years  of 
study  and  experience  it  seems  to  me  that  the  application  of  Cesarean 
section  to  these  two  most  grave  complications  will  soon  find  its 
proper  place,  which  will  be  a  less  restricted  indication.  There  is 
no  question  in  my  mind  that  a  primipara,  with  uneffaced,  rigid 
cervix,  stricken  after  fetal  viability  by  either  of  these  complications 
and  presenting  very  grave  clinical  symptoms,  will  be  better  treated 
by  section,  provided  hospital  facilities  and  a  skilled  abdominal 
surgeon  are  at  hand.  The  menace  to  maternal  and  infantile  life, 
in  the  presence  of  the  obstetric  emergencies,  is  the  problem  of 
dealing  correctly  and  skilfully  with  the  soft  tissues  of  the  birth  canal, 
the  lower  uterine  segment  and  cervix  especially.     While  induced 
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labor  suffices  for  many  cases  of  these  obstetric  complications 
especially  in  multipara  those  that  require  speed  in  delivery,  and 
it  is  our  duty  to  be  sure  that  speed  is  really  necessary,  will  be  better 
met  by  abdominal  delivery. 

Excluding  mechanical  obstacles  by  pelvis  or  fetus,  the  limita- 
tions of  induced  labor  are  described  by  that  one  word,  speed.  One 
must  have  a  wide  experience  with  the  results  of  slower  methods  to 
correctly  judge  the  necessity  for  speed.  No  matter  how  brilliant 
the  results  of  abdominal  delivery  may  be,  there  will  always  be  left 
a  large  number  of  indications  for  inducing  labor,  and  its  status  as  an 
obstetric  operation  requiring  the  best  of  surgical  and  obstetric  skill 
and  judgment,  will  always  be  important.  The  brilliant  surgeon  is 
impatient  of  slow  methods;  the  obstetrician's  training  makes  him  by 
nature  more  patient.  The  training  of  the  latter  better  qualifies  him 
for  a  judicial  decision,  and  if  he  has  surgical  skill  and  obstetric  judg- 
ment based  upon  experience  he  will  best  serve  his  patient.  For 
example,  the  type  of  placenta  previa,  whether  lateral,  partial  or 
complete  as  well  as  the  parity  of  the  woman  and  the  condition  of 
the  cervix  will  influence  the  selection  of  the  operation  best  suited 
to  the  individual  case. 

Extensively  detached,  normally  situated  placenta,  at  or  near 
term,  is  a  very  grave  situation  for  the  mother,  an  almost  hopeless 
one  for  the  fetus.  The  peculiar  shock,  the  great  loss  of  blood, 
and  the  essential  danger  of  further  shock  and  hemorrhage  after  the 
fetus  is  delivered,  that  result  from  the  degenerative  or  traumatic 
damage  done  to  the  uterine  muscle  fibers  make  Cesarean  section, 
with  not  infrequent  hysterectomy  to  control  the  postpartum  hem- 
orrhage, the  operation  of  choice  in  those  grave  cases.  Certainly 
when  the  cervix  is  a  barrier  to  speed  in  delivery,  and  usually  in 
all  cases  with  grave  clinical  symptoms,  for  speed  here  is  always 
indicated,  hysterectomy  may  be  necessary  to  save  the  woman's  life. 

500  North  Twentieth  Street. 
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A  POSITIVE  WASSERMANN  REACTION  WHICH  CHANGES 

TO  A  NEGATIVE  AT  THE  TERMINATION  OF 

PREGNANCY.* 

BY 
MAUD  L.  MENTEN,  Ph.  D.,  M.  D., 

Pittsburgh,  Pa. 

The  hope  that  the  WTassermann  reaction  might  prove  the  means 
of  giving  a  specific  diagnosis  for  syphilis  has  not  been  realized.  The 
fallacy  of  accepting  a  negative  test  as  indicative  of  freedom  from  a 
syphilitic  infection  is,  I  think,  generally  conceded,  since  an  individual 
known  to  have  been  infected  with  the  trcponcma  pallida  may  not  give 
a  positive  Wassermann.  By  the  demonstration  of  spirochete  in 
postmortem  tissue,  Warthin(i)  proved  that  a  negative  WTassermann 
was  not  incompatible  with  the  presence  of  these  organisms  in  the 
individual. 

It  is  well  known  that  a  patient  in  whom  the  active  lesions  are 
located  in  the  spinal  cord  may  give  a  positive  Wassermann  with  the 
spinal  fluid  while  the  blood  will  react  negatively.  Likewise  a  posi- 
tive reaction  in  the  blood  of  the  mother  does  not  necessarily  indicate 
a  positive  one  in  the  fetus,  or  in  the  baby  at  birth.  Neither  is  the 
reverse  true.  Further  there  seems  to  be  evidence  that  a  syphilitic 
infection  may  become  latent  or  reduced  in  intensity  and  only 
become  active  again  because  of  some  metabolic  change  in  the 
individual.  An  example  of  this  occurs  in  the  production  of  a 
positive  reaction  after  the  so-called  provocative  treatment.  The 
opposite  process  may  also  occur,  that  is,  changes  in  the  metab- 
olism of  a  patient  may  convert  a  marked  positive  reaction  into 
one  which  is  completely  negative  even  when  the  more  sensitive 
antigens  are  used.  The  observations  reported  in  this  paper 
deal  with  the  conversion  of  a  marked  positive  reaction  into 
a  negative  one  under  physiologic  changes  in  the  individual.  It 
has  been  found  that  the  serum  from  an  antepartum  woman  which 
reacts  positively  frequently  loses  this  characteristic  when  the  blood 
is  withdrawn  shortly  after  delivery. 

Concerning  the  phenomenon  of  a  sudden  change  from  a  positive 
to  a  negative  finding  unaccompanied  by  any  therapeutic  treatment, 
but  few  references  occur  in  the  literature.     While  a  vast  amount  of 

*From  the  Pathological  Laboratories  of  the  Elizabeth  Steel  Magee  Hospital. 
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work  has  been  carried  out  on  the  diagnostic  value  of  Wassermann 
tests  for  syphilis  in  pregnancy,  the  various  authors  have  not  always 
obtained  concordant  results  and  all  the  discrepancies  cannot  be 
ascribed  to  differences  in  technic.  An  admirable  summary  of  the 
whole  general  subject  has  been  recently  published  by  Davis(2),  and 
even  a  cursory  survey  of  the  material  gathered  together  there  would 
convince  the  reader  that  the  Wassermann  test  leaves  much  to  be 
desired  as  a  method  of  diagnosing  syphilis  in  pregnancy. 

The  transition  from  a  positive  Wassermann  in  an  antepartum 
woman  to  a  negative  reaction  following  delivery,  I  can  find  men- 
tioned in  the  literature  only  once.  Falls  and  Moore^)  report  a  case 
of  a  woman  whose  serum  showed  this  peculiarity  but  the  case  was 
complicated  by  eclampsia.  These  authors  offer  no  explanation 
for  the  finding. 

It  has  been  routine  practice  in  the  Magee  Hospital  to  perform 
a  Wassermann  test  on  the  blood  of  all  ward  patients  and,  until  re- 
cently, the  blood  specimens  from  both  mother  and  baby  have  been 
examined.  The  blood  was  obtained  from  the  arm  of  the  mother  by 
venepuncture  at  the  time  of  delivery,  and  immediately  after  the 
birth  of  the  baby  by  expression  from  the  placental  end  of  the  cut 
umbilical  cord  and  the  two  sera  were  examined  simultaneously. 

During  the  course  of  some  experiments  on  blood  from  women  it 
was  occasionally  observed  that  the  serum  from  the  same  woman  would 
within  a  very  short  interval  of  time  give  quite  dissimilar  reactions. 
Following  delivery  the  blood  rapidly  lost  its  property  of  giving  a  posi- 
tive Wassermann  and  the  only  factor  which  might  account  for  this 
difference  was  parturition.  A  systematic  study  of  these  cases  was 
then  begun  for  the  purpose  of  determining,  if  possible,  the  cause  of 
the  phenomenon. 

Before  giving  any  of  the  figures  or  data  obtained  I  shall  outline 
briefly  some  of  the  details  employed  in  performing  our  tests.  The 
antihuman  hemolytic  system  was  used  and  a  suspension  of  washed 
corpuscles  of  2.5  per  cent,  in  normal  saline  was  prepared  from 
blood  taken  from  a  ward  patient.  Guinea-pig  complement  in  serum 
of  a  dilution  of  5  per  cent,  was  used  throughout.  To  1  c.c.  of  each  of 
the  above,  varying  amounts  of  amboceptor  were  added  and  twice  the 
smallest  amount  producing  complete  hemolysis  constituted  a  dose. 
Two  antigens,  an  acetone  insoluble  and  a  cholesterin,  were  used. 
The  former  was  prepared  according  to  the  method  given  in  Mallory 
and  Wright's  "Pathological  Technique,"  sixth  edition,  page  489, 
and  the  cholesterin  antigen  was  an  alcoholic  extract  of  guinea-pig 
heart  to  which  had  been  added  0.4  per  cent,  cholestrin.     The  unit 
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of  each  of  these  was  determined  by  titration  with  known  positive 
and  negative  sera  in  the  usual  manner.  The  sera  were  inactivated 
at  380  C.  for  thirty  minutes.  Into  each  of  the  five  tubes  used  in  a 
test  was  measured  0.2  c.c.  of  inactivated  serum.  To  the  first  two 
of  these  was  added  respectively  the  previously  determined  unit 
of  the  two  antigens  and  to  the  third  tube  was  added  one-half  the 
unit  of  the  acetone  insoluble  antigen.  The  fourth  and  fifth  tubes, 
which  served  as  the  anticomplementary  and  the  antihemolytic 
controls  contained  no  antigen.  Into  all  of  the  tubes  except  the  fifth, 
was  also  measured  1  c.c.  of  the  complement  solution  and  finally 
enough  normal  saline  was  added  to  each  tube  to  make  its  contents 
equal  to  that  one  containing  the  maximum  amount.  The  five 
tubes  were  incubated  at  380  C.  for  one  hour,  at  the  end  of  which 
time  to  each  tube  was  added  1  c.c.  of  corpuscle  suspension  and  twice 
the  titrated  unit  of  amboceptor,  and  the  incubation  repeated  for 
thirty  minutes. 

The  total  number  of  consecutive  cases  of  mother's  blood  exam- 
ined was  357,  of  which  number  forty-eight,  or  13.45  per  cent,  were 
found  to  be  positive.  Of  these  forty-eight  positive  cases,  sixteen 
of  the  corresponding  cord  bloods  gave  positive  reactions.  In  two 
babies,  whose  mother's  blood  was  negative,  the  sera  of  the  cord  blood 
was  positive. 

The  percentage  of  positive  reactions  found  by  us  among  preg- 
nant women  is  greater  than  that  obtained  by  many  other  investiga- 
tors. We  realize  that  our  series  is  too  small  to  have  much  statistical 
value  and  no  attempt  has  been  made  to  study  or  to  classify  the  fac- 
tors involved.     Many  of  the  patients  were  colored. 

In  twenty-six  of  these  patients  with  positive  reactions,  blood  was 
withdrawn!  for  subsequent  examination  at  periods  varying  from 
twenty -four  hours  to  two  weeks  after  parturition  and  again  examined. 
No  postpartum  blood  obtained  later  than  two  weeks  after  delivery 
was  examined.  In  the  sera  of  twelve  of  these  no  appreciable 
alteration  in  the  quality  of  the  positive  reaction  could  be  detected, 
while  in  the  remaining  fourteen  negative  reactions  were  present. 

In  the  blood  which  reacted  negatively  following  delivery  a  marked 
diminution  occurred  in  the  intensity  of  the  reaction  at  the  end 
of  the  first  twenty-four  hours  and  the  tube  containing  the  one-half 
unit  of  acetone  insoluble  antigen  was  at  that  time  invariably  nega- 
tive. At  the  end  of  forty-eight  hours  the  positive  reaction  persisted 
only  in  the  tube  containing  the  cholesterin  antigen  and  in  samples 
taken  later  than  this  a  negative  reaction  was  obtained  with  both 
antigens. 
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That  the  differences  were  not  due  to  errors  or  variations  in  tech- 
nic  was  made  manifest  by  the  following  procedure.  In  a  few  in- 
stances enough  antepartum  blood  was  secured  to  allow  for  making 
two  tests  from  the  same  sample  of  serum.  A  portion  of  this  ante- 
partum serum  was  then  tested  a  second  time  simultaneously  with  a 
postpartum  sample  from  the  same  woman.  In  the  former  a  positive 
reaction  equal  in  intensity  to  that  found  in  the  first  test  was  again 
obtained  while  the  postpartum  sample  was  negative.  This  obviates 
any  possibility  of  the  change  being  due  to  slight  differences  in  the 
composition  of  the  various  constituents  used  in  the  test.  Further 
the  accuracy  of  the  technic  was  checked  from  time  to  time  by 
procuring  from  other  sources  sera,  which  were  known  to  be  positive, 
and  testing  these. 

When  these  patients  left  the  hospital  two  weeks  after  delivery 
the  blood  remained  negative.  The  question  which  then  presents 
itself  is  whether  the  positive  reaction  obtained  from  these  fourteen 
antepartum  patients  can  be  considered  as  a  true  Wassermann  or  a 
reaction  which  merely  simulates  it.  In  only  one  of  the  cases  was  a 
definite  history  of  a  previous  syphilitic  infection  obtained.  In  two 
others  the  blood  from  the  umbilical  cord  also  gave  positive  reactions. 
This  would  indicate  in  these  three  cases  at  least,  the  validity  of 
accepting  the  reaction  as  a  bona  fide  Wassermann.  In  two  of  the 
women  studied,  syphilis  was  very  strongly  suggested  by  the  prema- 
ture birth  of  macerated  fetuses.  These  women  had  previously 
given  birth  to  macerated  fetuses  but  at  earlier  periods  in  the  former 
pregnancy.  Although  death  in  utero  and  subsequent  maceration  of 
a  fetus  is  not  always  caused  by  syphilis,  in  the  autopsies  of  both, 
pathological  lesions  were  found  on  which  a  diagnosis  of  syphilis 
was  based.  No  examination  for  spirochetes  was  made.  Three  of 
the  women  had  symptoms  which  strongly  suggested  lues.  The 
remainder  gave  no  history  of  a  syphilitic  infection  at  any  time  and 
were  apparently  normal.  It  is  very  probable  that  we  were  dealing 
with  a  true  Wassermann  reaction  in  every  instance. 

A  careful  study  of  these  cases  revealed  no  factor  other  than 
parturition  which  had  any  perceptible  influence  on  the  phenomenon. 
Parity  was  evidently  not  a  factor  for  the  identical  reaction  was 
observed  in  primiparae  as  well  as  multiparas.  Six  of  the  total  number 
were  primiparae.  Neither  could  the  peculiarity  be  ascribed  to  the 
anesthetic  employed  during  the  delivery,  for  in  some  of  the  cases  we 
noted  analogous  results  when  no  anesthetic  was  given.  Some  of  the 
antepartum  bloods  were  examined  as  early  as  the  sixth  month. 
Further,  lactation  had  so  far  as  could  be  ascertained  no  influence  on 
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the  change  or  on  the  rate  of  change.  It  would  appear  probable  that 
some  of  the  discrepancies  found  by  various  investigators  regarding 
the  value  of  the  Wassermann  in  pregnancy  might  be  attributed  to 
the  observations  reported  here.  The  diagnostic  value  of  the  Wasser- 
mann test  in  pregnancy  is  undoubtedly  much  greater  in  antepartum 
than  in  postpartum  blood. 

Any  theory  as  to  the  cause  of  the  sudden  transition  from  a  positive 
to  a  negative  Wassermann  at  the  termination  of  pregnancy  must 
at  present  be  mere  speculation.  Of  only  one  fact  are  we  certain, 
namely,  that  parturition  may  markedly  alter  certain  serologic  proper- 
ties of  the  blood.  Since  cord  blood  of  ten  of  the  fourteen  women  was 
negative  and  the  babies  were  in  every  way  normal  at  the  time  they 
were  discharged  from  the  hospital,  the  substance  giving  rise  to  the 
positive  Wassermann  is  confined  to  the  maternal  circulation.  That 
changes  occur  in  the  chemical  composition  of  the  blood  in  pregnant 
women  has  been  shown  by  Folin  and  it  is  possible  that  the  altered 
character  or  varying  amounts  of  certain  constituents  of  the  serum 
is  responsible  for  the  greater  percentage  of  positive  Wassermanns 
occurring  during  pregnancy.  The  fact  that  only  about  50  per  cent, 
of  the  syphilitic  women  show  this  alteration  in  the  blood  argues 
against  the  phenomenon  being  due  to  any  general  change  in  the 
chemistry  of  the  blood.  In  the  latter  case  one  would  expect  it  to  be 
more  widespread.  One  explanation  which  early  suggested  itself 
was  the  possibility  of  inactive  spirochetes  being  present  in  the 
individual,  and  that  changes  in  the  blood  of  the  pregnant  woman 
stimulated  these  latent  organisms  into  activity,  with  a  resulting 
active  syphilitic  infection  localized  mainly  in  the  maternal  portion 
of  the  placenta.  It  is  conceivable  that  if  an  immunity  has  been 
developed  in  the  various  tissues  of  the  body  this  might  not  extend 
to  the  placenta.  The  possibility  that  the  original  source  of  the  latent 
infection  might  be  in  the  spinal  cord  led  me  to  make  Wassermann 
tests  on  two  spinal  fluids  but  as  both  of  these  were  negative  no  others 
were  investigated. 

Microscopic  examination  of  the  placentas  of  these  twenty-six 
positive  cases  revealed  in  all,  fairly  extensive  pathological  changes. 
The  villi  showed  various  degrees  of  endarteritis  and  endophlebitis 
with  a  marked  increase  in  the  stroma  cells.  The  proliferation  of 
the  connective  tissue  was  in  some  areas  so  intense  that  the  lumina  of 
the  vessels  were  obliterated.  Not  only  were  more  or  less  chronic 
inflammatory  changes  found  in  the  decidua  but  in  many  of  the 
cases  a  considerable  infiltration  of  polymorphonuclear  leukocytes 
with  some  large  mononuclear  leukocytes  also  occurred.     It  must  be 
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admitted,  however,  that  there  is  no  direct  proof  that  these  inflam- 
matory reactions  were  caused  by  spirochetes. 

From  the  results  discussed  in  the  foregoing  pages  it  is  evident  that 
no  woman  who  has  given  birth  to  a  macerated  fetus  should  be  con- 
sidered nonsyphilitic  because  the  Wassermann  test  on  the  postpar- 
tum blood  is  negative.  Neither  do  we  believe  that  the  selection  of  a 
woman  with  a  similar  Wassermann  finding  as  a  wet  nurse  is  un- 
attended with  risks. 

Conclusion. — The  blood  of  pregnant  women  giving  an  antepartum 
positive  Wassermann,  frequently  shows  a  negative  reaction  when  the 
postpartum  blood  is  examined. 

Elizabeth  Steel  Magee  Hospital. 
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RED  DEGENERATION  OF  FIBROIDS  DURING  AND 
FOLLOWING  PREGNANCY. 

BY 
HELIODOR  SCHILLER,  M.  D., 

Chicago,  111. 
(With  two  illustrations.) 

The  various  forms  of  necrosis  of  fibroids,  necrosis  following  tor- 
sion of  the  pedicle,  total  necrosis,  necrosis  of  the  peripheral  zone, 
or  of  the  center  of  the  fibroid,  or  infarcts,  anemic  or  hemorrhagic 
and  the  various  forms  of  degeneration  of  fibroids,  are  rather  common 
and  occur  independently  of  or  during  pregnancy.  Of  greatest 
interest  concerning  their  etiology  are  the  central  necroses  of  fibroids 
and  the  cases  where  the  necrotic  process  is  confined  to  the  periphery 
of  the  tumor.  I  operated,  October  23,  1916,  on  a  woman 
in  the  Mercy  Hospital  for  an  intramural  fibroid,  close  to  the  serosa, 
which  readily  could  be  extirpated.  On  the  cut  surface  of  the  tumor, 
which  was  the  size  of  an  orange,  there  could  easily  be  seen  a  shell 
of  tumor  tissue  one-third  inch  thick,  of  a  yellowish -gray  color,  like 
a  caseous  mass.  Only  a  small  sector  of  normal  tissue  reached  the 
capsule.  The  microscopic  examination  of  tissue  from  the  center  of 
the  tumor  showed  normal  fibroid  structure,  the  periphery  necrosis. 
The  bed  of  the  fibroid,  the  uterine  musculature  close  to  the  fibroid, 
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showed  a  hemorrhagic  infarction  as  the  probable  etiological  factor, 
but  still  it  seems  a  difficult  task  to  explain  the  peripheral  necrosis, 
with  the  center  of  the  tumor  normal. 

Red  degeneration  has  been  studied  for  the  past  two  decades. 
Gebbard  described  it  first  in  1899  and  Fairbairn  in  1903  was  the  first 
to  present  an  essay  of  its  etiology,  pathology  and  treatment,  and 
while  quite  an  amount  of  literature  has  now  appeared  on  this  sub- 
ject, little  new  has  been  added  to  his  contribution. 


Fig.   i. — Section  of  a  part  of  the  tumor  less  deeply  colored,  showing  engorged 
blood-vessels  and  some  normal  cells. 


Red  degeneration  or  red  necrosis  derives  its  name  from  the  coloring 
the  fibroid  shows  on  the  cut  surface.  In  the  fresh  state,  this  is  de- 
scribed as  a  mahogany  color,  or  of  raw  meat,  or  in  other  cases  as 
underdone  steak.  The  color  darkens  when  exposed  to  the  air.  In 
other  cases  a  more  brownish-red,  chocolate  brown  or  greenish  red 
color  has  been  described.  In  the  majority  the  whole  surface  of  the 
tumor  may  show  the  coloring  quite  diffuse  or  only  the  periphery  or 
the  center  may  show  it,  or  there  may  be  red  or  brown  areas  dis- 
tributed all  over  the  tumor  in  layers,  lamellag  and  pyriform  spots. 

The  distribution  of  the  necrotic  process  is  highly  interesting. 
Thus  Bland-Sutton  described  a  case,  in  which  the  necrosis  appears  in 
streaks,  affecting  just  a  few  bundles  of  fibers,  leaving  the  ones  in 
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between  normal,  in  other  cases  just  a  shell  near  the  periphery  shows 
necrosis,  leaving  the  peripheral  and  central  parts  of  the  tumor  normal, 
thus  dividing  the  tumor  in  three  parts,  or  the  periphery  normal  and 
the  center  necrotic  and  vice  versa.  All  observers  found  the  cut 
surface  rather  dry  and  little  tissue  juice  could  be  expressed  from  the 
tumor.  The  coloring  is  due  to  laking  of  blood  through  the  necrosed 
tissue,  and  to  the  diffusion  of  blood  pigment  into  the  cells.  It  is 
most  probable  that  this  pigment  becomes  fixed  in  the  tissue.  Posi- 
tive Prussian  blue  reaction  was  found  twice  in  a  case  of  Schtitze 
and  Ahlstrom,  while  neither  Murray  nor  Shaw  found  the  positive 
iron  reaction.  The  etiology  of  the  red  coloring  seems  to  me  to  be 
closely  connected  with  the  etiology  of  the  red  necrosis  and  should 
be  taken  together. 

Etiology  and  Pathogenesis. — Red  necrosis  is  an  aseptic  necrobiotic 
process  with  hemolysis  and  autolysis  of  tissue.  This  would  direct 
our  attention  to  hemolytic  bacteria.  Hemolytic  bacteria  are  some- 
times present  in  the  vaginal  and  cervical  discharges  and  could,  via 
the  vascular  system,  enter  the  capillaries  of  the  fibroid,  forming 
thromboses  by  disintegration  of  the  endothelial  and  blood  cells. 
But  in  the  cases  of  red  necrosis  collected  from  the  literature  micro- 
organisms were  found  only  in  a  small  percentage  and  in  these  the 
majority  of  the  observers  believe  the  bacterial  invasion  secondary 
to  the  degenerative  process.  Specimens  of  the  most  acute  cases 
never  showed  the  marked  round-cell  infiltration  which  we  would 
expect  with  bacterial  invasion.  In  my  own  case,  bacteria  were  pres- 
ent in  the  tissue  but  not  the  hemolytic  variety  and  round-cell  in- 
filtration was  not  marked.  Yet  one  positive  finding  would  not  settle 
this  etiological  question,  as  an  analogue  would  be  missing  in  the  many 
cases  of  infection  of  the  uterine  mucosa  and  musculature  with  hemo- 
lytic bacteria,  without  ever  producing  a  picture  similar  to  the  red 
necrobiosis.  It  is  more  likely  that  venous  stasis  with  consequent 
hemorrhages  into  the  tissues  is  the  cause  of  the  necrosis  and 
color.  But  the  examination  of  microscopic  pictures  from  the  highly 
colored  parts  of  the  tumor  will  show  venous  stasis  missing  or  present 
only  to  a  small  degree,  edema  of  the  tissue  is  nearly  always  absent, 
and  interstitial  hemorrhages  and  thrombosis,  while  present  in  some 
parts  of  the  tumor  are  wanting  at  many  others,  especially  where  the 
color  is  deepest.  Furthermore,  the  cases  of  torsion  of  subserous 
fibroids  with  venous  stasis  at  its  height,  do  not  present  a  similar 
picture. 

Murray,  who  did  most  exhaustive  and  scientific  work  on  the  eti- 
ology of  red  degeneration,  explains  the  red  coloring  and  necrobiosis  as 
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a  lipoid  action.  He  concludes,  that  the  lipoids  of  degenerated  fi- 
broids are  markedly  hemolytic,  that  the  hemolytic  action  de  norma 
is  restrained  by  blood  plasma,  which  has  an  inhibiting  effect  on 
hemolysis.  If  the  lipoids  accumulate  beyond  an  amount  which  the 
blood  plasma  can  inactivate,  through  lessened  blood  supply,  the 
potentiality  of  the  lipoids  assumes  the  upper  hand,  hemolysis  takes 
place  and  an  oxyhemoglobin  band  can  be  demonstrated  in  the 
spectrum.  The  focus  of  hemolysis  thus  lies  within  the  blood  ves- 
sels, notwithstanding  that  there  can  be  found  extravasation  of  red 
corpuscles  into  the  tissues  at  one  place  or  the  other. 


Fig.  2. — Section  of  a  part  of  the  tumor  which  was  of  a  deep  mahogany  color, 
J  jj    showing  feeble  staining  qualities,  nuclear  "ghosts,"  and  necrosis. 


Another  consequence  of  the  disintegration  of  blood  corpuscles 
from  hemolysis  is  a  deposit  of  fibrin  in  small  vessels  and  thrombosis. 
If  the  thrombosis  is  extensive  and  rapid,  as  is  frequent  during 
pregnancy,  pain,  enlargement  and  softening  of  the  tumor  and  rapid 
necrosis  will  be  the  end-result.  Murray  therefore  considers  throm- 
bosis secondary  to  the  hemolytic  action  of  lipoids.  With  the  continu- 
ation of  the  hemolysis  the  red  color  should  gradually  disappear,  mak- 
ing way  for  a  more  brownish  and  then  yellowish  gray  color,  in  short 
producing  the  picture  of  simple  necrosis  of  fibroids,  not  uncommonly 
seen,  a  transition  from  red  necrosis  to  the  total  necrosis.     Ahlstrom 
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contradicts  the  findings  of  Murray  of  the  lipoid  content  of  red  de- 
generated fibroids.  In  three  cases  he  found  lipoids  or  lipoid  crys- 
tals decreased  in  the  necrotic  parts  and  in  one  case  completely 
missing.  Other  authors,  including  Shaw,  Smith,  and  Walter  found 
the  lipoids  increased  but  believe  this  increase  easily  explained  by 
the  decreased  absorption  on  account  of  thrombi.  The  theory  of 
Murray  evidently  needs  further  study  and  proof.  It  will  also  be 
necessary  by  clinical  findings  to  prove  his  statement  of  the  transition 
of  originally  red  necrotic  fibroids  into  gray  and  yellow  fibroids,  to  be 
true.  I,  myself,  believe  the  latter,  the  pale  necrosis,  to  be  a  different 
pathologic  process,  the  etiology,  pathogenesis  and  pathology  of 
which  depend  on  dissimilar  conditions.  There  have  been  cases 
operated  many  months  after  the  initial  onset  of  the  necrosis,  in 
which  the  red  color,  the  characteristic  of  this  process,  was  just  as 
plain  as  in  cases  in  which  the  acuteness  had  made  an  immediate 
operation  necessary.  Bland-Sutton,  who  has  given  this  condition 
a  great  deal  of  study  and  has  observed  personally  more  cases  than 
any  other  writer,  concludes  his  latest  article  on  this  subject  as  fol- 
lows: "I  hold  no  opinion  as  to  its  cause.  The  presence  of  micro- 
organisms in  the  tissue  is  in  all  probability  exceptional.  Thrombi 
and  infarcation  require  more  proof.  The  only  fact  outstanding  clear 
is  its  proneness  to  pregnancy." 

Smith  and  Shaw  believe  the  primary  cause  to  be  thrombi  of  small 
blood-vessels,  but  they  are  contradicted  by  most  authors,  especially 
by  Taylor. 

The  acute  onset,  with  which  the  necrosis  occurs,  draws  attention 
directly  to  the  arteries,  to  a  sudden  stoppage  of  the  arterial  blood 
supply.  If  we  consider  that  the  fibroids  often  derive  their  blood  sup- 
ply from  one  artery  only,  seldom  from  two  or  three,  that  these  arteries 
most  often  come  from  the  same  branch  of  the  uterine  artery,  that 
the  arteries  rarely  communicate  with  the  other  arteries  of  the  myo- 
metrium, and  that  they  are  small  and  have  thin  walls,  it  would  lead 
us  to  look  here  for  an  explanation  of  the  necrosis.  And  indeed  a 
great  many  observers  believe  the  contractions  of  the  uterine  muscle, 
which  occur  in  pregnancy  to  be  the  cause  of  the  necrosis.  Further- 
more, the  fact  that  of  many  fibroids  in  the  same  uterus,  all  of  them, 
for  instance,  intramural,  only  one  will  show  red  necrobiosis  while 
the  others  will  be  normal,  as  in  my  own  case,  may  be  ascribed  to  a 
local  disturbance  in  nutrition.  One  fact  which  should  be  mentioned 
here  and  will  support  this  supposition  is,  that  red  necrosis  is  most 
often  to  be  observed  in  interstitial  fibroids  seldom  in  subserous  or 
submucous  ones,  or  in  those  tumors  which  suffer  most  3/  :  >  i :  •  i 
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tions  of  the  uterine  wall.  We  have  to  consider  the  changed  con- 
ditions of  the  pregnant  and  more  so  of  the  puerperal  uterus,  the  proc- 
ess of  involution. 

Vantrin  has  often  noticed  that  intramural  fibroids  lie  very  loosely 
in  the  bed  of  the  uterine  muscle,  that  large  spaces  are  to  be  found 
between  them  and  the  surrounding  muscle,  in  short,  an  interruption 
of  continuity.  He  believes  this  is  the  result  of  rotary  movements 
of  the  fibroids  produced  by  uterine  contractions.  The  contractions 
are  the  cause  of  the  change  of  the  position  of  the  originally  intra- 
muscular to  the  submucous  or  subserous  fibroid.  This  rotary  motion 
with  the  final  result  of  disturbance  of  continuity,  is  probably  the 
cause  of  red  necrosis.  For  the  cases  occurring  during  the  puerpe- 
rium,  the  trauma  during  partus,  the  uterine  contractions,  the  process 
of  involution  taking  place  in  the  uterus,  the  sudden  reduction  of 
the  blood  supply  may  be  mentioned.  Some  observers  believe  red 
necrosis  a  result  of  toxins  of  pregnancy,  others  the  result  of  the  in- 
creased coagulability  of  the  blood,  a  minority  of  endarteritic  proc- 
esses. In  reply  to  this  it  may  be  said,  that  endarteritis  is  a  slow 
process,  that  red  necrosis  is  observed  in  the  years  of  reproduction 
where  endarteritis  is  rare,  except  in  syphilitic  subjects,  and  that  end- 
arteritic pictures  are  missing.  The  freeing  of  a  proteolytic  enzyme 
must  be  considered.  However  we  must  agree  with  Bland-Sutton, 
that  we  cannot  hold  an  opinion  as  to  the  real  cause  of  this  condition. 

The  microscopic  picture  of  red  necrobiosis  does  not  differ  from  the 
true  necrosis  of  any  other  origin.  The  nuclei  of  the  cells  are  either 
purely  stained  or  do  not  take  any  stain  at  all  with  all  the  pictures  of 
cell  necrosis,  pyknosis,  karyo lysis.  Evidences  of  granular  and  hyaline 
degeneration  are  present,  the  brown  spots  within  the  cells  have 
been  explained  as  being  derived  from  blood  pigment.  The  muscle 
cells  seem  to  resist  the  necrosis  longer,  the  outline  of  the  cells  is 
often  well  preserved,  where  the  staining  is  poor,  the  architectural 
structure  of  the  tumor,  as  Leith  says,  remains  preserved.  In  the 
most  acute  and  far-advanced  places  the  cells  do  not  stain  at  all,  their 
outline  is  lost  and  nothing  but  a  detritus  mass  is  to  be  found.  Edema 
of  the  tissue  is  missing,  here  and  there  a  vein  is  filled  with  blood 
cells.  Round  cell  infiltration  is  rarely  found,  a  point  against  bacterial 
origin.  Weigert's  stain  will  show  in  places  fibrin  in  smaller  vessels, 
but  in  no  place  is  there  any  proliferation  of  the  vascular  endothelium 
or  organization  of  thrombi.  Here  and  there  are  small  hemorrhages. 
Shaw  and  Smith  mention  hyaline  degeneration.  Hematoidin  needles 
were  found  by  Hammerschlag  between  the  cells,  also  by  von  Fran- 
que.     The  arteries  seem  normal,  some  observers  saw  endarteritic 
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processes.  Fat  is  present  in  some  of  the  broken-down  fibers,  in 
wandering  cells.  Sudan  III  gives  golden  red  staining,  in  some  in- 
stances crystals  of  fat  are  seen.  The  capsule  of  the  fibroid  does  not 
seem  implicated  in  the  process. 

Red  degeneration  must  not  be  mistaken  for  the  hemorrhagic 
infiltration  of  fibroids  as  seen  in  the  early  stages  after  torsion  or  the 
angiomatous  form  of  fibroids  as  described  by  Virchow.  The 
histological  examination  easily  differentiates  these  different  patho- 
logic conditions. 

The  symptoms  of  this  pathologic  process  vary 'from  the  most 
acute,  resembling  a  ruptured  tubal  pregnancy,  a  twisted  cyst  pedicle 
to  a  chronic  malaise,  or  toxemia.  In  the  acute  cases,  symptoms 
of  an  acute  abdomen  with  peritoneal  irritation  are  present.  A 
sudden  enlargement  and  tenderness  of  the  tumor,  especially  during 
and  after  pregnancy  should  direct  our  attention  to  this  condition. 
In  the  acute  cases  fever  is  present.  In  the  cases  occurring  in  non- 
pregnant women,  the  acute  symptoms  are  often  missing.  When  the 
tumor  begins  to  disintegrate,  the  acute  symptoms  are  succeeded 
by  those  of  a  chronic  toxemia.  Ahlstrom,  who  collected  seventy- 
four  cases  of  red  necrosis  and  total  necrosis  of  fibroids,  found  in 
fifty-four,  pain  as  a  prominent  symptom.  He  claims  that  the  cases 
during  pregnancy  and  puerperium,  are  the  ones  which  most  often 
have  an  acute  onset  with  pain.  Among  twenty-one  cases  operated 
during  pregnancy  seventeen  had  acute  symptoms.  Fairbarn,  von 
Franque  and  Taylor  report  each  a  case  in  which  the  patient  was 
operated  shortly  after  an  abortion,  in  which  the  patient  had 
complained  of  vague  pain  during  the  pregnancy,  but  never  of 
acute  pain,  cases  in  which  the  necrosis,  according  to  the  pathologic 
specimen,  must  have  taken  place  during  this  period.  And  then 
there  are  cases  known,  which  apparently  have  no  direct  connec- 
tion with  pregnancy  or  puerperium,  in  which  very  little  pain  was 
complained  of  but  symptoms  of  autointoxication  were  more  promi- 
nent, weakness,  nausea,  fast  pulse  and  general  malaise.  The  appear- 
ance of  complications,  such  as  suppuration  of  the  fibroid  through 
secondary  infection,  perforation  into  the  abdomen  or  uterine 
cavity  will  naturally  change  the  picture  of  the  disease.  But 
generally  it  may  be  said  that  pain  and  peritoneal  irritation  are 
in  these  cases  a  much  more  prominent  symptom  than  with  un- 
complicated fibroids.  In  the  cases  apparently  not  connected 
with  pregnancy  or  the  puerperium,  increased  menstruation  is 
mentioned,  an  otherwise  frequent  complication  of  fibroids.  Vantrin 
mentions  as  a  characteristic  symptom,  autointoxication  from  the 
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absorption  of  the  tumor  detritus,  of  gastrointestinal  disturbances, 
headache,  anemia,  edema,  acetonuria,  albuminuria,  palpitation, 
sleeplessness,  paleness  and  dry  tongue. 

The  prognosis  of  this  condition  depends  entirely  on  the  symptoms 
present.  Gambier  thinks  the  prognosis  of  uncomplicated  cases 
good.  Among  sixty-seven  cases  were  three  deaths,  two  following 
operations.  If  we  consider  that  the  process  of  red  necrosis  can 
advance  to  complete  liquefaction  of  the  tumor  with  rupture  either 
into  the  peritoneal  or  uterine  cavity  and  secondary  infection,  there 
is  enough  cause  for  a  serious  outlook.  In  the  cases  with  acute 
symptoms,  in  which  no  operation  was  performed,  the  acute  symp- 
toms gradually  subsided  and  symptoms  of  a  more  subacute  or 
chronic  intraabdominal  inflammation  with  more  or  less  toxemia 
appeared.  But  the  possibility  of  the  appearance  of  secondaiy 
infection  in  the  late  stages  or  of  rupture  is  always  present.  In 
other  cases  even  after  months  and  months,  no  further  change 
could  be  observed  in  the  tumor,  in  others  the  necrotic  part  was 
found  surrounded  by  a  zone  of  demarcation,  round-cell  infiltration 
similar  to  an  old  abscess  membrane,  and  it  is  not  impossible  that 
in  cases  of  partial  necrobiosis  the  necrotic  parts  are  dissolved  by 
autolysis  and  gradually  absorbed  without  further  disturbance  to 
the  patient. 

The  diagnosis  of  this  process  is  easy  if  we  know  that  the  pregnant 
uterus  contains  a  fibroid  and  acute  symptoms,  like  sudden  pain 'in 
the  abdomen  with  peritoneal  irritation,  pain  in  the  site  of  the  fibroid, 
acute  enlargement  and  extreme  tenderness  of  the  tumor,  are  present. 
In  other  cases  the  diagnosis  will  be  difficult  and  only  tentative,  but 
it  will  be  advisable  to  keep  this  condition  in  mind  as  a  possibility 
in  cases  of  pregnancy  complicated  by  fibroids. 

Treatment. — In  the  milder  cases  with  a  less  stormy  onset  Bland- 
Sutton  advises  rest  in  bed  or  expectant  treatment.  In  the  acute 
cases  where  urgency  is  produced  by  rapid  enlargement,  fever  and 
toxemia,  abdominal  section  will  become  necessary.  Whether 
myomectomy  or  hysterectomy  should  be  selected  depends  on  the 
surgeon  and  the  condition  present.  Often  the  operation,  on  account 
of  the  uncertainty  of  the  symptoms,  possibly  without  suspicion 
even  of  the  presence  of  the  tumor,  will  have  to  be  done  without  a 
definite  diagnosis. 

Case  Report. — Airs.  G.,  twenty-five  years  old,  very  slender,  preg- 
nant five  months  and  up  to  this  time  in  perfect  health,  was  getting 
her  apartment  in  order  for  an  evening  party,  when  she  rather  sud- 
denly experienced  severe  abdominal  pain.     She  took  the  customary 
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cathartic  and  hot  applications  and  spent  a  rather  poor  night.  I  was 
called  in  the  morning  and  found  the  lungs  and  heart  normal,  tem- 
perature ioi°  F.,  pulse  1 20,  her  face  showed  an  expression  of  suffering, 
abdomen  was  distended,  the  uterus  as  much  as  could  be  outlined  in 
spite  of  the  meteorism  nearly  up  to  the  umbilicus.  Right  above  the 
left  Poupart's  ligament  could  be  seen  and  felt  an  oblong  tumor  of  the 
size  of  a  lemon,  extremely  tender,  the  long  axis  about  in  the  direction 
of  the  inguinal  canal,  but  probably  somewhat  more  proximal  to  it. 
The  tenderness  was  so  intense  that  the  consistency  of  the  swelling 
could  not  be  determined  with  any  exactness,  nor  could  percussion  be 
used.  Patient  had  not  passed  gas  or  had  a  stool  since  the  onset  of 
her  illness  sixteen  hours  before.  The  nearest  pathologic  process  to 
think  of  was  an  incarcerated  hernia.  The  vaginal  examination 
showed  vulva,  vagina  and  cervix  of  a  pregnancy,  any  attempt  at 
further  bimanual  examination  was  opposed  by  the  patient  on  ac- 
count of  pain.  A  consultant  was  called  and  agreed  with  the  diag- 
nosis.    White  blood  count  was  n,ooc. 

Under  ether,  an  incision  was  made  over  the  tumor  in  its  longi- 
tudinal axis,  and  after  incising  the  cutis,  subcutis  and  fascia  it  was 
soon  evident  that  the  diagnosis  of  hernia  was  wrong.  After  cutting 
through  the  muscles  and  peritoneum,  the  tumor  revealed  itself  as 
an  intramuscular  fibroid  and  protruded  readily  into  the  incision. 
The  peritoneum  and  this  muscular  layer  of  the  uterus,  which  seemed 
under  some  tension,  were  cut,  the  tumor  easily  enucleated  and  its 
bed  sewed  with  catgut.  The  uterus  was  carefully  palpated  and  a 
number  of  smaller  fibroids  of  normal  appearance  felt  on  its  posterior 
wall.  The  peritoneum  and  muscles  were  closed  in  the  usual  manner. 
I  ordered  l  q  grain  morphin  hypodermatically  every  four  hours  for 
the  next  forty-eight  hours.  Uneventful  recovery,  the  pain  and 
fever  disappeared  the  first  day  and  at  term  the  woman  was  de- 
livered of  a  seven-pound  baby.  The  specimen  was  9  cm.  long 
6  cm.  wide  and  as  thick,  dark  bluish  red,  and  on  its  cut  surface  showed 
a  deep  mahogany  color  like  a  rare  steak.  The  capsule  was  normal, 
also  a  small  layer  of  muscle  bordering  on  the  capsule.  The 
histological  picture  was  identical  with  the  description  given  under 
histology. 

5042  Drexel  Boulevard. 
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THE  FUNNEL  PELVIS.     WITH  A  REPORT  OF  ONE 
HUNDRED  AND  SIX  CASES.* 

BY 
HERVEY  WILLIAMSON,  M.  D.( 

New  York  City. 
(With  three  illustrations.) 

A  funnel  pelvis  is  one  which  has  a  normal  inlet,  but  one  or  more  of 
the  outlet  measurements  are  smaller  than  normal.  Williams,  in  a 
series  of  2215  consecutive  full-term  labors,  found  that  6.1  per  cent, 
were  of  the  funnel  type  and  that  they  were  of  equal  occurrence  in 
black  and  white  patients.  Between  April,  191 2,  and  April,  1913, 
1579  women,  applying  to  the  antepartum  clinic  of  the  Manhattan 
Maternity  and  Dispensary,  were  measured.  One  hundred  and 
twenty-three  (7.7  per  cent.)  were  found  to  have  funnel-type  pelves. 
Of  this  number,  106  were  delivered  by  us  and  are  made  the  basis 
of  this  report.  Practically  all  of  the  women  measured  were  white. 
Of  the  contracted  cases,  two  were  colored,  but  we  delivered  only  one 
of  these. 

A  pelvis  was  considered  to  be  of  the  funnel  type  when  the  trans- 
verse diameter  of  the  outlet,  that  is,  the  distance  between  the 
tuber  ischii,  was  8  cm.  or  less.     Normally,  this  diameter  is  11  cm. 

Klein  described  two  triangles  of  the  outlet:  the  anterior,  bounded 
by  the  transverse  diameter  posteriorly,  the  subpubic  ligament 
anteriorly  and  the  ischiopubic  rami  laterally;  the  posterior,  bounded 
by  the  transverse  diameter  anteriorly,  the  sacrococcygeal  junction 
posteriorly  and  laterally  by  lines  from  the  sacrococcygeal  joint  to 
the  extremities  of  the  transverse  diameter.  The  posterior  sagittal 
diameter,  so  designated  by  Klein,  is  an  imaginary  line  from  a  point 
midway  between  the  tuber- ischii  to  the  sacrococcygeal  junction. 

Technic  of  Examination. — The  patients  were  first  pleasured  in 
the  routine  way;  then  the  transverse  diameter  was  measured  in  a 
simple  manner.  A  Budin  pelvimeter  was  supported  by  a  nurse, 
the  tips  were  crossed  and  grasped  between  the  thumbs  and  index 
fingers  and  were  then  forced  gently  but  firmly  between  the  tuber- 
ischii  and  this  measurement  taken  as  the  transverse  diameter.  The 
posterior  sagittal  diameter  was  then  measured  on  all  cases  having 
8  cm.  or  less.     To  measure  this  diameter  the  patient  was  placed 

*Read  at  a  meeting  of  the  Alumni  Society  of  Bellevue  Hospital,  May  1,  1918. 
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in  the  lithotomy  position  and  drawn  down  so  that  the  buttocks  were 
well  over  the  edge  of  the  table.  The  distance  from  the  sacrococcy- 
geal joint  to  the  point  midway  between  the  tuber  ischii  was  then 
measured.  One  centimeter  was  then  subtracted  from  this  reading 
to  allow  for  the  thickness  of  the  sacrum  and  soft  tissues. 

In  all  these  cases  the  pubic  arch  was  palpated  by  the  Sellheim 
method.  The  buttocks  were  seized  in  such  a  manner  that  the 
tuberosities  of  the  ischii  fit  into  the  webs  between  the  thumb  and 
index  fingers,  the  thumbs  then  followed  the  course  of  the  ischii- 
pubic  rami.  With  a  little  practice,  this  gives  a  valuable  impression 
of  the  outlet. 

Classification  of  Cases. — All  of  these  cases  come  under  Edgar's 
classification  of  relatively  contracted  pelvic  outlet.  He  divides  the 
outlets  into  absolutely  contracted  and  relatively  contracted.  In  the 
absolutely  contracted  the  transverse  diameter  is  5.5  cm.  or  under, 
and  in  the  relatively,  between  5.5  cm.  and  8  cm. 

For  purposes  of  discussion  these  cases  have  been  divided  into 
three  classes,  as  follows : 

Class  I.     Where  the  transverse  diameter  was  7.75  cm.  and  8  cm. 
Class  II.  Where  the  transverse  diameter  was  7  cm.  and  7.5  cm. 
Class  III.  Where  the  transverse  diameter  was  below  7  cm. 

Of  the  106  cases  delivered,  there  were  ninety-five  typical  funnel- 
type  pelves,  ten  generally  contracted,  and  one  flat  funnel. 

TABLE  I. 

Class  I  Class  II  Class  III  Total 

Number  of  cases 47  56              3  106 

Type  of  pelvis: 

Typical  funnel 44  50               1  95 

General  contracted 3  5               2  10 

Flat  funnel o  1               o  1 

The  limits  of  outlet  contraction  below  which  spontaneous  delivery 
is  not  likely  are,  according  to  Klein,  transverse  diameter,  8.5  cm. 
to  9  cm.,  with  the  posterior  sagittal  not  below  7  cm.;  where  the 
transverse  diameter  is  .7.5  cm.  to  8  cm.,  with  the  posterior  sagittal 
not  below  9  cm. 

Williams'  figures  differ  somewhat  and  are  as  follows: 

Transverse,  8  cm.,  posterior  sagittal,  7.5  cm. 
Transverse,  7  cm.,  posterior  sagittal,  8  cm. 
Transverse,  6.5  cm.,  posterior  sagittal,  8.5  cm. 
Transverse,  6  cm.,  posterior  sagittal,  9  cm. 
Transverse,  5.5  cm.,  posterior  sagittal,  10  cm. 
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Termination  of  Labor. — Sixty-five  cases  were  delivered  spontane- 
ously and   forty-one    (38  per  cent.)  were  operative.     Most  of  the 


Fig.  i. 

Chart   showing  increase  in  operative  percentages  with   the  decreasing  size  of 

the  pelvic  outlet. 

A.  Percentage  of  operative  cases  in  each  class. 
Class      I.     29.7  per  cent. 
Class    II.     42 . 8  per  cent. 
Class  III.  100. o  per  cent. 

B.  Percentage  of  tears  in  each  class. 

Class  I.  48.9  per  cent. 
Class  II.  53 . 5  per  cent. 
Class  III.  100. o  per  cent.     (Two  were  Cesarean  sections.) 

C.  Percentage  of  operative  cases  with  various  -transverse  diameters. 

8  cm.,  26.8  per  cent. 
7.75  cm.,  50  per  cent,  (only  6  cases). 
7.5  cm.,  41.6  per  cent. 
7  cm.,  45  per  cent. 
Below    7  cm.,  100  per  cent. 

operative  cases  were  forceps  deliveries,  thirty-four  out  of  106  being 
so  terminated. 

Cesarean   section    was    performed    four    times:  for    transverse 
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diameter  of  6.5  cm.,  posterior  sagittal,  9  cm.;  transverse  6  cm., 
posterior  sagittal,  7.5  cm.;  transverse  7  cm.,  posterior  sagittal, 
6  cm.;  and  transverse  7.5  cm.,  posterior  sagittal  9  cm.,  but  with  a 
flat  pelvis,  the  diagonal  conjugate  in  this  case  being  10  cm. 

Pubiotomy  was  performed  on  two  cases  of  generally  contracted 
funnel  pelvis.  In  one  case  the  transverse  diameter  was  6  cm.  and 
the  posterior  sagittal,  7.5  cm.;  in  the  other  the  transverse  diameter 
was  7  cm.  and  the  posterior  sagittal  7  cm.  The  first  case  was  a 
breech  and  a  pubiotomy  was  necessary  to  free  the  after-coming 
head.  The  breech  is  unfavorable  in  this  type  of  pelvis.  Both 
mothers  made  uneventful  recoveries,  but  one  baby  died  subsequent 
to  delivery. 

Labor  was  induced  in  three  cases,  a  Cesarean  section  being  later 
performed  on  one  of  them. 


TABLE  II. 

Class  I               Class  II 

Class  III 

Total 

33                       32 

O 

65 

14                       24 

3 

41 

Spontaneous  delivery 

Operative  delivery 

Operations : 

Cesarean  section o  2        (1  flat)  2  4 

Pubiotomy o  1  1  2 

Forceps:  "High" o  1  01 

"Median  A" 2  8  o  10 

"Median  B" 4  4  08 

"Low" 7  8  o  15 


Induction  of  labor 1     (at  term)   2 


Version . 


1  term 
1  later 
a  Cesar- 
ean sec- 
tion 


When  it  is  decided  to  terminate  labor  by  forceps,  or  otherwise 
we  are  not  guided  by  the  fact  that  the  patient  has  a  contracted 
outlet,  but  rather  by  the  actual  progress  of  the  individual  patient 
in  labor.  Table  III,  shows  that  other  factors  were  considered,  such 
as  dry  labor  and  posterior  occiput  positions.  As  a  conclusion, 
however,  we  believe  that  the  pelvis  was  a  factor  in  all  cases  except 
one — a  version  for  premature  dead  fetus. 

TABLE  III. 
Operations  performed  for: 

Class  I  Class  II  Class  III  T  it 

Pelvis 4                17                  3  :  _ 

Pelvis  (posterior  position  occiput) 5               6               o  1 1 

Pelvis,  posterior  position  (dry  labor) .  .  .  .          1               o               o  1 

Pelvis,  dry  labor 3              o              o  3 

Pelvis,  toxemia o               1               o  1 
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The  results  with  regard  to  the  limits  for  normal  labor,  in  this 
series,  agree  in  the  main  with  those  of  Williams.  There  are  a  few 
exceptions  and  these  will  be  described.  When  the  transverse 
diameter  was  8  cm.,  one  case  8  cm.  by  7  cm.,  delivered  a  3171 
gram  (7  lb.)  baby,  after  a  three-hour  second  stage;  two  cases  8 
cm.  by  7  cm.,  delivered  babies  weighing  2491.5  grams  (sHe  lb.) 
and  2799.5  grams  (6%6  lb.)  respectively;  and  one  case  8  cm.  by 
6  cm.,  delivered  a  2518.6  gram  (5?i6-ib.)  baby.  When  the  trans- 
verse was  7.75  cm.  a  spontaneous  delivery  occurred  with  a  posterior 


Fig.  2. — Diagram  showing  relative  position  of  the  head  in  a  wade  and  narrow 
arch.  The  proximity  of  the  head  to  the  coccyx  in  the  narrow  explains  the  fre- 
quency of  perineal  lacerations.  It  also  illustrates  the  reason  for  drawing  the 
head  well  into  the  posterior  triangle  when  performing  the  forceps  operation  in 
these  cases. 


sagittal  of  7.25  cm.,  the  baby  weighing  3284.25  grams  (7^6  lb.)- 
This,  as  you  will  see,  is  only  one-fourth  of  a  centimeter  under  the 
limit  of  each  diameter.  Where  the  transverse  was  7.5  cm.  and  the 
posterior  sagittal  7.5  cm.  spontaneous  labor  took  place  in  four  out 
of  nine  cases,  and  three  of  the  babies  weighed  over  3171  grams  (7 
lb.).  Seven  and  a  half  centimeters  transverse  by  7.5  cm.  posterior 
sagittal  is  probably  consistent  with  spontaneous  labor  on  many  cases. 
Spontaneous  labor  also  occurred  in  two  cases  7.5  cm.  by  7  cm., 
one  baby  weighed  317 1  grams  (7  lb.),  the  other  weighed  3397.5 
grams  (7^6  lb.).  Both  of  these  cases  were  on  the  outdoor  service 
and  the  weights  may  not  be  accurate,  as  there  are  only  small  spring 
scales  in  the  labor  bag.     Where  the  transverse  was  7  cm.,  one  case 
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7  cm.  by  7.5  cm.,  delivered  spontaneously  a  3311.43  grams  (7 
^6  lb-)  baby.  All  other  spontaneous  deliveries  with  the  posterior 
sagittal  below  8  cm.  were  under- weight  babies. 

Perineal  Lacerations. — There  was  a  high  percentage  of  perineal 
lacerations  in  this  series,  namely  53  per  cent.  The  percentage  in 
Class  II  was  higher  than  in  Class  I  and  Class  III  was  higher  than 


Fig.  3. — Pelvic   outlet,   showing  anterior   and   posterior   triangular   planes   of 
Klein,  and  sagittal  diameters.     (After  Edgar.) 


Class  II.  This  is  in  direct  proportion  to  the  decrease  in  size  of  the 
pelvic  outlet.  There  were  three  lacerations  into  the  rectum.  Prac- 
tically all  cases  of  deep  perineal  tears  or  lacerations  into  the  rectum, 
except  in  deliveries  where  the  mechanism  of  labor  is  ignored,  will 
be  found  to  have  this  type  of  pelvis.     Episiotomy  was  performed  on 

three  cases. 
4 


Class  III 

Total 

o 

34 

o 

16 

I 

3 
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TABLE  IV. 

Class  I  Class  II 

Perineal  lacerations — ist  deg 16  iS 

Perineal  lacerations — 2d  deg 7  9 

Perineal  lacerations — 3d  deg o  2 

Mortality. — There  was  no  maternal  death  in  this  series  as  a  result 
of  dystocia;  one  mother  died  of  toxemia.  Twelve  babies  died  or 
were  stillborn;  four  died  or  were  stillborn  from  operative  procedures 
and  in  the  other  cases  the  causes  were  toxemia  of  the  mother,  4; 
craniotomy  on  a  dead  fetus,  1 ;  prematurity,  1 ;  1  died  in  utero,  and 
1  of  atelectasis  twelve  hours  after  delivery. 

Mortality: 

Class  I       Class  II    Class  III       Total 

Mother 1  o  o  1 

Baby o  2  2  4 

Stillbirth 2608 

Indications  for  Treatment  of  Funnel  Pelves. — When  making  pelvic 
measurements  during  pregnancy,  the  transverse  diameter  of  the 
outlet  should  always  be  measured.  There  will  then  be  time  to  con- 
sider the  case.  It  is  sometimes  difficult  to  interpret  outlet  measure- 
ments. The  unknown  factors  are  the  size  and  malleability  of  the 
fetal  head. 

Cesarean  section,  at  or  just  before  term,  shoud  be  performed  for 
absolute  contraction;  that  is,  where  the  transverse  diameter  is  5.5  cm. 
or  below.  It  was  performed  in  three  of  the  smaller  outlets  in  this 
series. 

Induction  of  Labor. — Because  a  given  case  falls  below  what  might 
be  considered  the  normal  limits,  it  does  not  necessitate  a  radical 
operation  in  the  majority  of  cases.  One  must  take  into  considera- 
tion the  usual  factors,  such  as  the  size  of  the  parents  and  in  a 
multipara  the  history  of  the  preceding  labor.  In  a  primipara,  the 
patient  should  be  observed  carefully  during  the  latter  part  of 
pregnancy,  in  order  to  get  an  idea  of  the  size  and  engagement  of 
the  head. 

It  is  in  this  group,  the  cases  of  moderate  contraction,  that  an  in- 
duction of  premature  labor  is  advisable.  In  carefully  selected  cases 
induced  labor,  by  bag  or  bougie,  at  thirty-seven  or  thirty-eight 
weeks,  will  undoubtedly  lessen  the  number  of  forceps  operations 
and  also  the  number  and  degree  of  perineal  lacerations.  Certainly 
no  case  should  be  permitted  to  go  beyond  the  calculated  date  unless 
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it  is  obvious  from  the  size  of  the  fetus  that  there  is  an  error  in  the 
patient's  history. 

There  are  two  arguments  against  induction  of  labor  by  bags 
and  they  are  not  very  strong  ones.  First,  the  possibility  of  infection; 
and  second,  that  of  displacing  the  presenting  part.  With  present- 
day  surgical  technic,  however,  the  possibility  of  infection  is  prac- 
tically nil;  but  the  possibility  of  displacing  the  presenting  part  is 
always  present.  In  a  primipara  with  good  muscle  tone  there  is 
little  danger,  but  in  a  multipara  with  poor  muscle  tone,  one  should 
be  exceedingly  careful. 

When  using  a  No.  3  or  No.  4  bag,  do  not  fill  them  too  full  as  this 
will  make  the  upper  surface  convex  and  the  head  can  readily  be  forced 
into  the  iliac  fossa,  causing  a  transverse  presentation.  The  No. 
4  bag  should  be  used  in  these  cases  whenever  possible,  as  it  secures 
better  dilatation  of  the  cervix,  therefore  shortening  the  labor. 
After  induction  at  thirty-seven  or  thirty-eight  weeks,  the  fetal 
heart  must  be  carefully  watched,  as  these  babies  are  not  quite  as 
robust  as  at  term. 

Treatment  During  Labor. — The  reason  most  of  these  cases  can  be 
successfully  delivered  by  forceps  was  shown  by  Williams.  He 
measured  106  women  with  normal  pelves  and  found  that  when  a 
patient  was  placed  in  the  lithotomy  position,  the  anteroposterior 
diameter  of  the  outlet  increased  from  zero  to  4  cm.,  the  average 
being  1.75  cm.  and  the  posterior  sagittal  increased  0.75  cm.  This 
is  undoubtedly  due  to  the  rotation  of  the  innominate  bones  at  the 
sacroiliac  joints.  He  suggests  the  modified  Syms  position  when  the 
head  is  at  the  outlet. 

Should  it  become  necessary  to  perform  the  forceps  operation, 
place  the  patient  in  an  exaggerated  lithotomy  position,  for  the  rea- 
son shown.  When  delivering  the  head  through  the  outlet,  in  these 
cases,  traction  should  not  be  made  in  the  usual  manner  but  should 
be  downward,  so  that  the  head  will  pass  into  the  posterior  triangle. 
This  is  very  important  as  the  anterior  triangle  is  necessarily  de- 
creased in  size.  If  traction  is  not  made  properly  the  occiput  will 
impinge  against  the  narrow  rami  and  cannot  be  delivered.  Bringing 
the  head  into  the  posterior  triangle  will  cause  unusual  bulging. 
Obviously  this  is  the  cause  of  the  numerous  tears  seen  in  this  series. 

Should  forceps  fail,  we  have  our  choice  of  Cesarean  section,  pubi- 
otomy  and  craniotomy.  The  classical  Cesarean  section  should  not 
be  performed  after  an  attempt  has  been  made  to  deliver  by  forceps 
or  otherwise,  as  infection  is  likely  to  result. 

Pubiotomy. — Pubiotomy  should  be  performed  if  the  patient  is  in 
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good  surroundings;  that  is,  if  she  is  in  a  well-equipped  hospital,  if  the 
fetal  heart  is  good,  and  the  operator  feels  that  he  can  deliver  a 
healthy,  living  child.  Prolonged  attempts  with  forceps,  especially 
the  Tarnier  instrument,  is  a  contraindication. 

Pubiotomy  is,  in  well-selected  cases,  a  good  operation  because  by 
the  rotation  outward  at  the  sacroiliac  joints,  the  transverse  di- 
ameter is  increased  and,  as  Williams  has  shown,  this  increase,  in  a 
certain  number  of  cases,  is  permanent  owing  to  the  fibrous  union 
of  the  pubic  bones.  Where  the  increase  is  permanent  subsequent 
deliveries  will  be  easy. 

The  danger  of  infection  in  pubiotomy  is  great,  as  there  are  often 
deep  tears  in  the  vaginal  wall.  There  may  also  be  considerable 
hemorrhage  which  is  often  difficult  to  control. 

Craniotomy. — Craniotomy  on  a  living  child,  in  these  days  of  aseptic 
surgery,  is  seldom  if  ever  justifiable. 

Episiotomy. — During  a  normal  or  forceps  delivery  episiotomy  is 
a  valuable  means  of  preserving  the  perineal  body  and  the  integ- 
rity of  the  sphincter  ani.  It  should  be  performed  on  all  cases  where 
it  is  obvious  that  a  bad  tear  will  result  without  it. 

CONCLUSIONS. 

Abdominal  Cesarean  section  should  be  performed  at  or  just 
before  term  in  cases  of  extreme  outlet  contraction. 

In  moderately  contracted  cases  induction  of  premature  labor 
offers  a  safe  method  of  preventing  a  difficult  delivery  with  deep  peri- 
neal tears. 

Pubiotomy  is  advisable  in  certain  cases  where  forceps  have  failed. 

A  transverse  diameter  of  7.5  cm.  with  a  7.5  cm.  posterior  sag- 
ittal, is  consistent  with  spontaneous  labor. 

The  funnel  pelvis  is  the  usual  cause  of  deep  perineal  tears. 

480  Park  Avenue. 
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A  DELIVERY  ROOM  TECHNIC. 

BY 
STUART  B.  BLAKELY,  M.  D., 

Binghamton,  N.  Y. 
(With  one  illustration.) 

Little  has  been  written  about  delivery  room  technic.  Its  im- 
portance is  paramount  in  any  maternity  hospital.  Although  an 
article  on  such  a  subject  may  abound  in  traps  and  pitfalls,  the  writer 
has  the  temerity  to  submit  the  following  technic  that  has  been 
worked  out  for  the  obstetric  division  in  the  Municipal  Hospital  at 
Binghamton,  a  city  of  about  60,000  in  population.  An  effort  will 
be  made  to  be  brief  and  to  limit  the  discussion  strictly  to  the 
question  at  hand.  The  plan  (Fig.  1)  self-explanatory  and  is  better 
than  any  written  description  of  the  labor  and  delivery  unit  in  general 
and  of  the  delivery  room  in  particular. 

Primarily,  a  technic  must  be  aseptic,  although  an  aseptic  ideal  is 
perhaps,  practically,  impossible  to  attain.  A  technic  must  also  be 
adequate.  A  technic  ought  to  be  simple  and  not  complicated.  An 
imposing  array  of  flasks  and  bottles,  a  large  display  of  sterile  goods, 
and  a  floor  cluttered  with  apparatus  and  assistants  seem  uncalled 
for  and  unnecessary  in  a  modern  delivery  room.  A  technic  ought 
also  to  be  finished  and  not  "  messy. "  This  quality  depends  in  a  large 
degree  upon  the  nurse  in  charge,  but  some  arrangements  are  in- 
herently hopeless  in  this  respect,  however  admirable  they  may  be  in 
other  ways.  In  addition,  purely  local  conditions  may  demand  other 
qualities.  In  the  hospital  in  question  it  was  necessary  to  work  out 
a  technic  that  would  be  elastic  and  a  "one  nurse  affair."  The 
Maternity  is  open  to  all  physicians  of  the  city  for  both  "pay"  and 
"free"  cases,  and  effort  was  made  to  evolve  a  system  elastic  enough 
to  cover  the  reasonable  requests  of  any  physician  using  the  delivery 
room.  The  size  and  organization  of  the  training  school  are  such 
that  at  the  majority  of  deliveries  only  one  nurse  can  be  in  attendance. 
This  is  not  entirely  a  disadvantage  for  it  more  nearly  approximates 
conditions  of  assistance  often  met  with  in  private  homes. 

There  are  no  "rules  for  the  doctors"  in  the  delivery  room,  except 
that  the  patient  must  be  closely  clipped  and  then  scrubbed  with  soap 
and  water,  and  the  physician  must  for  all  examinations  and  deliveries 
use  sterile  rubber  gloves  after  disinfection  of  the  hands.  The  room 
is  maintained  at  a  temperature  of  7o°-75°  F.     The  labor  room  may 
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Fig.  i.— Plan  of  Binghamton  City  Hospital,  labor  and  delivery  unit. 


A.  Maid's  closet. 

B.  Nurse's  toilet. 

C.  Doctor's  toilet. 

D.  Doctor's  room. 

E.  Delivery  room. 

F.  Sterilizing  room. 

G.  Supply  room. 
i.  Sink. 

2.  Wash  bowl. 

3.  Toilet. 

4.  Shower. 

5.  Solution  basins. 

6.  Resuscitation  basin 


H.   Nurse's  work  room. 

I.     Labor  room. 

J.     Toilet,  sink  and  shower. 

K.    Store  and  emergency  room. 

L.    Elevator. 

M.  Corridor. 


7.  Stool  or  chair. 

8.  Delivery  table. 

9.  Wheel  carriage. 
10.  Instrument  tray. 
n.  Pail. 
12.  Stand  lamp. 

19.  Telephone. 

Contents  of  Carriages  and  Tray 
91.  Carriage  No.  i.—Top  Shelf—  Fl.  ext.  ergot;  boric  acid  solution;  argyrol, 
20  per  cent.;  silver  nitrate,  1  and  2  per  cent.;  mouth  wipes;  sterile  albolene;  pin 


13.  Hamper. 

14.  Table  or  stand. 

15.  Labor  bed. 

16.  Call  bell  button. 

17.  Shelf. 

18.  Instrument  closet. 
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be  used  also  for  deliveries  in  emergencies.  Hand  disinfection  is  by 
soap  and  water  with  brush,  followed  by  lime  and  soda  and  some 
antiseptic  solution.  The  standard  hand  and  flushing  solution  is 
lysol  1-2  per  cent.,  though  any  standard  solution  is  furnished  on  re- 
quest. The  delivery  room  is  always  "set  up,"  according  to  a  fixed 
and  rigid  scheme  as  outlined  in  the  drawing.  A  sterile  douche 
can  with  tubing  is  ready  in  the  supply  room.  The  hand  solution 
basins  and  the  content  of  the  instrument  tray  are  kept  covered, 
and  are  sterilized  after  each  case  and  every  twenty-four  hours  if 
not  used.  The  articles  in  the  catheterization,  packing  and  peri- 
neorrhaphy sets  are  not  left  longer  than  one  week  without  being 
re-sterilized.  To  make  the  room  ready  for  a  delivery  the  nurse 
pours  solution  into  basins  Nos.  (Fig.  i,  51,  5s,  53),into  the  latter  puts 
four  sterile  large  gauze  sponges,  and  places  a  bottle  of  sterile  soap 
and  a  pitcher  of  sterile  water  on  top  of  carriage  No.  1  (91) .  Sufficient 
sterile  goods  in  muslin  containers  are  on  this  carriage  for  the  usual 
case.     There  is  no  "sterile"  nurse,  as  there  is  really  no  need  for  her. 

Patients  are  usually  admitted  in  labor  or  in  some  obstetric  emer- 
gency. If  time  permits  they  are  given  a  shower  bath  and  a  soap- 
suds enema;  the  latter  is  almost  always  possible.  The  pubic  hair 
is  closely  clipped  with  sterile  scissors.  The  field — vulva,  pubic 
area,  inner  sides  of  thighs  and  anal  region  in  order  named — are  twice 
scrubbed  with  sterile  liquid  soap  and  water,  the  nurse  using  a  short 
stout  sterile  sponge  stick  holding  a  sterile  gauze  sponge,  flushed  with 
sterile  water  and  a  dry  sterile  pad  applied  and  held  in  place  by  a 
T-binder. 

When  the  time  for  delivery  approaches  the  patient  is  dressed  in  a 
short  gown  with  sleeves  and  a  pair  of  long  loose  leggins — sterile  to 

trays;  large  gauze  sponges;  vulva  pads;  T-binders;  delivery  towels;  hand 
towels;  doctor's  gown;  rubber  gloves  and  powder  shaker. 

Bottom  Shelf. — Blankets  for  baby;  large  gauze  sponges;  vulva  pads;  T-binder; 
cord  dressing;  gauze  packing;  packing  set;  catheter  set;  perineorrhaphy  set; 
doctor's  gown;  placenta  basin;  delivery  towels. 

o2.  Carriage  Xo.  2. — Top  Shelf. — Pad. 

Bottom  Shelf. — Douche  pan;  Kelly  pad;  pus  basin;  rubber  sheet. 

93.  Carriage  Xo.  3. — Top  Shelf. — Hand  towels;  delivery  towels;  rubber 
gloves;  doctor's  gown;  vulva  pads;  T-binder;  large  gauze  sponges;  sterile  scissors 
and  sponge  holder;  lysol;  liquid  soap;  powder  shaker;  razor;  pin  tray;  drinking 
glass. 

Bottom  Shelf. — Sterile  basin  and  pitcher;  pus  basin;  delivery  suit;  night  gown; 
leggins;  breast  binder;  abdominal  binder;  draw  sheets;  hand  and  bath  towels; 
wash  cloth. 

10.  Instrument  Tray. — Medicine  droppers;  small  glasses;  towel  clamps;  cord 
ties;  cord  dressing;  flat  gauze  sponges;  scissors;  large  clamps. 
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start  with  but  no  particular  effort  made  to  keep  them  so,  wheeled 
into  the  delivery  room  and  transferred  to  the  delivery  table.  Her 
hands  are  restrained  by  wrist-bands  attached  to  the  sides  of  the 
table  by  strong  webbing,  which  she  may  grasp  and  pull  upon  if 
she  desires.  The  obstetrician  puts  on  an  operating  suit  in  the  doc- 
tors' room.  He  then  scrubs  up,  uses  solution  in  the  proper  basin,  and 
is  handed  by  the  nurse  in  order,  a  sterile  hand  towel,  a  sterile  gown 
with  long  sleeves  and  a  pair  of  sterile  powdered  gloves.  If  further 
disinfection  of  the  delivery  field  is  desired,  the  patient  is  placed  on  a 
douche  pan  or  Kelly  pad,  and  scrubbed  by  the  nurse  or  himself. 
The  liquid  used  is  poured  or  directed  into  the  pail  and  the  pan  or 
pad  returned  to  carriage  No.  2  (Fig.  1,  g2).  The  nurse  then  hands  the' 
obstetrician  long  sterile  delivery  towels  to  drape  the  patient,  draws 
the  hand  solution  basin  within  easy  reach,  moves  the  instrument  tray 
to  the  foot  of  the  table  and  places  a  pus  basin  on  the  table  near  the 
foot.  From  this  point  on  the  nurse  need  rarely,  if  ever,  leave  her 
position  at  the  patient's  left. 

As  directed  the  nurse  may  give  chloroform,  the  anesthetic  material 
being  on  a  tray  fastened  under  the  head  of  the  table.  We  have  not 
yet  used  nitrous  oxide.  Of  course  any  chloroform  anesthesia  beyond 
the  obstetric  degree  and  ether  anesthesia  demand  further  assistance. 

When  the  head  is  born  the  nurse  turns  back  the  cover  of  the  in- 
strument tray,  spreads  a  long  sterile  towel  lengthwise  between  the 
patient's  feet  and  returns  to  guard  the  fundus.  At  no  time  need  the 
fundus  be  neglected,  except  for  periods  of  a  few  seconds,  because 
either  the  physician  or  the  nurse  is  always  free  for  its  attention. 

The  obstetrician  may  now  clamp  or  tie  and  cut  the  cord,  put  on 
the  cord  dressing — slit  gauze  square  and  gauze  band,  attend  to  the 
treatment  of  the  eyes  and  then  hand  the  baby  to  the  nurse  who  re- 
ceives it  in  a  sterile  blanket.  In  this  the  baby  is  rolled  and  placed 
on  top  of  carriage  No.  2 — both  carriage  tops  have  railings — until 
taken  to  the  nursery.  Occasionally  the  nurse  is  directed  to  dress 
the  cord  and  attend  to  the  eyes,  which  she  may  do  later  with  sterile 
gloves.  The  instrument  tray  is  maintained  sterile  throughout  the 
case.  Almost  any  combination  of  cord  dressing  and  eye  treatment 
is  possible,  by  either  physician  or  nurse.  If  the  obstetrician  wishes 
to  albolene  the  baby's  trunk  before  putting  on  the  cord  dressing  and 
band,  the  nurse  drops  a  sterile  towel  on  the  instrument  tray,  opens 
the  jar  of  sterile  albolene  and  holds  the  baby's  legs. 

For  the  third  stage  the  nurse  furnishes  the  sterile  basin  and  towel, 
and  prepares  the  fluidextract  of  ergot — given  as  a  routine  unless 
otherwise  ordered.     After  delivery  and  examination  of  the  placenta 
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and  membranes,  they  are  covered  in  the  basin  and  placed  on  bottom 
shelf  of  carriage  No.  2.  The  nurse  clears  away  the  soiled  towels  into 
the  pail,  furnishes  fresh  towels,  and  if  sutures  are  needed  spreads 
the  perineorrhaphy  set  on  the  instrument  tray. 

When  the  obstetrician  is  finished  with  the  patient,  the  nurse  drops 
two  sterile  vulva  pads  and  towel  on  the  instrument  tray,  takes  a 
T-binder  and  safety-pin,  passes  through  the  sterilizing  room  where 
she  gets  a  warm  gown  and  blanket,  and  then  to  the  labor  room  for 
the  wheel  bed.  This  she  puts  in  order,  if  she  herself  or  some  one 
else  has  not  already  had  an  opportunity  to  do  so,  spreads  the  T- 
binder  on  it,  and  takes  it  to  the  delivery  room.  The  blanket  is 
spread,  the  soiled  gown  and  leggins  removed,  the  patient  cleansed 
and  dried,  the  fresh  gown  put  on,  the  patient  transferred  to  the  bed, 
the  T-binder  fastened  in  place  and  the  patient  returned  to  the  labor 
room. 

If  the  conduct  of  the  case  requires  the  lithotomy  position, 
the  delivery  table  has  suitable  standards  and  straps  at  its  foot. 
Carriage  No.  2  turned  at  right  angles  to  the  table  near  its  foot  is  used 
as  a  stand  or  table  for  sterilizer  or  whatever  is  needed.  It  is  assumed 
that  the  obstetrician  works  at  the  patient's  right  and  that  the  dorsal 
position  is  employed  for  deliveries.  The  lateral  position  would 
entail  no  particular  change  in  the  technic.  The  occasional  left- 
handed  worker  would  only  require  the  shifting  of  the  nurse  and  the 
two  carriages  to  the  right. 

The  above  technic  is  simple,  adequate,  elastic,  easy  to  master  and 
maintain.  One  nurse  can  manage  the  normal  case.  Its  asepsis  is 
not  faultless;  no  technic  is  flawless.  In  some  respects  it  is  a  compro- 
mise. The  percentage  of  cases  having  a  postpartum  temperature  of 
100.60  F.  or  over  for  more  than  twenty-four  hours,  from  all  causes 
and  including  all  deliveries,  had  been  n  per  cent.  Perfection  is 
not  claimed  for  it.  A  technic  to  survive  must  change.  The  writer 
would  welcome  criticism  and  suggestion. 

91  Main  Street. 
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AN  EFFICIENT  AND  INEXPENSIVE  INCUBATOR. 

BY 
HERBERT  THOMS,  M.  D., 

Attending  Obstetrician, 'Grace  Hospital, 
New  Haven,  Conn. 

'(With  two  illustrations.) 

One  of  the  serious  problems  in  obstetrical  practice  is  the  proper 
care  of  the  premature  infant  in  the  first  few  weeks  of  life.  In  the 
absence  of  special  rooms  or  nurseries,  the  use  of  even  a  more  or  less 
crude  incubator  in  the  handling  of  these  cases,  has  proven  to  be 
well  worth  while.  The  principal  requisites  for  such  an  apparatus 
may  be  stated  to  be: 

i.  Cleanliness. 

2.  Surety  and  simplicity  in  working. 

3.  Ventilation  and  moistened  air. 

4.  Accurate  and  easy  regulation  of  temperature. 


Fig.  i. — Diagrammatic  cross-section  of  incubator.  ST,  Electric  stove;  AB, 
asbestos  reflecting  board;  arrows,  air  currents;  AO,  air  outlet;  5,  sponge;  SH, 
shelf  for  infant;  C,  glass  cover;  T,  thermometer. 

The  apparatus  herewith  described,  because  of  its  simple  and  in- 
expensive construction,  becomes  at  once  available  to  any  small 
hospital  without  adequate  resources  for  the  purchase  of  the  more 
expensive  forms  of  apparatus  of  this  nature.     The  incubator  shown 


THOMS:   AN   EFFICIENT   AND   INEXPENSIVE    INCUBATOR         543 

may  be  constructed  in  a  few  hours  and  the  expense  for  material 
need  not  exceed  $10  or  $12. 

The  details  of  construction  may  be  best  studied  from  the  photo- 
graph and  drawing  shown.  The  apparatus  stands  33  inches  in 
height,  is  22  inches  in  width  and  33  inches  in  length.  The  heating 
is  done  by  a  small  three-heat  electric  stove  shown  at  ST  (Fig.  1). 
This  is  placed  on  a  hinged  shelf  which  may  be  raised  or  lowered  at 
will  by  means  of  a  desk  hinge  and  thumb  screw  fastened  to  the 
outside  of  the  cabinet.     It  will  be  readily  seen  that  this  movement 


Fig.   2. — General  view  of  incubator. 

not  only  regulates  the  air  intake  to  some  extent  but  also  increases 
or  decreases  the  distance  of  the  heating  unit  from  the  asbestos  reflect- 
ing board  shown  at  AB.  It  is  by  this  simple  raising  and  lowering  of 
the  heating  unit  that  the  regulation  of  the  proper  temperature  of 
the  upper  chamber  is  accomplished. 

The  arrows  show  the  direction  of  the  air  current  from  A I  over 
the  heat  unit'  to  the  upper  chamber  and  the  outlet  shown  at  AO. 
The  asbestos  board  shown  at  AB  was  placed  not  only  to  direct  the 
air  current  but  also  to  prevent  too  great  concentration  of  heat  upon 
the  lower  surface  of  the  shelf  SH  upon  which  the  mattress,  etc., 
for  the  baby  are  placed. 

The  air  receives  moisture  from  two  sponges  placed  at  S.  The 
glass  cover  C  is  made  entirely  removable  and  is  not  hinged,  thus 
preventing  to  a  great  extent  the  breakage  which  would  be  more  apt 
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to  occur  with  a  hinged  cover.  The  entire  incubator  is  lined  with 
asbestos  paper. 

We  have  used  the  apparatus  here  shown  for  the  past  eight  months 
almost  continuously  and  find  that  the  lowest  heat  of  the  electric 
stove  is  all  that  is  necessary  for  the  maintenance  of  the  desired 
temperature.  It  should  be  understood  that  this  stove  is  of  the 
hot  plate  variety  and  not  the  open  coil  kind  that  is  commonly  used 
for  toasting.  In  order  to  regulate  the  amount  of  light  for  the  upper 
chamber,  a  removable  covering,  such  as  a  towel,  may  be  laid  over 
the  glass  in  the  cover. 

59  College  Street. 


SCOPOLAMINE-MORPHINE  AMNESIA  IN  LABOR.* 

BY 

W.  R.  LIVINGSTON,  M.  D.,  F.  A.  C.  S., 

Oxnard  Cal. 

This  term  includes  several  more  or  less  distinct  procedures: 

i st.  The  individualization  method  of  Gauss. 

2d.    The  experimental  fixed  dosage  scheme  of  Siegel. 

3d.    The  combined  dosage,  as  in  the  HMC  tablet. 

In  the  series  now  reported,  I  have  used  the  Gauss  method  only. 
In  the  Siegel  method  as  I  observed  it  at  Freiberg,  many  women 
seemed  too  deeply  narcotized.  I  believe  this  has  been  the  general 
experience.  With  the  HMC  tablet  there  is  a  distinct  danger  from 
the  morphine  given  late  in  the  labor. 

I  will  not  attempt  to  describe  in  detail  the  management  of  these 
cases  by  the  Gauss  method.  It  has  been  often  published  and  is 
readily  accessible.  I  will  confine  myself  to  a  consideration  of  the 
results  obtained  as  we  have  observed  them.  One  point  of  treatment 
developed  as  the  result  of  experience  might  be  mentioned;  in  cases 
admitted  after  hard  labor  has  already  begun,  or  in  the  presence  of 
initial  excitement  or  fear,  we  do  not  hesitate  to  relax  the  patient  by 
the  use  of  an  inhalation  anesthetic.  In  these  cases  the  amnesic  con- 
dition is  thus  more  readily  and  quickly  induced,  and  the  labor  then 
proceeds  under  the  injections  alone. 

Since  my  return  from  Freiberg  in  September,  19 14,  I  have  at- 
tended, chiefly  in  St.  John's  Hospital,  Oxnard,  275  cases  of  delivery 
under  scopolamine-pantopon  amnesia.     While  I  have  had  no  acci- 

*  Read  before  the  Los  Angeles  Obstetrical  Society,  March  12,  1918. 
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dents  in  the  cases  that  were  not  in  the  Hospital,  none  of  them  has  been 
ideal.  The  necessary  quiet  and  isolation  cannot  generally  be  ob- 
tained in  private  homes.  The  procedure  should,  therefore,  be  con- 
sidered strictly  a  hospital  method.  I  am  sure,  also,  that  even  in  a 
hospital,  the  results  will  be  in  direct  proportion  to  the  approach  to 
ideal  conditions  there.  For  instance,  a  delivery  room  in  common 
with  other  cases  will  almost  preclude  successful  amnesia. 

I  believe  our  good  results  have  been  due  largely  to: 

ist.  An  isolated  delivery  room,  in  which  the  patient  remains 
during  the  whole  period  of  labor. 

2d.  The  enthusiastic  cooperation  and  unremitting  care  of  the 
Sisters  and  of  the  nurses  of  St.  John's  Hospital. 

3d.  That  a  nurse,  employed  for  the  purpose,  has  remained  in  the 
delivery  room  throughout  the  whole  of  almost  every  delivery. 

Average  duration  of  labor  after  pains  have  begun  to  be  regular 
was  ten  hours  and  ten  minutes,  longest  forty-six  hours.  The  average 
time  from  the  first  injection  to  delivery,  seven  hours.  The  longest 
was  twenty-six  hours. 

It  has  been  our  experience  that  the  average  duration  of  labor  has 
not  been  lengthened.  The  first  stage  in  primiparae  is  certainly 
shortened.  Under  scopolamine  the  cervix  is  soft  and  the  tight  cer- 
vical ring  of  the  ordinary  labor  was  generally  absent.  The  uterine 
contractions  are  not  so  violent,  but  the  relaxed  condition  of  the 
cervix  causes  a  decreased  resistance  to  expulsion. 

Vaginal  examinations  were  infrequent,  and  I  have  no  reliable 
data  of  the  duration  of  the  second  stage.  Entirely  unassisted,  it 
would  probably  be  prolonged.  There  is  an  absence  of  the  violent 
expulsive  effort  of  the  ordinary  labor.  There  is  also  a  relative 
absence  of  resistance  from  tension  of  the  soft  parts  of  the  mother. 
The  presenting  part  of  the  child  is  therefore  under  the  control  of 
the  operator  to  a  remarkable  degree.  Pressure  on  the  fundus,  or 
against  the  perineum,  will  stimulate  expulsive  effort,  while  a  slight 
pressure  on  the  presenting  part  will  retard  progress. 

The  third  stage  seemed  to  be  uninfluenced. 

There  were  no  cases  of  postpartum  hemorrhage.  We  are  sure, 
therefore,  that  with  reasonable  care  this  danger  is  not  increased  by 
the  procedure.  No  anesthetized  patient  should  ever  be  left  alone. 
Under  scopolamine  the  woman  is  also  unconscious,  and  unable 
to  give  notice  of  hemorrhage.  A  nurse  remains  with  the 'patient 
constantly  for  two  hours  following  delivery.  This  precaution,  with 
care  in  the  delivery  of  the  placenta,  may  explain  our  freedom  from 
this  complication. 
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The  scopolamine  used  has  been  the  "stable"  preparation  of  La- 
Roche.  The  first  200  ampoules,  I  brought  with  me  from  Freiberg. 
Later  quantities  have  been  purchased  in  New  York.  I  believe  the 
supply  now  comes  from  Switzerland.  It  is  with  this  preparation 
that  the  later  good  results  at  Freiberg  have  been  obtained.  The 
warning  against  the  use  of  decomposed  solutions  has  been  so  re- 
peatedly given  by  the  Freiberg  Clinic  that,  I  believe,  we  are  not 
at  present  justified  in  experimenting  with  other  preparations.  I 
have  noted  that  in  the  published  reports  in  this  country  which  con- 
demn the  use  of  scopolamine,  other,  and  possibly  decomposed,  solu- 
tions have  generally  been  used.  Each  ampoule  contains  1.2  c.c.  of 
a  strength  of  }^oo  grain  to  the  cubic  centimeter.  Average  number 
of  ampoules  used  in  each  of  the  last  160  cases  was  3.37.  Greatest 
number  in  any  one  case  was  eight,  in  which  the  amnesia  was  twenty- 
six  hours'  duration. 

Narcophen  was  used  in  the  early  cases.  When  this  was  no  longer 
obtainable  we  substituted  pantopon.  If  any  difference  was  noted, 
it  is  rather  in  favor  of  pantopon.  We  think  the  sleep  comes  a  little 
quicker,  and  there  have  been  fewer  cases  of  delayed  breathing.  The 
latter  may,  however,  be  due  to  better  management  from  increased 
experience.  The  greatest  amount  in  any  one  case  was  3^  am- 
poules.   More  than  one  ampoule  was  used  in  16  per  cent,  of  the  cases. 

Pituitrin  was  used  in  22  per  cent.;  in  all  cases  with  the  cervix 
fully  dilated  and  the  head  low.  Generally  0.5  c.c.  was  used.  Among 
the  mothers  there  were  54  per  cent,  primipara?,  46  per  cent,  multi- 
paras, and  fifteen  mothers  had  amnesia  twice,  while  one  mother  had 
amnesia  three  times.  The  average  age  was  twenty-eight  and  one- 
half  years;  oldest  was  forty-six  years. 

There  was  no  maternal  mortality.  Only  two  are  not  now  alive. 
One  was  murdered  ten  months  after  delivery,  one  died  eight  months 
after  delivery  in  convulsions  from  a  pyonephritis  complicated  by 
mitral  regurgitation,  both  of  which  long  antedated  the  confinement. 

There  were  no  infections  of  the  genital  tract  or  at  the  site  of  the 
injections. 

There  were  no  cases  of  insanity.     One  case  is  most  interesting. 

After  each  of  four  previous  confinements,  the  woman  had  been 
insane  for  from  one  to  four  months.  In  two  of  these  confinements 
I  was  in  attendance.  Then  followed  two  twilight  deliveries,  in 
neither.of  which  was  there  any  mental  disturbance.  In  November 
last,  in  my  absence,  she  was  delivered  without  amnesia,  and  insanity 
followed,  as  it  had  in  the  former  labors,  but  to  a  lesser  degree. 

Four  other  cases  were  especially  urged  to  have  the  amnesia, 
because  of  their  marked  neurotic  disturbances,   following  former 
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labors,  but  not  to  the  degree  of  actual  insanity.  All  of  these  were 
carried  through  under  scopolamine  amnesia  without  nervous  shock 
or  the  recurrence  of  the  nervous  symptoms  of  their  previous  labors. 

In  a  search  of  the  literature,  I  have  been  unable  to  find  any 
series  in  which  the  number  of  insanity  cases  following  scopolamine 
amnesia  has  been  above  the  normal;  yet  no  other  objection  has  been 
so  persistently  urged.  Scopolamine  amnesia  may  not  be  able  to 
prevent  all  cases  of  insanity,  but  our  experience  seems  to  show  that 
in  lessening  the  shock  that  trips  an  unstable  nervous  system,  it 
saves  many  who  would  become  insane  from  ordinary  labor. 

Forceps  were  used  in  10.5  per  cent,  in  the  whole  series,  four- 
teen per  cent,  in  the  first  65  cases.  Seven  per  cent,  in  the  last  165 
cases.     Three  times  in  the  last  65  cases. 

In  the  earlier  cases  a  "tenderness"  to  the  savage  criticism  of 
that  time  inclined  me  to  the  use  of  forceps  early.  The  much  smaller 
percentage  in  the  later  cases  resulted  from  an  increased  confidence 
in  the  safety  of  the  procedure  itself  and,  possibly,  a  somewhat 
better  management  from  increased  experience.  The  danger  from 
forceps  is  chiefly  in  the  high  and  midplane  applications.  That 
the  number  of  these  cases  is  reduced  in  twilight  sleep  is  generally 
conceded.  The  woman  is  not  exhausted  by  the  efforts  of  the  first 
stage,  and  a  reasonable  time  can  be  given  for  the  moulding  and  the 
descent  of  the  head. 

In  this  connection  it  is  well  to  remember  that  a  large  number  of 
our  cases  came  to  us  because  of  some  serious  complication  in  former 
labors.  They  were  willing  to  brave  even  the  supposed  dangers  of 
twilight  sleep  to  avoid  a  repetition  of  a  past  experience.  A  con- 
siderable number  gave  a  history  of  babies  dying  during  delivery. 
No  one  was  refused  amnesia  because  of  such  complications. 

The  supposed  necessity  for  the  increased  use  of  forceps  has  been 
one  of  the  frequently  urged  objections  to  scopolamine  amnesia; 
yet  Gauss  reports  7.32  per  cent,  as  the  average  for  Freiberg.  As  a 
comparison  we  find  that  in  20,000  deliveries  in  Sloane  Hospital, 
forceps  were  used  in  12.3  per  cent.,  and  that  in  the  private  practice 
of  Cragin  (of  Sloane),  which  more  nearly  includes  the  type  of  women 
who  are  receiving  twilight  sleep,  forceps  were  used  in  22.6  per  cent. 
This  would  seem  to  show  that  the  frequent  use  of  forceps  was  not 
from  the  amnesia  per  se,  but  from  faulty  management  somewhere. 

Complications. — Heart  lesions  have  been  noted  in  five  cases, 
eclampsia  in  three  cases,  breech  presentations  eight;  twins  once  only. 
I  believe  none  of  these  to  be  contraindications. 

Dry  labors  have  been  frequent.     So  far  as  we  could  judge,  labor 
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in  these  cases  was  not  prolonged.  Of  late,  when  for  any  reason, 
labor  was  induced,  it  was  done  by  a  simple  puncture  of  the  mem- 
branes. 

Milk  secretion  seemed  uninfluenced,  except  that  the  third  day 
engorgement  of  the  breasts  was  certainly  lessened.  The  patient 
usually  awakens  very  hungry.  A  full  diet  is  given  after  the  first 
day,  and  is  eaten  with  a  relish.  There  were  no  abscesses  of  the 
breasts  while  in  the  hospital  nor  in  those  that  remained  under  our 
care. 

The  urine  is  secreted  in  increased  amount  during  the  sleep.  In 
most  cases  it  was  necessary  to  void  the  urine  at  least  once  during 
labor.  Restlessness  in  many  cases  seemed  to  be  caused  by  the 
urinary  pressure,  as  the  patient  would  sleep  quietly  after  the  bladder 
had  been  emptied.  We  always  gave  this  condition  careful  atten- 
tion. Retention  of  urine  after  delivery  is  rare.  Only  one  case 
required  the  postpartum  use  of  the  catheter.  More  or  less  thirst  is 
common  and  water  is  freely  given  during  labor. 

The  softened  condition  of  the  cervix,  even  in  primiparae,  is  one 
of  the  surprises  of  the  twilight  method.  It  is  rarely  that  the  normal 
hard  cervical  ring  is  present  with  its  resistance  to  dilation.  The 
dilation  is  even  and  because  of  the  comparative  lack  of  rigidity, 
cervical  tears  are  infrequent  and  have  been  noted  chiefly  in  the 
forceps  cases.  This  must  certainly  be  an  important  factor  in  the 
subsequent  well  being  of  these  women.  We  believe  perineal  tears 
are  also  less  frequent. 

Obstetric  emergencies  are  readily  taken  care  of  under  scopolamine 
amnesia.  Not  only  have  we  been  able  to  do  this,  but  in  addition, 
we  frequently  perform  needed  operations  for  conditions  which  are 
in  no  way  related  to  obstetrics.  It  is  my  custom  in  my  general 
surgery,  to  produce  what  is  practically  a  condition  of  twilight  sleep, 
as  a  preliminary  to  the  general  anesthetic.  We  are  sure  that  it 
prevents  shock  and  shortens  the  convalescence.  In  two  cases, 
immediately  following  delivery,  perineorrhaphy  has  been  done  for 
the  repair  of  tears  of  previous  labors.     Both  were  successful. 

No  cases  required  restraint  during  labor.  The  patient  of  course 
remembers  the  first  injection  and  generally  the  second.  In  rare 
cases  also  the  third.  The  amount  of  suffering  decreases  after  the 
first  injection  of  combined  pantopon  and  scopolamine,  and  the  am- 
nesia generally  follows  after  the  second  injection  of  scopolamine 
alone,  three-quarters  of  an  hour  later.  The  patient  usually  lies 
from  choice  on  one  side  and  the  injection  is  made  in  whichever  loin 
is  uppermost.     The  site  of  the  injection  is,  of  course,  not  important. 
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In  most  cases,  at  some  time  during  labor,  there  has  been  some 
restlessness.  Evidences  of  muscular  response  to  the  uterine  con- 
tractions when  labor  was  well  advanced,  have  been  present  in  most 
cases.  The  woman  who  remains  absolutely  still  in  the  presence  of 
hard  contractions  is  overdosed.  She  should  react  sufficiently  to 
"bear  down"  somewhat  at  each  contraction.  We  must  remember 
that  the  ideal  condition  is  one  of  amnesia  only.  In  this  state  there 
may  be  a  temporary  reaction  to  the  contractions  but  it  is  promptly 
forgotten.  The  woman  will  obey  instructions  and  will  answer 
questions  promptly  in  a  distinct  and  clear  voice.  She  reacts  quickly 
to  noises  and  the  hearing  seems  even  more  acute.  She  is  sensitive 
to  bright  lights  and  to  noises  that  her  subconsciousness  cannot 
readily  explain,  or  to  anything  startling  or  unpleasant.  For  ex- 
ample, many  women,  sleeping  in  the  presence  of  firm  uterine  con- 
tractions, will  become  restless,  or  even  arouse  to  consciousness  if 
the  covering  sheet  is  removed  and  the  body  exposed.  Great  fear 
is  a  disturbing  element,  as  it  is  also  to  a  lesser  degree  in  inhalation 
anesthetics.  It  is  because  this  mental  state  differs  so  radically 
from  that  of  inhalation  anesthetics,  that  many  who  have  not  had 
the  opportunity  to  observe  properly  managed  cases,  or  who  have 
not  been  able  to  command  a  proper  environment,  have  generally 
overdosed  the  patient. 

All  of  our  cases  were  private  patients  and  the  majority  of  superior 
intelligence.  They  had  all  voluntarily  applied  for  treatment,  many 
of  them  after  the  most  painstaking  investigation.  They  were 
encouraged  by  us  to  see  and  question  as  many  twilight  mothers  as 
possible.  Most  of  them  had  been  alarmed  by  unfavorable  accounts 
about  twilight  sleep,  and  we  were  careful  to  overcome  all  fear  thus 
engendered  as  much  as  possible.  Our  good  control  of  all  of  our 
patients  was  no  doubt  due  to  these  preliminary  measures,  measures 
that  are  of  importance  in  all  surgical  work.  We  observed  that  the 
better  educated,  accustomed  as  they  are  to  mental  discipline,  were 
easiest  to  control. 

The  ignorant  women,  in  a  strange  environment,  who  do  not  under- 
stand the  object  sought,  who  are  attended  by  physicians  unknown 
to  them,  as  in  the  ordinary  admissions  to  a  general  hospital,  will 
no  doubt  show  a  larger  percentage  of  delirium  and  necessity  for 
restraint.  That  this  is  true  in  the  administration  of  any  anesthetic 
is  well  known.  We  do  not  abandon  ether  because  this  is  true. 
Why  condemn  twilight  because  the  same  condition  may  obtain? 

Of  the  fifteen  cases  we  observed  in  a  second  amnesia,  fourteen  re- 
quired less  of  the  drug  than  in  the  first  labor.     In  these  cases  the 
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element  of  fear  was,  of  course,  eliminated.  In  from  one  to  three 
hours  after  delivery,  the  woman  awakes.  If  undisturbed,  she  will 
doze  for  another  two  to  four  hours.  She  then  awakes  refreshed,  and 
usually  very  hungry.  There  is  apparently  little  shock,  even  after 
long  and  hard  labors,  almost  no  muscular  soreness,  and  absence  of 
physical  and  mental  depression.  Those  without  complications  are 
usually  out  of  bed  on  the  second  or  third  day.  A  comparatively 
complete  follow-up  system  has  shown  us  no  reason  why  this  should 
not  be  permitted. 

All  of  the  conditions  which  produce  shock  are  present  in  labor. 
Crile  has  shown  that  scopolamine  and  morphine,  partially,  at  least, 
block  the  brain  from  receiving  these  noci-stimuli,  and  that  the  inhala- 
tion anesthetics  do  not.  I  believe  this  absence  of  shock,  and  compara- 
tive freedom  from  postpartum  morbidity,  will  yet  be  recognized 
as  one  of  the  great,  if  not  the  greatest  benefit  of  scopolamine  mor- 
phine amnesia. 

The  following  conditions  were  noted  with  reference  to  the  child. 

Seventeen  per  cent,  of  all  the  babies  did  not  cry  at  once  at  birth. 
There  were  eight  cases  of  asphyxia. 

Of  those  noted  in  the  history  as  slow  to  breathe,  69  per  cent,  had 
the  cord  one  or  more  times  around  the  neck;  this  is  too  frequent  to  be 
a  mere  coincidence. 

Babies  do  not  generally  cry  as  quickly  as  when  no  anesthetic  is 
given.  That  this  does  no  harm,  is  shown  by  the  later  vigor  of 
these  children.  I  believe,  in  fact,  that  it  is  a  distinct  advantage, 
for  they  are  saved  the  danger  of  an  attempt  to  breathe  before  birth 
is  complete.  The  asphyxias  were  probably  not  more  frequent  than 
in  ordinary  labor.  All  of  the  babies  noted  as  slow  to  breathe  are 
now  alive  and  well.  In  no  cases  have  we  used  violent  measures 
of  resuscitation  and  only  very  rarely  artificial  respiration.  I  believe 
great  harm  has  been  done  and  many  lives  lost  from  the  use  of  violent 
measures  in  the  resuscitation  of  the  delicate  new-born.  In  no  other 
way  have  I  been  able  to  explain  the  persistent  statement  that  babies 
have  been  weakened  by  scopolamine.  May  it  not  be  due  to  ill- 
advised,  damaging  violent  measures  used  by  an  inexperienced 
and  apprehensive  operator? 

For  a  baby  to  be  more  or  less  blue  at  birth  may  be  considered 
normal.  It  is  nature's  stimulus  to  the  respiratory  center.  In  the 
past  it  has  been  disregarded.  The  use  of  the  term  in  connection  with 
scopolamine  amnesia  has  confused  it  in  the  lay  mind  with  that  of  an 
entirely  different  condition,  namely,  the  patency  of  the  foramen  ovale, 
which  the  laity  has  justly  learned  to  fear.     That  this  condition  oc- 
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curs  more  often  in  amnesia  is  not  even  contended.  There  was  no 
immediate  mortality.  One  child  was  stillborn  in  the  whole  series. 
One  child  died  at  eight  days. 

Three  only,  in  the  whole  series,  have  died  up  to  the  age  of  three 
and  one-half  years:  one  at  ten  months,  murdered,  one  at  eleven 
months,  of  ileocolitis,  one  at  twenty  months,  of  spinal  meningitis. 

The  mother  of  the  child  stillborn  was  a  primipara,  aged  forty-six. 
Ten  years  before  delivery  she  had  had  a  number  of  fibroids  dissected 
from  the  uterus,  a  ventrosuspension  done  and  some  work  on  the 
adnexae.  She  was  toxic  throughout  the  whole  of  pregnancy,  passed 
large  quantities  of  low  specific  gravity  urine.  She  was  given  only  a 
partial  amnesia.  After  fifteen  hours  the  fetal  heart-beat  was  strong, 
but  there  was  no  progress.  Forceps  were  applied,  and  the  head  deliv- 
ered, but  the  large  shoulders  prevented  delivery  for  some  time.  She 
had  had  no  narcophen  for  seven  hours,  and  no  scopolamine  for  three 
hours,  before  delivery.  It  is  improbable  that  the  child  was  nar- 
cotized and  I  believe  the  death  was  due  to  mechanical  difficulties. 

The  child  dying  at  eight  days  was  born  of  a  toxic  mother  in  her 
third  labor.  Her  two  other  children  had  died  in  delivery,  neither 
of  these  were  amnesic.  This  child  was  born  alive,  but  persistently 
vomited  all  food. 

A  number  of  the  living  children  have  been  premature. 

The  remarkably  low  death  rate  of  these  children,  some  of  them 
now  three  and  a  half  years  old,  may  be  due  to  a  number  of  causes, 
but  at  least  it  would  seem  to  prove  that  none  of  these  babies  was 
weakened  by  the  amnesia.  I  may  add  that  in  the  last  Ventura 
County  Better  Babies  Contest  there  were  seven  awards.  Twilight 
babies  won  in  every  class  in  which  they  were  by  age  eligible. 

The  ratio  of  stillbirths  in  the  best  institutions  is  about  5  per  cent. 
In  private  homes  it  is  much  greater.  Yet  Gauss  reports  41 11  cases 
of  twilight  with  a  mortality  of  1.6  per  cent.  Polak  reports  400 
consecutive  cases  of  amnesia  without  either  maternal  or  infant  mor- 
tality, and  no  cases  of  postpartum  hemorrhage.  If  the  large  series 
of  Gauss  has  been  equalled  in  any  institution  for  ordinary  deliveries, 
I  have  been  unable  to  find  the  record.  This  must  surely  prove  that 
scopolamine  amnesia,  properly  given,  cannot  of  itself  be  killing 
babies ;  but  the  contrary,  that  twilight  is  not  only  relieving  the  mother 
of  most  of  the  suffering  during  labor  and  avoiding  much  of  the  sub- 
sequent morbidity,  but  is  actually  saving  the  lives  of  babies  as  well. 

That  there  should  be  any  harmful  remote  result  from  the  Sco- 
polamine in  the  child  is  contrary  to  our  knowledge  of  the  effect  of 
any  of  the  solanaceae.  Besides,  the  experiments  of  Holzbach  have 
shown  that  even  the  minute  amount  of  the  drug  absorbed  by  the 
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child  is  eliminated  in  the  urine  within  a  few  hours  after  birth.  It 
is  absurd,  and  is  only  mentioned  here  because  certain  opponents  of 
the  method  have,  in  their  need  for  an  objection  that  could  not  be 
easily  controverted,  hinted  at  some  vague  calamity  at  some  indefi- 
nite future  period — an  astute  attempt  to  play  the  astounding  love 
of  a  mother  for  her  offspring,  against  her  natural  desire  to  be  spared 
the  awful  suffering  of  childbirth. 

The  rumor  that  there  is  great  danger  to  the  child  is  persistent. 
To  arrive  at  the  truth,  I  have  searched  the  literature  carefully,  but 
have  failed  to  find  a  single  series,  large  enough  to  show  that  the  op- 
erator had  mastered  the  technic,  that  showed  a  much  higher  mortal- 
ity for  babies  than  in  the  nontwilight  cases  in  the  same  institution. 
If  chloroform  or  ether  should  be  administered  by  a  few  hundred 
physicians  who  had  never  seen  an  anesthesia,  how  many  would  get 
the  calm,  unbroken  sleep  now  common  in  our  best  clinics?  Scopola- 
mine amnesia,  a  far  more  subtle  seminarcosis,  is  passing  through 
such  a  period  now,  with  the  additional  handicap  that  the  war  has 
prevented  many  who  are  anxious  to  know  the  truth,  from  an  op- 
portunity for  instruction.  Yet,  notwithstanding  all  this,  no  one, 
so  far  as  I  have  been  able  to  learn,  who  has  used  the  Gauss  method 
in  a  sufficient  number  of  cases  to  have  acquired  a  reasonable  degree 
of  skill,  and  a  reasonable  average  to  his  statistics,  has  actually 
had  a  high  death  rate.  Considering  the  persistence  of  rumors  to 
the  contrary,  this  is  so  remarkable  as  to  be  almost  beyond  belief, 
and  means  that  later  records  from  experienced  operators  will  show 
a  marvelously  low  mortality. 

The  following  disadvantages  may  be  noted: 

ist.  Its  rather  exacting  requirements.  Its  best  results  will  be  in 
properly  equipped  hospitals.  Quiet  must  be  secured.  This  means 
a  separate  delivery  room,  well  isolated  either  by  position  or  padding; 
and  an  attendant  skilled  in  scopolamine  amnesia  must  be  in  constant 
attendance  on  each  patient  during  the  whole  of  the  delivery  and 
for  two  hours  subsequently.  The  expense  of  personnel  and  environ- 
ment will  probably  be  considered  too  great  for  charity  hospitals,  and 
has  been  a  reason  for  its  abandonment  in  many  institutions. 

2d.  Attempts  at  a  fixed  dosage  have  been  only  partly  successful. 
Dosage  is  still  a  matter  of  individualizing  the  patient.  Therefore 
it  is  time  consuming,  because  the  physician  must  be  present,  or 
remain  within  call,  throughout  the  whole  amnesia. 

3d.  It  is  not  generally  suited  for  cases  in  which  delivery  is  ex- 
pected within  two  hours. 

The  advantages  to  the  mother  may  be  summarized  as  follows: 
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ist.  Standard  cases:  (a)  Heart  lesions  are  saved  the  danger  of 
muscular  effort  and  exhaustion,  (b)  Border-line  pelvic  contrac- 
tions are  allowed  the  full  test  of  labor  with  a  minimum  of  exhaustion. 

2d.  The  mother  knows  during  the  whole  nine  months  of  preg- 
nancy that  her  crisis  will  be  practically  free  from  suffering.  The 
comfort  of  this  assurance  is  enormous. 

3d.  The  cervix  dilates  with  less  trauma,  and  in  first  labors  more 
rapidly. 

4th.  Relative  infrequency  of  high  forceps. 

5th.  Absence,  or  lessened  severity,  of  after-pains. 

6th.  Breast  engorgement  less. 

7th.  Absence  of  shock  postpartum;  absence  of  muscular  sore- 
ness and  exhaustion;  convalescence  is  more  rapid. 

Advantages  for  the  baby  are: 

1  st.  More  babies  are  born  alive. 

2d.  They  have  a  better  start  in  life  because  of  the  better  mental 
and  physical  condition  of  the  mother,  and  the  relative  absence 
in  the  milk,  of  the  toxines  produced  by  prolonged  suffering  and  phys- 
ical exertion. 

In  civilized  countries,  childbirth  is  no  longer  a  purely  physiolog- 
ical process.  The  ruthless  elimination  of  the  unfit,  as  it  obtains 
among  primitive  peoples,  has  long  since  ceased.  The  big  brain,  with 
its  corresponding  big  case,  and  the  highly  developed  nervous  system 
required  for  success  under  modern  conditions,  render  childbirth  in 
this  type  difficult,  and  the  individuals  neither  mentally  nor  phys- 
ically able  to  bear  it  well.  With  scopolamine  amnesia  individu- 
alized to  meet  the  varying  indications,  we  are,  in  comparative 
safety,  giving  these  women  the  highest  degree  of  protection  yet 
developed  by  obstetric  science. 

Incidentally  it  is  awakening  both  the  profession  and  the  laity 
to  a  sense  of  the  proper  dignity  of  obstetrics.  Both  are  demanding 
better  work.  To  meet  successfully  the  emergencies  sure  to  arise 
in  any  large  number  of  deliveries,  amnesic  or  not,  will  require  the 
highest  degree  of  skill  and  judgment.  To  acquire  the  technic 
of  amnesia  is  a  simple  matter,  but  good  results  will  be  obtained  only 
when  it  is  given  by  men  who  are  also  skilful  surgeons  or  obstetri- 
cians, and  who  are  using  it  in  a  proper  environment. 
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A  GENERAL  CONSIDERATION  OF  UTERINE 

CANCER  WITH  SPECIAL  REFERENCE 

TO  ITS  DIAGNOSIS.* 

BY 

P.  BROOKE  BLAND,  M.  D., 

Assistant  Professor  of  Gynecology,  Jefferson  Medical  CoHege;  Gynecologist  to  St.  J  >seph's 
Hospital,  Philadelphia,  Pa. 

The  past  fifty  years  have  constituted  the  golden  age  of  medicine 
and  during  this  period  no  department  of  scientific  endeavor  has 
made  more  gratifying  or  phenomenal  advance  than  that  of  medicine 
and  surgery.  No  other  division  of  science  has  contributed  in  like 
degree  the  greatest  good  to  the  greatest  number  and  no  other  has  had 
for  its  fundamental  aim  the  preservation  of  happiness,  health  and 
life. 

While  the  advance  in  medicine  and  surgery  has  been  phenomenal, 
indeed,  still  multitudes  of  the  seekers  of  the  golden  apple  are  crushed 
and  devoured  by  the  unconquerable  Minatour  of  malignant  disease. 
In  recent  years,  dark,  gloomy  pathways  have  been  illuminated  by 
the  blissful  torch  of  research.  Darkened  recesses  of  disease  have 
been  exposed  to  the  sunlight  of  discovery  and  the  tocsin  has  rung 
the  death  knell  of  many  destructive  processes,  yet  the  thrice-bolted 
portal  to  the  catacomb  of  malignancy  remains  hermetically  sealed. 

Despite  every  resource  known  to  science,  despite  untiring  and 
ceaseless  attack,  despite  every  effort  of  encircling  movement,  despite 
every  means  of  force,  and  strategy,  this  relentless  monster  continues 
his  destructive  sway,  still  exacting  his  endless  toll  of  men  and 
maidens.  His  conquering  Theseus  has  not  yet  been  found  and 
ceaseless  vigil  has  not  been  rewarded.  Of  the  great  category  of 
disease  afflicting  mankind  perhaps  no  other  malady  is  responsible 
for  such  terrible  sorrow,  hideous  suffering  and  horrible  death  as 
cancer. 

Frequency. — Malignant  disease  is  actually,  not  relatively,  on  the 
increase  and  it  is  almost  beyond  the  mind  of  man  to  comprehend  the 
tribute  in  things  material  and  things  human  exacted  by  this  in- 
vincible foe  of  mankind.  It  stands  forth  alone  as  the  one  influence 
that  medical  science  has  been  impotent  to  modify  or  check.  The 
insidious  force  and  power  of  cancer  is  as  mystical  to-day,  indeed, 
more  so  than  the  subtle  and  inscrutable  art  of  the  ancients. 

*Read  before  the  Atlantic  County  Medical  Society,  Atlantic  City,  N.  J., 
May  17,  1018. 
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A  statistical  study  of  cancer  mortality  of  the  registration  countries 
of  the  world  including  Africa,  America,  Asia,  Australia  and  Europe, 
for  five  years,  from  1908  until  191 2,  inclusive,  with  a  total  population 
of  2,124,289,740,  reveals  that  of  this  number  1,519,964  persons  died 
of  cancer.  These  figures,  quoted  by  Hoffman,  show  a  mortality 
equivalent  of  71.6  per  100,000  of  population.  The  highest  death 
rate  of  76.6  occurred  in  Europe  and  the  lowest  38.4  in  Africa.  The 
death  rate  on  the  American  continent  was  65.7.  This  is  higher  than 
that  of  54.4  for  Asia  and  below  the  rate  of  73.0  for  Australia. 

Deltoro  found  that  since  opening  the  hospital  in  San  Juan,  Porto 
Rico,  in  1909,  50  per  cent,  of  the  cases  admitted  to  the  institution 
were  inoperable.  Only  12  per  cent,  of  the  cases  were  in  a  promising 
condition.  He  found  the  uterus  the  seat  of  disease  in  33  per  cent,  of 
cases  and  the  breast  in  8  per  cent. 

Aviles  in  studying  the  cancer  problem  states  that  659,528  persons 
died  in  the  Civil  War.  There  were  1,021,513  deaths  from  cancer 
alone  in  the  United  States  between  1900  and  191 5  or, 

68,101  deaths  from  cancer  every  year. 
5,675  deaths  from  cancer  every  month. 
1,419  deaths  from  cancer  every  week. 
203  deaths  from  cancer  every  day. 
8  deaths  from  cancer  every  hour. 
1  death  from  cancer  every  7^  minutes. 

Malignant  disease  is  responsible  for  over  500,000  deaths  through- 
out the  world  every  year.  In  this  country  it  kills  80,000  persons 
annually  and  kills  these  individuals  at  the  highest  period  of  respon- 
sibility, activity  and  usefulness,  usually  at  a  time  when  the  rearing 
of  a  family  is  dependent  upon  them. 

At  forty  years  and  upward,  one  male  out  of  every  twelve  and  one 
female  out  of  every  eight  die  of  cancer  and  30  per  cent,  of  all  cases 
of  cancer  occurring  in  women  originate  in  the  uterus.  One  woman 
out  of  every  twenty-seven  or  about  4  per  cent.,  die  of  uterine  cancer. 

Welch  found  the  uterus  involved  in  29.5  per  cent,  in  31,482  cases 
of  cancer.  In  a  statistical  study  of  deaths  from  cancer  occurring  in 
Philadelphia  covering  a  period  of  twenty-five  years  it  was  found  that 
9777  women  succumbed  to  malignancy.  Of  this  number  3172 
died  of  cancer  of  the  uterus,  2139  from  cancer  of  the  stomach  and 
1776  from  cancer  of  the  breast. 

Investigation  of  the  death  rate  shows  that  the  mortality  from 
malignancy  has  doubled  in  the  last  forty  years.  As  previously 
stated,  the  annual  death  rate  collected  from  reliable  sources  indeed 
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exceeds  500,000.  During  the  decade  ending  with  the  year  1913,  the 
total  death  rate  in  the  continental  United  States  reached  the  enor- 
mous figures  of  658,139.  The  increase,  to  reiterate,  in  malignant 
disease,  is  actual,  not  relative,  and  it  is  not  limited  to  any  section  of 
the  world. 

In  this  country  the  mortality  rose  from  62.9  per  100,000  in  1900 
to  78.9  in  1913.  In  1881  in  continental  Europe,  the  United  Kingdom 
of  Great  Britain,  Ireland,  Australia  and  New  Zealand,  the  death 
rate  from  cancer  was  48.8  per  100,000.  In  1891  it  increased  to  59.6 
per  100,000.  In  the  year  191 5,  80,000  persons  died  of  cancer  in  this 
country,  one  woman  out  of  every  eight  and  one  man  out  of  every 
fourteen  succumbed  to  this  dreadful  disease.  In  the  year  191 5  over 
12,000  women  died  of  cancer  of  the  generative  organs  and  7500 
women  died  of  cancer  of  the  breast. 

It  is  interesting  to  note  in  this  connection  that  cancer  of  the 
ovaries  and  breast  occurred  more  commonly  in  single  women, 
indeed  about  twice  as  frequently  as  in  those  who  were  married. 
Statistics  show  that  cancer  of  the  breast  in  the  single  women  exceeds 
those  of  married  women  by  about  45  per  cent.,  but  of  the  uterus  the 
married  women  suffer  73  per  cent,  more  than  single  women. 

Between  the  ages  of  thirty-five  and  forty-five,  in  this  country 
three  times  more  women  than  men  die  of  cancer  and  between  the 
ages  of  forty-five  and  fifty-five  twice  as  many.  Of  the  80,000 
deaths  reported  in  1915,  67,000  or  84.5  per  cent,  occurred  at  forty- 
five  and  over.  During  the  year  191 5,  180,000  persons  died  of 
tuberculosis,  but  at  the  age  of  forty-five  and  upward,  the  most  hope- 
ful and  useful  period  of  an  individual's  existence,  cancer  kills  more 
people  than  tuberculosis,  pneumonia,  typhoid  fever  and  all  other 
infectious  diseases  combined. 

In  this  country  the  highest  death  rate  from  cancer  occurred  in 
San  Francisco  and  was  reported  as  102  per  100,000.  In  Philadelphia 
the  death  rate  was  81.9  per  100,000.  In  Denver  it  was  77.9  and  in 
Savannah  47.1.  For  the  entire  world  the  maximum  death  rate  from 
cancer  is  figured  at  130  per  100,000. 

In  studying  these  statistics  it  is  interesting  to  observe  that  the 
North  American  Indian  is  practically  immune.  Of  an  Indian  popu- 
lation of  115,000  only  twenty-nine  cases  of  cancer  were  reported  by 
Government  physicians.  In  1914  among  an  Indian  population  of 
63,000  only  two  deaths  occurred  from  cancer. 

The  increase  of  cancer  cannot  be  the  result  of  improved  methods 
of  diagnosis,  a  more  scientific  classification  or  a  changed  age  dis- 
tribution.    To  claim  that  the  increase  is  due  to  improved  diagnostic 
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skill  would  be  a  sad  commentary  on  the  medical  profession  of  thirty- 
years  ago  and  no  one  familiar,  as  expressed  by  Hoffman,  "with 
the  attained  status  of  medicine  thirty  years  ago  would  be  likely 
to  accept  such  a  preposterous  conclusion." 

Etiology. — In  general  very  little  is  known  regarding  the  cause  of 
cancer.  There  are,  however,  two  hypotheses,  each  having  a  strong 
array  of  supporters,  one  advocating  extrinsic  sources  of  origin,  the 
other  claiming  intrinsic  factors  as  the  cause.  However,  the  long 
bitter  contest  and  controversy  concerning  the  local  or  general  origin 
of  the  malady  has  been  decided  and,  as  stated  by  Professor  Thomas 
Wilson,  of  Birmingham,  England,  "at  present  there  is  practical 
unanimity  in  the  view  that  in  its  beginning  cancer  is  distinctly  a 
local  affection."  This  conviction  is  abundantly  confirmed  if  one  gives 
any  thought  to  the  etiology  of  cancer  of  the  uterine  cervix.  Here, 
as  Graves  says,  "it  is  distinguished  among  other  neoplasms  of  the 
body  by  having  a  very  definite  and  constant  factor  in  its  histogenesis, 
because  it  occurs  almost  exclusively  in  cervices  that  have  been  the 
seat  of  some  inflammatory  or  traumatic  lesion." 

It  is  variously  estimated  that  from  96.5  to  98  per  cent,  of  women 
with  cancer  of  the  cervix  have  had  children,  and  that  the  greater 
majority  have  been  multiparous.  The  teaching  that  nulliparous 
women  are  affected  equally  with  parous  women  is  erroneous  and  fal- 
lacious. Cervical  injury  predisposes  to  cellular  change  and  struc- 
tural change  predisposes  to  cancer.  Repeated  labors  increase  the 
predisposition.  The  more  children,  then,  the  greater  the  liability 
to  cancer. 

In  considering  the  etiology  of  uterine  cancer,  age  also  appears  to 
bear  a  distinct  relation.  While  a  few  cases  have  been  observed 
very  early  in  life  yet  the  age  incidence  is  quite  constant  and  greatest 
at  the  age  of  forty-five  to  fifty-five.  Forewarned  is  to  be  forearmed 
and  it  is  well  to  keep  in  mind  that  the  disease  may  occur  at  any  age. 
Adams  reports  a  case  of  cervical  cancer  in  a  girl  two  and  one-half 
years  old.  Cragin  and  deRouville  each  one  in  girls  of  eighteen. 
Recently  we  operated  upon  a  woman  of  twenty-three  for  cancer  of 
the  body,  and  a  year  ago  we  reported  an  operable  cervical  case  in  a 
women  of  twenty-three  and  one  inoperable  case  occurring  in  a 
colored  woman  of  the  same  age.  I  have  personally  observed  the 
disease  in  women  of  twenty-three,  twenty-four,  twenty-five,  twenty- 
six,  and  twenty-seven  years  respectively.  It  is  also  important  to 
remember  that  the  condition  may  develop  at  the  other  extreme  of 
life  and  Findley  reported  a  case  occurring  in  a  woman  at  the  age  of 
ninety-three,  but  in  extreme  old  age,  as  in  early  life,  the  disease 
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is  relatively  uncommon.  A  calculation  of  the  deaths  from  genital 
cancer  per  million  females  living  in  Birmingham,  England,  at  differ- 
ent ages,  shows  on  an  average  during  the  years  191 2  and  1913  an 
increase  from  twenty-one  per  million  at  the  age  of  twenty-five  to 
thirty-five,  to  23 11  per  million  at  the  ages  of  sixty-five  to  seventy- 
five,  after  which  there  is  a  sharp  diminuation.  One  can  figure, 
however,  on  about  87  per  cent,  of  all  cases  of  uterine  cancer  occur- 
ring between  the  age  of  thirty-five  and  sixty-five.  Many  other 
minor  etiological  factors  naturally  could  be  mentioned,  but  these 
cannot  be  considered  in  the  compass  of  this  paper. 

Duration  of  Life  in  Uterine  Cancer. — The  average  duration  of  life 
of  persons  suffering  with  uterine  carcinoma  is  variously  estimated  by 
different  authors  from  one  and  a  half  to  three  years.  Archibald 
Leitch  has  made  a  careful  study  of  800  women  suffering  with  this 
disease  who  were  not  operated  upon  and  he  found  the  average 
duration  of  life  from  the  first  appearance  of  symptoms  to  the  date  of 
death  was  one  year  and  nine  months.  He  further  found  that  the 
average  period  of  life  from  the  date  of  first  consultation  to  date  of 
death  of  patients  not  operated  upon  was  one  year  and  three  months. 
These  figures  show  that  a  large  majority  of  women  suffer  with 
symptoms  on  an  average  for  six  months  before  presenting  themselves 
for  examination  and  treatment. 

Prevention. — Cancer  of  the  uterus  is  one  of  the  most  hopeless  types 
of  malignancy  and  in  this  country  the  operability  is  less  than  50  per 
cent,  and  permanent  cure  is  not  obtained  in  more  than  20  per  cent, 
of  patients  subjected  to  radical  operation.  This  is  due  largely  to 
the  fact  that  the  disease  is  well  advanced  when  the  women  first 
apply  for  treatment.  It  behooves  us,  therefore,  to  work  more  as- 
siduously in  educating  the  public  to  the  significance  and  danger  of 
any  irregularity  of  uterine  function.  The  success  or  failure  of  the 
educational  movement,  as  expressed  by  Stowe,  "in  educating  the 
public  toward  the  serious  problem  of  carcinoma  of  the  uterus  lies 
in  the  manner  in  presenting  the  subject  to  the  people."  "They 
should  be  taught,"  he  says,  "what  every  woman  should  know, 
namely:  the  function  of  normal  menstruation,  because  in  the  be- 
ginning of  the  disease  this  process  is  most  frequently  the  seat  of 
alteration.  The  ideal  course  should  be  a  regular  and  systematic 
examination  of  all  women  approaching  or  near  the  menopause.  It 
is  imperative  that  we  should  instruct  the  public  along  these  lines, 
for  to-day  37  per  cent.,  or  three  women  out  of  five,  do  not  present 
themselves  for  examination  for  six  months  or  more  after  the  first  ap- 
pearance of  their  symptoms." 
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Sites  of  Uterine  Cancer. — In  considering  the  diagnosis  of  this  dis- 
ease one  must  recall  that  primarily  there  are  three  sites  in  the  uterus 
which  carcinoma  attacks:  the  vaginal  portion  of  the  cervix,  the 
cervical  canal  between  the  internal  and  external  os  and  the  cavity  of 
the  organ  proper.  The  latter  two  sites  constitute  about  10.5  per 
cent,  of  the  total  cases  and  the  vaginal  portion  of  the  cervix  approxi- 
mately 89.5  per  cent.  The  cervix,  therefore,  is  by  far  more  fre- 
quently affected  and  as  this  structure  is  both  accessible  to  inspection 
and  palpation  there  exists  no  valid  excuse  or  reason  why  a  compara- 
tively early  and  prompt  diagnosis  should  not  be  made. 

In  establishing  or  making  a  diagnosis  every  physical  resource 
must  be  utilized  and  the  importance  of  the  collection  of  a  careful, 
painstaking,  clinical  history  cannot  be  too  strongly  emphasized. 
For  early  diagnosis  is  the  keynote  to  successful  radical  extirpation 
and  permanent  cure. 

Symptomatology. — A  careful  analytical  study  of  the  symptoms  is  of 
the  utmost  value.  Frequently  one  hears  the  term  early  symptoms 
of  uterine  cancer,  but,  unfortunately,  there  are  no  characteristic 
early  symptoms  of  this  disease.  When  the  patient  first  experiences 
symptoms  or  indications  of  unusual  disturbance  the  disease  is  gener- 
ally considerably  advanced.  If  one  accepts  the  assumption  that 
cancer  can  be  diagnosed  from  so-called  early  symptoms  and  pro- 
crastinates he  will  seal  the  doom  of  many  poor  women.  One  should 
always  make  a  mental  division  of  the  symptoms  of  cancer  of  the 
uterus  into  local  and  general.  It  is  just  as  necessary  and  important 
to  observe  the  face  and  general  appearance  of  the  individual  as  it  is 
to  inspect  the  uterus.  Careful  examination  of  the  fascies  and  the 
general  nutrition  of  the  individual  will  often  disclose  the  secret. 
Both  constitutional  and  local  symptoms  are  important  and  all  are 
of  special  significance,  but  the  local,  of  course,  are  the  most  significant. 

General  Symptoms. — The  constitutional  symptoms  of  cancer  of  the 
uterus  are  dependent,  as  cancer  elsewhere,  upon  disturbance  in 
function  of  the  vital  systems  of  the  body,  due  to  the  absorption  of 
noxious  or  toxic  material  from  the  site  of  the  disease  and  likewise 
to  the  impoverished  condition  of  the  vital  structures  as  a  result  of 
blood  loss.  It  is  easy  to  bring  to  mind  the  general  phenomena  of 
malignant  disease  if  one  remembers  that  all  vital  structures  are  dis- 
turbed; not  one  escapes.  The  nervous  system  suffers  as  well  as 
the  gastrointestinal,  the  thermic,  blood,  metabolic,  dynamic,  skin 
and  excretory.  Every  pelvic  lesion  of  women  is  associated  with 
nervous  disturbance  and  this  is  as  true  of  pelvic  cancer  as  of  all 
other  pelvic  lesions.     Nervous  apprehension  is  always  evident  in 
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these  cases  and  usually  women  have  a  horror  of,  and  are  in  fear 
and  dread  of  cancer.  We  should  not  regard  nervousness  as  a  mani- 
festation of  neurasthenia,  but  nervous  fear  of  cancer  should  be  re- 
spected. At  times  this  symptom  becomes  almost  an  obsession  and 
one  could  well  apply  the  term  "cancerphobia"  to  this  condition. 

Gastrointestinal  disturbance  is  not  marked  in  the  early  stage  of 
the  disease  because  the  digestive  tract  is  not  directly  involved. 
In  the  later  stages  when  toxemia  becomes  more  widespread,  when 
nauseating  odors  fill  the  room,  the  patient  complains  of  anorexia 
and  nausea.  The  latter  may  become  very  persistent  and  may 
be  followed  by  vomiting.  The  tongue  is  seldom  dry  or  furred  ex- 
cepting in  the  terminal  stages  of  the  disease.  Constipation  is  fre- 
quently an  annoying  accompaniment  of  the  process,  due  generally 
to  the  invasion  of  the  wall  of  the  rectum  by  the  cancerous  process. 
Starvation  then  in  this  type  of  malignancy  should  not  be  looked  for, 
hence  the  sequel  of  starvation,  emaciation,  is  absent  until  almost 
the  terminal  stage  of  the  disease. 

Thermic  System. — Very  little  change  is  manifest  in  the  body 
temperature  of  patients  suffering  with  uterine  cancer,  especially 
in  the  beginning.  However,  after  necrosis  of  the  superficial  portion 
of  the  growth  takes  place,  absorption  occurs  and  this  is  followed 
with  more  or  less  irregular  thermic  disturbance.  According  to 
W.  J.  Sinclair,  the  rise  in  temperature  is  always  nocturnal.  In 
the  morning  the  temperature  may  be  normal  or  subnormal,  but  it 
rises  to  ioo°  F.  or  higher  at  night.  In  the  late  stage  there  may  be 
sudden  temporary  elevations  to  a  much  greater  degree.  In  addition 
to  the  absorption  of  toxic  matter  as  a  cause  of  temperature,  a  con- 
tributing factor,  no  doubt,  is  parametrial  inflammatory  action.  As 
the  disease  progresses  and  profound  asthenia  occurs,  the  temperature 
may  drop  and  these  patients  may  run  a  subnormal  type. 

Blood. — A  blood  examination  in  all  cases  of  suspected  malig- 
nant disease  of  the  uterus  is  of  the  utmost  importance.  Constant 
changes  are  evident  in  this  vital  fluid.  There  is  always  a  reduc- 
tion in  the  quantity  and  quality.  The  hemoglobin  is  reduced,  the 
red  cells  are  decreased  and  the  patient  presents  the  picture  of  an 
individual  with  a  secondary  anemia.  The  leukocytes,  however, 
are  always  increased.  This  is  not  marked,  but  should  be  considered 
as  a  distinct  leukocytosis.  Cabot,  who  has  made  a  very  careful 
investigation  of  this  subject,  found  a  constant  leukocytosis,  varying 
from  ten  to  twelve  thousand  in  all  cases  coming  under  his  personal 
observation.  In  cases  of  suspected  malignancy  of  this  organ,  the 
Abderhalden  or  biochemical  test  may  be  of  some  value  and  it  is 
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said  that  a  positive  reaction  is  obtained  in  about  60  per  cent. 
of  cases. 

Metabolic. — There  is  no  justification  for  the  statement  that 
emaciation  is  a  positive  sign  of  malignancy  of  the  uterus.  Indeed, 
disturbed  metabolism  is  the  exception,  especially  in  the  early  stage 
of  the  disease.  This  is  due  to  the  fact  that  the  digestive  system  is 
not  directly  involved  nor  is  it  in  any  way  disturbed  until  very  late 
in  the  process.  These  patients  are  able  to  eat,  move  about,  obtain 
fresh  air,  and  exercise,  hence  there  is  maintenance  of  normal  nutri- 
tion. Therefore,  as  a  rule,  instead  of  finding  uterine  cancer  patients 
emaciated  and  corpse-like  individuals,  as  in  cancer  occurring  else- 
where, such  as  the  mouth,  stomach,  liver  or  intestines,  these  women 
are  comparatively  stout  and  robust,  with  their  weight  well  retained 
often  up  until  almost  the  period  of  death.  Malignant  disease  of  the 
uterus  begins  also  at  a  time  when  women  tend  to  accumulate  adipose 
tissue  and  this  in  addition  to  the  noninterference  of  the  digestive 
function  is  a  contributing  reason  for  the  maintenance  of  normal  body 
weight. 

The  Dynamic  System. — From  the  constant  blood  destruction  and 
progressive  toxic  absorption,  asthenia  becomes  evident  even  in  the 
early  stage  of  the  disease.  Extreme  fatigue  develops  early  and  is 
present  and  marked  throughout  the  duration  of  the  malady. 

Skin. — The  fascies  of  an  individual  suffering  with  cancer  of  the 
uterus,  as  in  cancer  of  any  other  portion  of  the  body,  frequently 
portrays  concealed  trouble.  Even  in  the  beginning  stage  a  cachectic 
appearance  is  quite  obvious.  The  skin  becomes  yellow  or  lemon 
yellow  quite  early.  With  the  advance  of  the  disease  this  sign  be- 
comes more  evident  and  to  this  the  term  "cachetic  fascies"  has  been 
applied. 

As  diagnostic  criteria,  however,  the  local  symptoms  are  the  most 
dependable  and  in  order  of  frequency  and  importance  are  hemorrhage, 
leukorrhea,  pain,  bladder  and  rectal  irritability. 

LOCAL   SYMPTOMS. 

Bleeding. — Irregular  bleeding  at  or  near  the  menopause  is  always 
a  most  ominous  symptom  and  should  be  regarded  with  grave  sus- 
picion. Generally  bleeding  or  discharge  at  this  time  is  always 
significant  of  danger.  No  normal  structures  ever  functionate  ab- 
normally and  irregular  bleeding  at  this  time  of  a  woman's  life  is 
distinctly  and  absolutely  abnormal.  The  teaching  that  irregulari- 
ties are  to  be  expected  and  looked  for  is  fallacious  and  ruthless.     This 
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insidious  propaganda  is  as  old  as  medicine  itself  and  the  spread  of 
the  belief  that  irregularity  of  function  is  a  normal  complement  of  the 
menopause  has  been  responsible  for  an  array  of  deaths  almost  beyond 
computation.  I  do  not  know  who  is  responsible  for  this  subtle 
and  vicious  teaching  or  upon  whom  to  place  the  guilt.  I  believe, 
however,  that  the  profession  is  equally  as  responsible  as  the  laity 
and  it  seems  almost  unbelievable  that  even  to-day  physicians  accept 
as  truthful  this  propaganda  and  continue  its  sinister  spread,  I  do 
know,  however,  that  the  lay  people  are  credulous  and  that  this 
teaching  is  universally  accepted  as  truthful.  This  belief  is  also  only 
too  generally  accepted  by  our  own  profession.  It  is  still  the  one 
great  untruth  that  we  continue  to  propagate.  While  it  is  necessary 
to  teach  and  educate  the  public  concerning  the  truth  of  cancer,  and 
the  whole  truth  and  nothing  but  the  truth  should  be  told,  it  is 
also  a  fact  that  the  education  of  the  medical  profession  is  of  no 
less  a  necessity.  Indeed  it  should  rank  first  in  importance.  Let 
us  emphasize  to  the  lay  people  that  no  normal  organs  functionate 
abnormally  or  irregularly.  We  must  teach  that  altered  function 
means  altered  structures,  and  that  no  sign  is  so  pregnant  with  danger 
as  that  of  irregular  uterine  bleeding  occurring  at  or  near  the 
menopause. 

Bleeding  is  generally  the  first  local  manifestation  and  may  be 
evident  as  an  increased  or  prolonged  menstrual  flow.  Instead  of  the 
patient  soiling  five  or  six  napkins  per  day  she  will  soil  ten  or  twelve 
napkins  per  day.  Instead  of  menstruating  three  or  four  days,  she 
will  menstruate  six  to  eight  or  ten  days.  There  is  increase  in 
quantity,  prolongation  and  increased  periodicity.  Thus,  as  the 
disease  progresses,  menstruation  may  become  more  or  less  irregular, 
and  bleeding  between  the  periods  may  occur.  The  feature  to  re- 
member is  that  the  bleeding  has  no  characteristic  type  but  is  vari- 
able. It  may  be  slight,  marked  or  excessive  and  even  assume  a 
hemorrhagic  phase.  It  is  commonly  excited  by  irritation,  as  in 
urination,  defecation,  copulation,  examination  or  manipulation,  and 
bleeding  after  any  form  of  local  manipulation  should  put  both  the 
patient  and  the  physician  on  guard.  Bleeding  is  due  largely  to 
erosion  of  the  capillary  blood-vessels  by  the  action  of  the  tumor  cells. 
It  is  nearly  always  of  venous  origin  and  so  a  fatal  hemorrhage 
from  the  disease  is  extremely  uncommon.  Graves  believes  and 
teaches  that  "  the  ready  bleeding  of  cancer  of  the  cervix  from  coitus 
or  digital  examination  is  a  most  important  sign  and  does  not  often 
exist  to  the  same  degree  in  any  other  condition." 

Discharge. — The  discharge  of  uterine  cancer  is  not  mucous  or 
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leukorrheal  in  character.  At  first  it  is  thin,  watery  or  serosangui- 
nalent.  Indeed  in  the  early  stage  the  vaginal  discharge  of  cancer 
may  differ  from  the  normal  secretion  only  in  quantity  and  not  in 
quality.  This  symptom  is  present  in  the  incipient  stages.  At 
first,  as  stated,  thin  and  watery,  it  later  becomes  tinged  with  blood, 
but  it  still  retains  its  watery  consistency.  This  character  of  the 
discharge  is  of  the  utmost  significance.  In  the  advanced  stage  when 
sloughing  of  the  tumor  mass  takes  place,  with  ulceration  and  conse- 
quent infection,  the  discharge  becomes  purulent,  exceedingly  foul, 
nauseating  and  associated  with  an  odor  so  offensive  that  it  permeates 
and  is  recognized  in  almost  every  room  in  the  patient's  home. 

Pain. — The  third  cardinal  symptom,  pain,  is  never  present  as  an 
early  symptom.  It  comes  on  late  and  only  after  the  growth  has 
invaded  the  parame trial  structures  and  involved  the  nerve  trunks. 
Pain  is  always  ominous  and  a  sign  that  affords  very  little  encourage- 
ment or  hope.  When  it  appears  it  usually  means  that  the  period 
of  operability  has  passed.  The  pain  of  uterine  cancer  is  of  a  dull, 
aching,  boring  character.  It  is  felt  in  the  sides  and  back,  most 
commonly  on  the  left  side.  It  is  usually  worse  at  night.  At  times 
when  the  cervix  is  more  or  less  blocked  or  stenotic,  pain  may  be 
cramp-like  in  character,  due  to  the  uterus  endeavoring  to  empty 
itself.  Pain  in  the  breasts  may  also  be  complained  of.  It  is  well  to 
remember  that  the  body  and  cervix  uteri  are  not  supplied  freely  with 
sensitive  nerves,  therefore,  these  structures  are  comparatively 
insensible.  Hence,  pain  means  extra-  or  periuterine  involvement 
and  as  a  rule  indicates  a  most  hopeless  condition. 

Bladder  and  Bowel. — As  infiltration,  extension  and  widespread 
involvement  of  the  cervix  and  vaginal  wall  take  place,  the  bladder 
and  bowel  become  involved.  Irritability  of  these  structures  is 
added  to  the  train  of  local  symptoms.  There  may  be  frequent 
urination,  dysuria,  constipation  and  rectal  pain.  These  symptoms 
may  be  most  distressing  both  by  day  and  by  night.  In  advanced 
cases  fecal  discharge  and  urinary  discharge  may  take  place  in  the 
vaginal  canal  as  a  result  of  fistulous  communications. 

Diagnosis. — The  diagnosis  of  cancer  of  the  uterus  cannot  be  made 
by  the  foregoing  symptoms,  valuable  as  they  are.  The  condition, 
however,  may  be  suggested.  The  true  situation  must  be  revealed  by 
a  careful  digital  exploration  followed  by  microscopic  examination. 
Diagnosis  involves  the  recognition  of  squamous  cell  cancer  of  the 
vaginal  cervix,  cylindric  cell  cancer  of  the  cervical  canal  and  cylindric 
cell  cancer  of  the  cavity  of  the  uterus.  Fortunately,  as  mentioned 
previously,   the   majority  of   cases   (approximately   90  per   cent.) 


564  bland:  a  general  consideration  of  uterine  cancer 

originate  in  the  vaginal  portion  of  the  cervix.     Of  our  last  fifty-nine 
consecutive  cases  the  disease  was  located  as  follows: 

Vaginal  portion  of  cervix 37  or  63 .  o  per  cent. 

Cervical  canal n  or  18.5  per  cent. 

Body g  or  1 5 .  o  per  cent. 

Vagina 2  or    3.5  per  cent. 

The  vaginal  portion  of  the  cervix  is  exposed  and  accessible  both 
to  sight  and  touch  and  a  diagnosis  therefore  should  be  compara- 
tively easy. 

Inspection  or  a  careful  visual  examination  of  the  lesion  should  be 
carried  out  routinely.  At  the  beginning  the  growth  appears  as  a 
reddish,  warty,  granular  excrescence,  projecting  from  the  cervical 
lip.  Most  frequently  the  posterior  lip  is  primarily  involved.  This 
process  progressively  extends  until  the  entire  vaginal  cervix  is 
affected.  In  advanced  cases  the  whole  cervix  may  be  occupied  by 
the  mass.  Indeed,  in  the  rapidly  proliferating  type  the  vault  and 
upper  part  of  the  vagina  may  be  filled  by  a  growth  of  this  character. 
The  surface  of  the  mass  is  distinctly  granular  and  not  unlike  the 
surface  of  a  lobe  of  cauliflower.  Therefore,  the  descriptive  term 
of  cauliflower  cancer  has  been  applied  to  this  type.  At  the  zone 
of  invasion  both  proliferation  and  infiltration  occur  and  nature  in 
her  efforts  to  stay  or  inhibit  the  progress  of  the  disease,  hastily 
throws  up  a  barrier  to  the  invading  cells.  As  a  sequence  a  hard 
dense  base  is  formed.  This  results  in  choking  off  the  blood  supply 
and  sloughing  or  necrosis  of  the  proliferating  portion  of  the  tumor 
occurs,  leaving  an  excavation  or  the  so-called  carcinomatous  ulcer. 
The  surface  of  this  mass  is  usually  covered  with  a  grayish  green 
slough  or  film  and  if  swabbed  away  will  still  reveal  the  character- 
istic reddish  granular  appearance.  The  edges  of  this  cavity  or 
ulcer  are  distinctly  elevated  and  usually  overhanging. 

Palpation. — Digital  examination  will  usually  confirm  the  knowl- 
edge gained  by  inspection.  In  addition,  the  granular  proliferating 
mass  will  be  soft  and  friable,  breaking  off  and  bleeding  even  on 
slight  manipulation.  The  floor  and  edges  of  the  lesion  will  be 
found  hard  and  cartilaginous.  The  characteristic  odor  is  found 
on  removal  of  the  palpating  finger.  If  any  doubt  exists  as  to  the 
nature  of  the  condition  a  specimen  should  be  excised  for  microscopic 
study.  Indeed,  every  single  case  either  of  suspected  or  of  perfectly 
obvious  cancer  should  be  submitted  to  the  scrutiny  of  the  microscope. 
This  should  be  done  not  only  for  diagnosis,  but  also  as  a  matter  of 
record,  for,  as  stated  by  Graves,  no  report  of  a  cancer  case  is  complete 
or  authentic  without  microscopic  evidence. 
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Carcinoma  of  the  Cervical  Canal. — This  type  of  uterine  malignancy 
is  most  violent  in  action  and  the  most  malignant  type  of  cancer 
involving  the  organ.  The  virulency  of  the  disease  in  this  region  is 
due  to  the  fact  that  it  occurs,  as  a  rule,  in  young  persons  with  an 
active  lymphatic  circulation  and  in  a  region  freely  supplied  by 
lymphatic  channels  and  surrounded  by  loose  cellular  tissue.  It  is 
important,  therefore,  that  it  should  be  recognized  at  the  earliest 
possible  moment. 

Unfortunately,  in  the  early  stage  the  lesion  is  largely  concealed 
and  inspection  may  reveal  very  little  excepting  a  general  enlargement 
of  the  cervix,  unless,  of  course,  the  mass  projects  from  the  external 
os.  No  mistake  should  be  made,  however,  on  palpation,  because 
the  wall  of  the  cervix  is  found  hard  and  dense  and  the  palpating 
finger  may  be  forced  through  the  os  disclosing  the  pinkish  gray 
friable  material  within.  Again  resort  to  the  microscope  should 
be  promptly  made. 

Cancer  of  the  Corpus. — This  is  the  most  hopeful  type  of  uterine 
carcinoma,  because  it  occurs  in  a  structure  not  surrounded  by  loose 
cellular  tissue  and  for  the  additional  reason  that  it  occurs  later  in 
life  than  any  of  the  other  types.  At  this  period  too,  the  lymphatic 
circulation  is  more  or  less  passive  and  the  lymphatic  vessels  have 
undergone  the  sclerotic  changes  incident  to  advanced  age. 

Inspection  in  this  type  of  disease  will  disclose  little  information 
excepting  bleeding  and  discharge  from  the  cervical  canal.  Bimanual 
palpation,  however,  frequently  reveals  the  uterus  somewhat  en- 
larged. The  consistence  of  the  organ  also  is  frequently  soft  and 
pliable.  This  is  especially  true  if  the  disease  is  advanced.  In  the 
earlier  stages  physical  examination  on  the  other  hand  will  reveal 
practically  nothing  and  in  these  cases  dilatation  and  digital  explora- 
tion or  uteroscopic  examination  of  the  cavity  must  be  resorted  to. 

Lastly  if  doubt  still  remains  a  test  curettment  may  be  performed 
and  the  collected  material  submitted  to  microscope  analysis. 

In  concluding  let  me  emphasize  the  importance  of  early  diagnosis 
for  early  diagnosis  implies  some  possibility  of  life,  a  late  diagnosis 
a  strong  probability  of  death. 

162 1  Spruce  Street. 
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The  science  of  obstetrics  or  midwifery  antedates  that  of  its  sister 
branch,  pediatrics,  by  many  years  and  after  a  careful  analysis  of  their 
respective  tracings  of  the  pendulum  of  progress,  it  is  mete  to  as- 
cribe a  full  quota  of  progressive  and  intensive  advance  to  both  of 
these  arts  except  in  one  instance  and  that  is,  the  forward  strides  in 
the  tactics  of  child-life  conservation  far  exceed  the  achievements 
of  the  propaganda  spread  in  behalf  of  "Prenatal  Care"  or  the  "Hy- 
giene of  pregnancy"  as  a  stepping  stone  to  better  babies  and  de- 
creased infant  mortality  statistics. 

The  lay  press,  as  well  as  medical  literature,  dwells  at  length  upon 
the  urgent  necessity,  the  social  and  moral  demand  and  the  unques- 
tioned humanitarianism  of  "Infant  Welfare  Work"  and  by  bril- 
liant, rasping  editorials  has  brought  about  a  fruitful  and  salutary 
reformation  in  the  physician  and  laity,  in  the  care  of  infants  and 
children.  Indeed,  this  pediatric  upheaval  is  all  absorbing  and  cer- 
tainly nothing  so  intangible  and  so  abstract  as  the  "Welfare 
of  the  Unborn"  could  route  our  medical  confreres  from  their  state 
of  watchful  waiting  in  matters  of  front-line  trench  consideration. 
Therefore,  it  seems  as  though  the  role  of  the  expected  off-spring 
must  be  a  hazardous  one  and  the  laws  of  compensation  and  conser- 
vation must  be  violated  until  the  attention  of  the  profession,  and 
then  that  of  the  laity,  is  more  wholesomely  and  securely  riveted 
upon  this  phase  in  the  evolution  of  the  human  species.  Hence, 
it  is  my  purpose  to  argue  "the  end-results  of  the  hygiene  of  preg- 

*  Read  before  the  Jefferson   County  Medical  Society,   Birmingham,  Ala. 
April  29,  1918. 
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nancy"  or  "prenatal  care"  as  a  means  of  accomplishing  this  result 
rather  than  to  touch  upon  the  means  to  the  end,  a  procedure  that 
might  be  considered  pertinent. 

Before  entering  at  large  upon  the  subject  matter  proper,  permit 
me  to  digress  for  a  moment.  To  my  mind,  it  seems  that  the  stage 
is  set  and  the  curtain  raised  while  the  human  race  breathlessly  and 
feverishly  looks  upon  the  titanic  struggle  being  waged  between  mod- 
ern, safe  obstetrics  and  treacherous,  obsolete  midwifery — and  when 
I  use  these  terms,  I  employ  the  meaning  given  them  by  general  usage. 
Surely,  it  is  a  travesty  upon  the  intellectual  advance  of  this  enlight- 
ened era  that  this  scene  should  be  in  the  arena  of  world  events; 
but,  in  accordance  with  the  fundamental  principles  of  nature,  the 
axiom  of  "the  survival  of  the  fittest"  must  be  corroborated  and  one 
or  the  other  must  fall  into  innocuous  desuetude.  The  writing  is  upon 
the  wall  and  I  trust  the  majority  of  the  profession  will  aid  in  sta- 
bilizing the  energies  and  influences  that  tend  to  promote  the  welfare 
of  the  child  in  iitero.  Indeed,  the  hour  is  ripe  to  eliminate  all 
but  intensive  and  logical  obstetrical  work,  for  to  countenance  its 
opposite  is  to  embrace  the  viciousness  of  crude  midwifery  or  to  smile 
upon  the  pitifulness  of  the  ignorance  of  the  science  of  obstetrics. 
By  way  of  parenthesis,  I  would  like  to  add  that  ignorance  of  the 
pathology  of  gestation,  throughout  the  entire  period,  is  as  unpardon- 
able and  fraught  with  as  much  danger  as  inability  to  assist  in  the 
mechanism  of  labor.  Hence,  I  unalterably  and  unequivocally  as- 
sert that  the  art  of  obstetrics  lies  in  the  judgment  exercised  from  the 
first  month  of  pregnancy  to  the  first  two  weeks  postpartum,  and  is 
not  to  be  judged  simply  according  to  the  technic  of  a  delivery.  I  ad- 
mit, however,  that  the  ability  of  the  accoucher  to  properly  con- 
duct the  three  stages  of  labor  is  a  valuable  adjunct  to  back  up  the 
judgment;  but,  consider  how  often  the  midwife — the  vulture  of 
human  life — can  conduct  the  mechanical  phases  of  parturition 
provided  the  patient  reaches  this  point  in  safetv. 

If  asked  to  render  a  comprehensive  definition  of  the  hygiene  of 
pregnancy  it  would  not  suffice  to  say  prophylaxis  alone,  for  this 
usually  applies  merely  to  the  warding  off  of  obstetrical  complications. 
We  should  go  a  step  further  and  declare  it  to  be  child-life  conser- 
vation plus  the  preservation  of  the  future  health  of  the  mother. 
In  fact,  the  end  of  this  important  obstetrical  problem  is  analogous 
to  the  motives  prompting  the  United  States  to  purchase  the  Danish 
West  India  Islands.  This  was  for  the  present  a  commercial  policy 
but  for  the  future,  a  means  of  effective  defense  of  our  country. 
Therefore,  it  is  quite  palpable  that  the  hygiene  of  pregnancy  serves 
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a  dual  purpose,  a  purpose  that  cannot  be  divided  into  its  component 
parts  unless  human  life  is  recklessly  and  needlessly  placed  upon  the 
roulette  wheel  of  fortune. 

The  physician  who  persistently  applies  himself  to  this  phase  of 
obstetrical  work  enters  into  the  fields  of  education  and  simultane- 
ously places  himself  at  the  head  of  philanthropists,  public  health 
educators  and  humanitarians.  In  his  mission  of  life  and  health 
saving  he  meets  trying,  colossal  ignorance  stalking  about  a  field 
of  usefulness;  he  receives  sarcastic  rebukes  from  the  ones  in  need  of 
council;  he  rushes  into  disheartening  disappointments;  in  some  in- 
stances, he  encounters  fiendish  defiance;  he  accepts  bitter  denunci- 
ations at  the  hands  of  the  profession  because  some  one  misinterprets 
earnest  motives  as  a  cunning  means  to  the  end — in  short,  the  con- 
scientious, progressive  physician  usually  suffers  a  personal  and  pro- 
fessional persecution  in  the  campaign  he  chooses  to  wage  for  the 
preservation  and  uplift  of  the  human  race. 

One  of  the  first  problems,  in  this  discussion,  that  presents  itself 
is  how  should  we  go  about  this  work  to  secure  results?  A  few 
men  might  interpose  the  objection  that  some  of  the  patients  have 
not  sense  enough  to  be  taught  anything;  others,  that  the  patients 
are  too  poor  to  carry  out  instructions  and  so  on  ad  infinitum. 
Verily,  if  we  permit  such  reasoning  to  obstruct  our  energies  and  pur- 
suits we  will  wait,  as  did  Mohammed,  for  the  mountain  to  come  to 
us.  While  it  is  not  my  purpose  to  discuss  the  methods  of  securing 
the  hygiene  of  pregnancy,  I  cannot  refrain  from  setting  forth  a 
few  practical,  self-explanatory  precepts  as  presenting  a  means  to 
the  end: 

i.  Convince  the  patient  of  your  whole-souled  and  sincere  interest. 

2.  Take  the  patient  into  your  confidence  by  a  free  discussion  of 
the  case,  in  so  far  as  she  should  know. 

3.  Spend  more   time  in  examining  and  coaching  the  patient. 

4.  Do  not  barter  the  personal  equation  for  the  more  vulgar, 
mercenary  one. 

5.  This  is  the  time  to  plead  for  "better  babies"  and  "better 
mothers." 

6.  Educate  the  patient,  "grannies"  and  other  retrogressive 
persons  to  look  upon  pregnancy  (when  properly  conducted)  as  a 
tonic  and  not  a  disease. 

7.  Withdraw  from  the  case  if  selfish  interests  and  desires  transcend 
those  of  the  lives  in  the  balance  and  at  the  mercy  of  the  physician 
in  charge. 

8.  At  all  times  be  tenderly  sympathetic  and  attentive. 
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According  to  biblical  testimony  it  seems  to  be  a  supreme  ordina- 
tion that  women  must  "bring  forth  children  in  sorrow"  and  no  doubt, 
a  number  of  these  heroines  are  crowned  with  the  golden  diadem  of 
motherhood  amid  gladness  and  blessings  while  others  may  right- 
fully be  called  the  mater  dolorosa.  What  greater  compensation, 
then,  could  the  physician  ask  than  to  be  to  the  woman,  at  the  most 
epochal  period  of  her  life  a  devoted  attendant,  a  sympathetic  coun- 
cillor and  a  faithful,  conscientious,  non-mercenary  guardian  of  two 
precious  lives?  No  doubt  all  of  us  are  ready  to  accept  this  special 
privilege  but  in  what  percentage  of  cases  do  we  find  the  individual 
equation  falling  into  the  category  of  "the  mind  is  willing  but  the 
flesh  is  weak?" 

Now,  for  the  more  practical  discussion  which  may  be  instituted  by 
a  series  of  questions.  Why  a  general  physical  examination?  Why 
pelvimetry?  Why  the  blood  pressure  readings?  Why  examination 
of  the  urine?  Why  become  familiar  with  the  temperament  of  the 
patient?  Why  attention  to  the  emunctory  organs,  the  skin, 
the  bowels,  the  kidneys?  Why  instructions  relative  to  the  diet, 
exercise,  dress,  marital  relations,  baths?  Why  inspection  of  the 
breasts?  Why  frequent  observations  of  the  relative  proportion 
between  the  passage  and  passenger?  Why  the  necessity  of  knowing 
the  position  of  the  fetus?  Why  insist  upon  being  notified  when  ab- 
normalities occur?  Why  the  importance  of  a  routine  Wassermann 
in  every  maternity  case?  Finally,  why  do  anything  at  all  during 
pregnancy? 

In  the  discharge  of  his  duty  to  the  patient  the  physician's  watch 
word  should  be  thoroughness,  an  essential  attribute  in  any  man's 
work  regardless  of  his  avocation,  but  more  especially  in  medicine. 
Consequently,  is  it  conceivable  that  a  doctor  would  accept  an  ob- 
stetrical case  without  knowing  the  condition  of  the  heart,  the  lungs, 
the  throat,  the  teeth?  Without  observing  goiter,  chorea  or  other 
nervous  and  mental  disorders,  Neisserean  infection,  anemia  and  evi- 
dences of  focal  infection?  Without  being  familiarized  with  the  his- 
tory of  the  nature  of  past  illnesses,  of  previous  pregnancies  and  abor- 
tions? To  answer  in  the  affirmative  would  be  an  indictment  of 
laziness,  indifference  or  ignorance  and  would  place  in  jeopardy  the 
dignity  of  obstetrical  work.  The  knowledge  derived  from  such  an 
examination  is  filled  with  potentialities  and  in  this  very  brief  sum- 
mary is  embodied  the  answer  to  the  question  "why  a  general  physical 
examination?" 

Next,  why  pelvimetry?  Through  this  medium  an  adequate  idea 
of  the  possible  outcome  of  labor  may  be  adduced.     A  complete  men- 
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suration  record  is  the  first  line  of  defense.  It  prepares  the  physician 
for  a  conservative  abdominal  section  or  for  a  prophylactic  version 
or  for  the  induction  of  premature  labor  or  for  a  test  of  labor  with 
subsequent  interference  or  for  hebosteotomy,  pubiotomy  or  any 
other  type  of  accouchment  force.  To  conduct  a  delivery  without 
the  possession  of  pelvic  measurements  is  as  illogical  as  to  build  a 
road  without  a  preliminary  survey  and,  in  this  connection,  may  it 
not  be  suggested  that  every  man  should  make  his  own  pelvimetry, 
as,  rarely,  no  two  tabulate  the  same  diameters  and  a  discrepancy  of 
one  centimeter  or  over,  in  any  one  diameter,  would  cause  a  variation 
in  the  individual  judgment  and  conduct  of  the  case. 

"Why  the  blood  pressure  readings?"  The  very  fact  that  this  is  a 
universal  procedure  bespeaks  for  it  the  unique  position  of  being  the 
crux  of  all  arguments  of  the  value  of  prenatal  work.  In  terms  of 
millimeters  of  mercury  we  express  our  anticipation  of  an  impending 
toxemia  or  we  convert  it  into  the  readings  of  a  barometer  that  regis- 
ters the  relative  hardships  under  which  the  kidneys  are  functioning. 
It  is  through  this  avenue  that  we  are  enabled  to  determine  the  type 
of  toxemia  dealt  with,  that  we  are  made  the  more  capable  to  render 
a  broader  and  safer  prognosis  and  through  which  we  enroll  ourselves 
as  exponents  of  the  old  adage  "an  ounce  of  prevention  is  worth  a 
pound  of  cure"  or  to  paraphrase,  "toxemia,  with  or  without  convul- 
sions, is  worth  millimeters  of  mercury." 

The  next  consideration  is  "why  the  examination  of  the  urine?" 
Perhaps  from  time  immemorial  this  extensive  attention  has  been 
bestowed  upon  the  expectant  mother,  in  some  instances  a  complete 
urinalysis  being  made  while  in  others,  only  a  cursory  examination. 
This  has  been  accepted  as  an  important  index  as  to  the  condition  of 
the  mother  and  while  I  do  not  wish  to  minimize  its  importance,  yet, 
I  unhesitatingly  maintain  that  no  deference  should  be  shown  the 
urinalysis  in  the  absence  of  all  the  chemical  tests,  albumin,  with  a 
quantitative  estimation  when  indicated,  sugar,  acetone,  diacetic 
acid,  indican  and  the  microscopic  examination  of  a  centrifuged 
specimen.  It  is  within  the  scope  of  a  careful  urinalysis  throughout 
gestation  to  safeguard  the  women  against  irreparable  renal  damage, 
against  the  ravages  of  pathological  conditions  secondary  to  a  renal 
involvement,  against  the  extreme  shock  incident  to  a  profound 
toxemia,  against  sewing  the  seeds  of  discord  that  would  render 
future  pregnancies  impossible  or  unsafe. 

At  first  thought  it  would  seem  to  be  of  little  significance  to  discuss 
"why  become  familiar  with  the  patient's  temperament?"  How- 
ever, this  is  an  important  factor  in  the  hygiene  of  pregnancy  and  per- 
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haps,  the  most  neglected.  The  mental  changes  incident  to  preg- 
nancy are  known  to  all  of  us  and  unless  we  know  to  what  degree 
these  occur,  by  what  criteria  can  we  be  guided  in  separating  the 
physiological  from  the  pathological  changes  during  pregnancy  and 
the  puerperium?  Can  anyone  gainsay  the  assertion  that  the  hearty 
cooperation  of  the  patient  at  the  time  of  the  delivery  can  be  secured 
if  only  the  attendant  is  familiar  with  her  disposition?  Cannot 
conditions  of  melancholia,  of  psychoses  and  of  mania  be  forestalled 
if  we  understand  the  normal  temperament  of  the  women?  In  short, 
why  jeopardize  the  safety  of  the  mother,  of  the  members  of  the  family 
and  of  the  attendants  and  disrupt  conjugal  ties  and  the  home  by 
inattention  to  the  main  spring  of  the  whole  machinery? 

"Why  attention  to  the  emunctory  organs?"  The  value  of 
thorough  elimination  is  appreciated  by  every  medical  mind  in  all 
types  of  diseased  conditions  and  the  modus  operandi  of  obtaining 
this  most  essential  step  is  as  varied  as  there  are  members  of  the 
profession.  In  the  absence  of  knowing  the  real  cause  of  toxemia, 
but  experience  having  demonstrated  the  low  percentage  of  this  com- 
plication in  the  presence  of  active  elimination,  it  is  needless  to  offer 
arguments  to  vindicate  the  justice  and  import  of  such  a  procedure 
in  obstetrical  work.  Nevertheless,  there  is  one  link  in  this  chain 
that  needs  strengthening  and  it  is  imposing  more  responsibilities 
upon  the  patient,  the  personal  equation  being  the  guide  to  the  judg- 
ment in  this  instance,  thereby  creating  mutual  confidence  and  team 
work  and  this  is  to  be  accomplished  not  by  inciting  fear  and  pictu- 
ring direful  calamities,  but  by  a  well-balanced,  coherent  system  of 
education.  For  instance,  how  many  persons  actually  realize  that 
the  skin  is  an  organ  of  elimination  and  responsive  to  stimulation  the 
same  as  the  bowels?  It  is  not  an  impossible  task  to  impart  this 
fundamental  fact  and  having  laid  the  predicate  of  the  argument  the 
more  detailed  points  of  hygiene  follow  as  a  natural  sequence.  Take 
time  to  explain  the  usefulness  of  tepid  baths — tub,  shower  or  sponge 
— of  brisk  massages,  of  exercise,  of  drinking  quantities  of  water,  of 
physical  culture  and  in  turn  outline  the  ill  effects  of  exposure  to  cold, 
of  surf  bathing,  of  Turkish  and  Russian  baths,  etc.  Then  the  care 
of  the  bowels  should  be  stressed,  assuring  the  patient  that  the  more 
regular  they  are  during  pregnancy  the  less  trouble  they  will  give 
during  the  lying-in  period  and  surely,  reference  to  the  preservation  of 
the  figure  that  largely  depends  on  this  phase  of  personal  hygiene, 
will  invariably  strike  a  responsive  cord  in  your  subject.  To  prevent 
any  type  of  toxemia  with  the  attendant  lowered  resistance  of  the 
patient's  body,  is  a  serious  obligation  and  duty  that  must  be  ful- 
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filled  in  every  maternity  case,  for  who  can  tell  what  emergency  might 
arise  that  would  entail  a  "battle  royal"  against  a  truculent  foe, 
on  the  part  of  the  woman  approaching  or  already  arrived  at  mother- 
hood? It  seems  the  foregoing,  in  themselves,  are  cogent  reasons 
for  inaugurating  prenatal  work. 

It  has  been  remarked  that  attention  to  details  makes  the  master 
mind  and  as  it  is  in  these  essentials  the  major  part  of  prenatal  work 
is  embodied  an  answer  to  "why  instructions  relative  to  the  diet, 
dress,  exercise  and  marital  relations,"  is  not  out  of  place  at  this 
juncture? 

An  unbalanced,  erratic  diet  predisposes  to  an  acidosis  of  varying 
intensity;  a  diet  rich  in  carbohydrates  makes  for  a  large  baby; 
a  neglected  dietary  manifests  itself  in  peculiar  reactions  throughout 
the  maternal  organism,  e.g.,  urticaria,  erythema  multiforma,  gase- 
ous eructations  and  heart  burn,  constipation  and  lastly,  a  diet 
low  in  the  vitamines  of  life  tends  to  devitalization  of  the  mother  and 
subsequent  inanition  of  the  child  if  dependent  upon  breast  nourish- 
ment entirely. 

A  modest  confession  of  a  fairly  intimate  knowledge  of  a  woman's 
wardrobe  does  not  indict  the  physician  as  being  a  modiste  or  a 
connoisseur  of  fashions.  Educate  the  patient  to  know  that  constric- 
tions about  the  waist  and  limbs  predispose  to  congestion  and  varices; 
that  even  moderate  lacing  and  clothes  suspended  from  the  waist 
tend  to  cause  deformities  of  the  offspring  (such  as  clubfeet)  and 
uterine  malpositions;  that  high-heeled  shoes  accentuate  the  strain 
already  placed  upon  the  sacroiliac  joints  and  that  the  injudicious 
change  of  underwear  and  the  unnecessary  exposure  to  weather  con- 
ditions places  in  jeopardy  the  well-being  of  the  skin  and  kidneys. 

From  school  days  the  woman  becomes  familiarized  with  the  value 
of  proper  exercise  and  fresh  air  and  adheres  to  the  precepts  of  the 
high  school  physiology;  consequently,  it  is  not  necessary  to  tell  her 
why  to  exercise,  but  the  type  she  must  avoid.  Explain  to  the  pa- 
tient all  of  the  organs  that  hypertrophy  during  pregnancy,  the  man- 
ner in  which  the  uterus  is  suspended,  in  midposition,  in  the  pelvis, 
the  possibility  of  starting  premature  labor  or  of  causing  dangerous 
types  of  hemorrhage  from  too  severe  exercise  and  it  is  safe  to  assume 
that  she  will  cooperate  more  willingly  and  more  zealously  in  the 
precepts  laid  down  in  this  relation. 

A  word  to  the  wise  regarding  marital  relations,  is  sufficient.  Point 
out  the  danger  of  starting  labor  from  this  act  and  the  possibility  of  a 
severe  infection  following  such  an  induction  of  labor. 

It  would  seem  superfluous  to  dwell  upon  the  next  topic  "why  in- 
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spection  of  the  breasts?"  but  woman  in  her  inconsistencies,  follies 
and  recklessness  will  always  pay  the  high  premium  of  pride  and  to 
procure  the  esthetic  bust,  wears  clothing  that  destroys  the  nipples  for 
their  normal  function.  It  is  far  better  to  look  into  this  phase  of  the 
hygiene  of  pregnancy  and  overcome  inverted,  depressed  and  ill- 
formed  nipples  before  parturition  rather  than  to  allow  both  mother 
and  child  to  suffer  from  this  inattention  during  the  all-important 
puerperium.  Furthermore,  in  obese  patients  there  is  more  adipose 
than  glandular  substance  in  the  mammary  glands  and  artificially 
fed  infants  can  only  be  prevented  in  these  cases  by  heroic  steps  ob- 
served during  gestation,  dealing  with  the  function  of  the  breast. 
It  might  be  added,  that  in  this  eventuality  the  correlated  efforts  of 
the  pediatrician  and  obstetrician  would  be  more  efficacious  than  that 
of  the  obstetrician  alone. 

The  next  consideration  is  inconsequential  to  the  woman's  peace  of 
mind  but  of  paramount  import  and  value  to  the  attending  physi- 
cian. "Why  frequent  observation  of  the  relative  proportion  be- 
tween the  passage  and  passenger?"  Many  Cesarean  sections,  few 
attempts  at  high  forceps,  numbers  of  sacrificed  babies,  the  visitation 
upon  the  mother  of  a  profound  shock  and  a  mutilated  perineum,  an 
occasional  rupture  of  the  uterus  and  other  such  calamities  are  the 
end-results  of  indifference  to  this  phase  of  the  hygiene  of  pregnancy. 
It  is  necessary  in  border-line  cases  to  make  weekly  examinations 
and  in  the  presence  of  a  disproportion  that  is  extreme  for  a  given 
period  of  gestation,  prior  to  term,  the  induction  of  premature  labor 
is  justifiable  and  an  urgent  necessity.  Exceptions  must  be  made  in 
cases  of  hydrocephalus,  teratomata  and  multiple  pregnancy  as  my 
remarks  deal  with  the  more  frequent  border-line  cases  than  with  the 
occasional  cases  presenting  classical  indications  for  abdominal  or 
vaginal  section.  And  let  it  be  constantly  borne  in  mind  that  the 
child  usually  trebles  its  size  during  the  last  month  of  pregnancy  and 
that  satisfactory  findings  of  to-day  may  be  completely  put  to  route 
at  a  future  examination.  In  formulating  a  decision  it  is  safer  for  the 
physician  to  argue  in  terms  of  weeks  of  pregnancy  rather  than 
months,  in  terms  of  grams  of  weight  rather  than  pounds  and  in 
terms  of  centimeters  rather  than  inches.  It  is  conclusive,  therefore, 
that  a  careful  analysis  of  this  subject  will  decrease  maternal  and 
fetal  morbidity  statistics  and  lessen  the  consultations  wherein  the 
consultant  has  but  one  choice  and  that  to  follow  the  path  of  least 
resistance. 

In  the  same  ratio  we  can  calculate  the  importance  of  "why  the 
necessity  of  knowing  the  position  of  the  fetus?"     It  might  be  de- 
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manding  a  great  stretch  of  the  imagination  to  associate  this  question 
with  the  hygiene  of  pregnancy  but  since  we  defined  the  latter  term  to 
be  prophylaxis  and  since  it  is  for  this  purpose  that  the  position  of  the 
child  is  determined,  this  consideration  is  in  its  proper  sphere. 
The  performance  of  prophylactic  version — cephalic  or  podallic — the 
converting  of  a  face  to  an  occiput  position,  of  a  shoulder  to  a  vertex, 
of  a  transverse  position  to  a  breach  or  vertex  and  similar  maneuvers 
are  the  problems  evolved,  with  subsequent  solution,  from  this  step 
in  prenatal  care.  In  truth,  how  many  of  us  have  seen  cases  in 
which  we  realized  that  the  exercise,  in  time,  of  such  a  simple 
procedure  would  have  saved  the  life  of  the  unborn  and  extensive 
traumatism  to  the  mother? 

"Why  insist  upon  being  notified  when  abnormalities  occur?" 
This  is  clearly  a  step  of  prevention  and  no  matter  what  the  personal 
inconveniences  and  energy  demanded  in  accepting  this  challenge 
from  Dame  Nature  the  work  must  be  completed  so  that  the  after- 
math may  be  void  of  heartaches  and  censures,  indeed,  it  might 
behoove  us  to  proceed  under  such  conditions  with  the  reassurance 
of  the  moral  philosophy  couched  in  the  following  lines: 

Though  some  efforts  may  be  futile, 
Other  times  they  will  bear  us  fruit; 
We'll  get  some  credit  not  due  us, 
And  discredit  where  credit  would  suit. 

Persistent  frontal  headache,  marked  swelling,  passage  of  blood  from 
the  vagina  and  rectum,  acid  stomach  and  heart-burn,  excessive 
nausea  and  vomiting,  obstinate  constipation,  leukorrheal  dis- 
charge, severe  backache,  itching  and  redness  of  the  perineum,  ab- 
sence of  fetal  movements,  visual  disturbances  are  significant  pre- 
monitory symptoms  of  annoying  and  far-reaching  complications 
of  obstetrics  directly  and  of  gynecology  indirectly  and  a  verdict 
of  "guilty"  should  be  rendered  against  all  such  signs  and  symptoms, 
by  the  physician,  until  proved  to  the  contrary.  Emphasize  the  fact 
that  the  patient  is  not  to  determine  the  gravity  of  the  condition 
but  that  the  doctor  must  and  should  shoulder  the  entire  responsi- 
bility, thus  making  prenatal  work  a  boon  to  womankind. 

The  importance  of  a  routine  Wassermann  in  obstetrical  work  has 
become  a  classical  consideration  and  to  do  more  than  mention  its 
value  would  be  useless  and  perhaps,  most  uninteresting. 

And  finally,  to  answer  "why  do  anything  at  all  during  pregnancy?" 
If  the  profession  endorses  the  wholesome  movement  of  "safety  first" 
it  is  difficult  to  conceive  that  its  members  would  have  to  revert  to 
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anything  nearer  Nature  than  a  study  in  the  fields  of  prenatal  work. 
Though  we  expend  our  best  efforts,  in  many  cases,  to  ultimately 
meet  disappointment  and  failure  such  endings  should  not  deter  us 
from  performing  a  moral  and  civic  obligation  whenever  the  occasion 
demands.  In  promoting  the  hygiene  of  pregnancy  it  is  necessary 
to  assume  that  the  patient  knows  absolutely  nothing  of  hygiene  and 
particularly  we  must  disabuse  her  mind  of  the  reliableness  and  use- 
fulness of  "home-made"  and  "Mama  and  Grandmama"  remedies. 
It  is  desirable  to  keep  the  patient  in  the  best  physical  condition 
during  pregnancy  so  that  (i)  the  shock  of  labor  will  not  register  a 
severe  reaction  upon  the  maternal  organism;  (2)  so  that  in  the  pres- 
ence of  an  emergency  there  will  be  a  sufficient  reserve  force  to  combat 
the  same;  (3)  so  that  the  puerperium  will  be  highly  satisfactory; 
(4)  so  that  lactation  will  be  adequately  performed  and  (5)  so  that 
the  child  will  suffer  no  handicaps  while  in  utero  nor  in  its  progress 
of  development  after  delivery. 

CONCLUSION. 

As  a  final  plea  in  behalf  of  the  pregnant  woman  let  us  always  bear 
in  mind  that  the  holiest  names  on  earth  are  Mother,  Wife,  Sister, 
Daughter.  No  other  hands  strike  the  chords  of  Memory's  lyre  half 
so  sweetly  nor  draw  forth  such  sweet,  entrancing  music.  Mothers, 
long  since  yielding  the  palm  of  victor  here,  for  the  crown  of  glory 
there,  standing  wrapped  in  filmy  loveliness,  just  beyond  the  dim, 
mysterious  margin,  just  beyond  the  line  that  separates  the  finite 
from  the  infinite,  just  between  us  and  Heaven,  beckon  us  to  nobler 
aims,  higher  purposes  and  loftier  pursuits.  In  our  sacred  mission 
as  doctor  and  healer,  especially  in  the  confinement  chamber  and  no 
matter  the  station  of  life  of  the  sufferer  let  us  emblazon  upon  the 
threshold  leading  thereto  the  words  of  the  Golden  Rule  that  we 
may  receive  inspiration  and  inducement  that  may  guide  us  in  the 
whole-souled  and  honorable  discharge  of  our  duty. 

227  Woodward  Bldg. 
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THE    ADVANTAGES    OF    RECTAL   OVER   VAGINAL   EX- 
AMINATIONS DURING  LABOR. 

BY 
R.  A.  BARTHOLOMEW,  M.  D., 

Atlanta,  Ga. 

Information  as  to  the  progress  of  labor  may  be  obtained  by  means 
of  abdominal,  vaginal  and  rectal  examinations.  There  is  no  doubt 
that  the  vast  majority  of  labors  are  conducted  by  repeated  vaginal 
examinations,  almost  to  the  exclusion  of  the  other  two  methods. 
Considering  the  scant  mention  that  is  made  of  rectal  examination 
in  the  literature  and  the  text-books  on  obstetrics,  there  is  little 
wonder  that  the  advantages  of  rectal  over  vaginal  examination 
have  not  been  sufficiently  taught  or  appreciated.  This  method  of 
following  the  progress  of  labor  deserves  to  be  reckoned  among  the 
really  great  advances  made  in  obstetrics  within  the  past  few  decades. 

It  is  not  to  be  inferred  that  vaginal  examinations  should  be  en- 
tirely replaced  by  rectal  examinations.  Under  certain  conditions, 
as  for  instance,  where  the  rectal  findings  are  not  absolutely  clear  or, 
where  there  is  unexplained  delay  in  progress  or,  where  certain  com- 
plications exist,  such  as  placenta  previa,  which  demand  an  immediate 
unmistakable  diagnosis,  a  vaginal  examination  is  certainly  indicated. 
However,  in  ordinary  practice,  the  necessity  for  a  vaginal  examina- 
tion should  not  arise  in  more  than  perhaps  one  out  of  twenty  cases. 

The  anatomical  relations  of  the  vagina  and  rectum  are  particularly 
well  adapted  to  the  use  of  rectal  examinations.  The  interposition  of 
the  perineal  body  or  such  portion  of  it  as  may  be  left  in  multipara?, 
affords  protection  against  contamination  of  the  vulva  during  examina- 
tion. The  perineal  body  itself,  is  wedge-shaped,  thickest  externally 
between  the  rectal  and  vaginal  openings  and  thinning  out  higher  up 
until,  at  the  level  of  the  cervix,  there  is  nothing  but  the  rectovaginal 
septum  intervening  between  the  finger  and  the  cervix.  This  layer 
of  tissue  is  so  thin  and  pliable  that  palpation  of  the  cervix  and  pre- 
senting part  may  be  carried  out  with  almost  as  much  accuracy  as  if 
the  septum  was  absent.  As  the  presenting  part  descends,  the  peri- 
neal body  becomes  stretched  and  thinned  out  so  that  the  same  fa- 
cility of  palpation  of  the  advancing  part  obtains,  regardless  of  the 
extent  of  progress.  Moreover  the  normal  rectum  is  apparently  less 
sensitive  than  the  vagina  and  if  the  examination  is  carried  out  with 
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the  gloved  index-finger  well  lubricated  and  inserted  slowly  to  gradu- 
ally overcome  the  resistance,  there  is  rarely  any  complaint  of  pain. 

It  is  universally  agreed  that  vaginal  examinations  during  labor 
should  be  restricted  to  the  smallest  possible  number  on  account  of  the 
ever  present  possibility  of  infection;  and  that  such  examinations 
should  be  preceded  by  thorough  cleansing  of  the  hands  and  vulva, 
the  use  of  sterile  gloves  and  an  antiseptic  solution.  All  this  is  neces- 
sarily time  consuming  and  with  busy  practitioners  the  tendency  on 
many  occasions  must  be  to  dispense  with  much  of  this  preparation. 
For  a  rectal  examination,  however,  an  unsterile  glove  with  vaseline 
is  used,  and  the  examination  is  quickly  performed,  with  no  Deed  of 
preliminary  cleansing  on  the  part  of  the  doctor  or  patient. 

It  may  be  argued  that  the  accuracy  of  diagnosis  is  greatly  lessened 
by  the  use  of  this  method.  On  the  contrary,  after  one  has  consist- 
ently practised  this  method  for  some  time,  he  becomes  almost,  if 
not  quite  as  sure  of  his  findings,  as  by  vaginal  examinations.  And 
what  little  difference  there  may  be  in  accuracy  is  negligible  and  of 
no  importance  in  normal  cases. 

In  the  earliest  stage  of  labor,  the  cervix  is  usually  not  yet  effaced 
and  on  rectal  examination  will  be  felt  high  up  in  the  midline  as  a 
soft  projection  having  a  well-defined  thick  rim  into  the  opening  of 
which  the  end  of  the  finger  is  felt  to  pass.  Here  the  finger  encounters 
the  presenting  part.  It  is  usually  necessary  at  this  stage  to  insert 
the  finger  nearly  full  length,  directing  the  palmar  surface  up. 

As  labor  progresses  the  cervical  projection  will  no  longer  be  felt, 
the  cervix  having  become  effaced.  The  degree  of  dilatation  is  now 
made  out  by  palpating  against  the  smooth  firm  resistance  of  the  pre- 
senting part,  usually  the  head,  beginning  at  some  distance  from  the 
center  to  right  or  left  and  carrying  the  finger  across  toward  the  other 
side.  If  the  dilatation  is  only  moderate,  the  finger  will  slip  over  a 
well-defined  ridge  which  on  being  followed  forward  or  backward  is 
found  to  be  circular.  Or,  the  finger,  after  noting  the  first  ridge,  is 
carried  on  toward  the  other  side  where  the  ridge  representing  the 
opposite  part  of  the  circumference  is  encountered.  The  examiner 
diagnoses  the  degree  of  cervical  dilatation,  either  by  the  degree  of 
curvature  of  the  arc  which  is  palpated,  or  by  noting  the  distance  from 
one  ridge  to  the  opposite  one.  With  increasing  dilatation  the  edge 
or  ridge  of  the  cervix  becomes  sharper  and  thinner,  the  arc  of  that 
part  of  the  circumference  which  can  be  followed,  becomes  wider, 
as  also  the  distance  from  one  ridge  to  the  opposite  one.  By  this 
time  the  presenting  part  is  much  lower  and  soon  the  cervical  rim  can 
no  longer  be  palpated,  having  slipped  over  the  presenting  part. 
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There  is  one  possibility  of  error  in  diagnosis  and  that  is  in  case 
the  presenting  part  has  progressed  almost  to  the  pelvic  floor,  but 
the  cervix,  instead  of  dilating  fully  and  slipping  over  the  part,  has 
stretched  and  thinned  out,  its  opening  remaining  small,  with  very 
sharp,  thin  edges.  Such  a  thin  rim  is  easily  overlooked  on  palpation, 
but  if  suspected,  the  correct  diagnosis  can  usually  be  made  by  very 
careful  palpation  near  the  central  and  most  prominent  portion  of 
the  presenting  part.  Such  a  descent  of  the  cervix  without  dilatation, 
however,  is  of  very  infrequent  occurrence,  and  if  in  doubt,  a  vaginal 
examination  can  be  made.  Indeed  it  is  possible  to  overlook  such  a 
condition  even  on  vaginal  examination. 

It  is  easy  to  distinguish  the  characteristics  of  the  head  from  the 
breech  on  rectal  examination.  The  sutures  are  frequently  dis- 
tinctly palpable  and  the  ability  to  feel  tne  large  or  small  fontanelle 
enables  one  to  judge  the  degree  of  flexion  or  extension  of  the  head. 
Face  presentation  is  rare  and  of  such  importance,  that  with  sus- 
picious abdominal  and  rectal  findings  a  vaginal  examination  is  always 
indicated.  Breech  presentations,  especially  the  complete  variety,  are 
readily  recognized  by  the  irregularity,  smaller  size  and  softer  con- 
sistency of  the  presenting  part.  Prolapsed  hand,  arm,  or  cord  are 
likewise  easily  discovered. 

The  statement  is  frequently  made,  that  sepsis  is  practically 
unknown  in  the  practice  of  those  who  make  vaginal  examinations 
under  proper  antiseptic  precautions.  While  this  may  be  true  as 
applied  to  those  who  have  been  well  trained  and  have  the  advantages 
of  hospital  facilities  or  good  nursing  assistance,  it  cannot  be  applied 
to  those  who  do  the  largest  part  of  obstetric  work. 

In  a  recent  "Children's  Bureau  Publication"  (No.  19),  on  "Ma- 
ternal Mortality  from  all  Conditions  Connected  with  Childbirth," 
diseases  of  pregnancy  and  childbirth  were  second  only  to  tuberculo- 
sis in  causing  more  deaths  among  women  of  childbearing  age  than 
any  other  cause.  Nearly  half  of  these  deaths  were  caused  by  puerperal 
sepsis.  Although  we  have  no  definite  figures  to  show  the  number  of 
these  cases  of  puerperal  sepsis  that  were  due  to  repeated  careless 
vaginal  examinations,  we  do  know  that  the  proportion  must  be 
high.  We  know  that  Holmes'  and  Semmdweis'  work  in  the  middle 
of  the  19th  century  brought  about  an  immediate  and  marked  reduc- 
tion in  peurperal  sepsis,  but  the  present-day  frequency  of  puerperal 
sepsis  shows  very  clearly  that  the  teaching  of  these  early  pioneers 
has  not  been  thoroughly  appreciated  or  followed. 

Rectal  examinations  are  particularly  valuable  in  those  cases  of 
border-line  contraction  of  the  pelvis  in  which  it  is  desired  to  give  the 
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patient  a  test  of  labor  and  still  reserve  the  chance  of  doing  abdominal 
Cesarean  section  or  pubiotomy  in  case  labor  is  unsuccessful.  The 
descent  of  the  head  and  dilatation  of  the  cervix  can  be  closely  fol- 
lowed by  this  method,  without  adding  to  the  danger  of  sepsis  from 
vaginal  examinations  in  case  Cesarean  section  is  performed  later  on. 
In  such  cases  it  is  also  desirable  to  prevent  early  rupture  of  the  mem- 
branes during  the  test  of  labor,  and  there  is  less  danger  of  accidentally 
rupturing  the  membranes  by  rectal  than  by  vaginal  examinations. 
Should  the  membranes  rupture  early,  there  is  increased  danger  of 
sepsis  and  even  more  reason  to  avoid  carrying  infection  into  the  birth 
canal.  Even  where  the  case  is  normal,  and  there  is  no  thought  of 
the  necessity  of  doing  Cesarean  section,  nevertheless  unexpected 
complications  may  arise  which  urgently  demand  the  operation, 
and  the  knowledge  that  all  previous  examinations  have  been  rectal 
and  not  vaginal,  adds  much  to  the  peace  of  mind  of  the  operator. 

This  procedure  is  not  only  the  ideal  method  for  doctors  but  is  a 
most  practical  method  for  nurses.  It  is  frequently  necessary  for  the 
doctor  to  leave  the  nurse  in  charge  for  a  considerable  part  of  the 
labor,  and  depend  on  her  to  call  him  in  time  to  attend  to  the  delivery. 
On  account  of  the  limited  obstetric  training  and  experience  of  the 
average  nurse  and  failure  to  interpret  important  signs  and  symptoms 
of  progress,  it  frequently  happens  that  the  doctor  is  called 
back  to  the  case  sooner  than  is  necessary,  or  else  arrives  too  late. 
There  is  nothing  more  simple  or  reliable  than  to  instruct  the  nurse 
in  rectal  examination  at  the  first  visit  during  labor,  and  although 
she  may  not  be  able  to  make  out  the  finer  details  such  as  the  degree 
of  dilatation  of  the  cervix  or  unusual  characteristics  of  the  presenting 
part,  she  will  certainly  be  able  to  note  the  degree  of  descent  of  the 
head  on  subsequent  examinations  and  report  as  to  the  proportion 
of  the  finger  length  necessary  to  reach  it.  This  information  will  be 
much  more  useful  and  reliable  to  the  doctor  than  a  report  as  to  the 
mere  frequency  or  severity  of  the  pains.  With  repeated  practice 
nurses  soon  acquire  a  considerable  degree  of  skill  in  following  the 
dilatation  of  the  cervix  by  this  method  and  with  absolutely  no 
danger  to  the  patient. 

In  conclusion,  I  would  strongly  recommend  to  every  doctor  who 
does  any  obstetrics  in  his  practice,  and  has  been  conducting  the 
labors  by  one  or  more  vaginal  examinations,  to  take  his  next  ten 
cases  and  familiarize  himself  with  this  method.  Whenever  he  thinks 
the  indication  arises  to  do  a  vaginal  examination,  let  him  precede 
it  by  a  rectal  examination,  and  try  to  diagnose  the  character  of  tbe 
presenting  part  and  the  degree  of  dilatation  of  the  cervix,  first  by 
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this  method.  Then  he  should  do  the  vaginal  examination  after 
proper  preparation,  to  verify  the  rectal  findings.  If  not  the  same, 
then  follow  the  vaginal  by  another  rectal  examination  and  with 
the  knowledge  of  the  true  findings,  reaffirm  them  by  rectal  examina- 
tion. By  thus  checking  the  findings  in  ten  cases,  he  will  be  surprised 
how  quickly  he  can  rely  upon  this  method,  and  its  ease,  accuracy, 
time-saving  ability  and  safety,  will  lead  him  to  adopt  the  method  as 
a  routine  for  the  great  majority  of  his  cases. 
1026  Candler  Building. 
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This  is  a  study  of  thirty-four  operative  cases,  of  which  twenty 
were  tubal  pregnancies  and  the  other  fourteen  presented  various 
lesions.  Since  these  latter  nonpregnant  cases  had  many  symptoms 
similar  to  those  having  pregnancies  in  the  tube,  they  are  included  in 
this  study  of  diagnosis. 

In  the  last  few  years  much  has  been  learned  about  irregular  bleed- 
ing, pain,  and  missing  a  period,  in  cases  of  cystic  ovaries,  ovarian 
cysts,  hemorrhages  into  the  ovary  and  ovarian  apoplexy.  In  191 1 
Huggins  stated  that  80  per  cent,  of  all  cases  of  tubal  pregnancies 
should  be  diagnosed  before  rupture,  but  in  view  of  our  recent  knowl- 
edge, I  do  not  believe  that  even  as  good  a  diagnostician  as  he  would 
now  place  the  percentage  as  high  as  80  per  cent. 

As  will  be  mentioned  more  fully  later  on,  it  is  quite  true  that  if 
the  surgeon  had  the  opportunity  and  would  carefully  take  the  history 
and  examine  the  patient  before  rupture  occurs,  the  percentage  of 
cases  diagnosed  correctly  would  be  much  higher  than  it  is  to-day. 

Unfortunately  many  do  not  consult  their  family  physician  until 
there  is  marked  pain  with  hemorrhage  into  the  tube,  through  the  fim- 
briated end  of  the  tube  or  even  until  rupture  of  tube  has  occurred. 
If  shock  should  supervene,  the  diagnosis  of  ruptured  tubal  preg- 
nancy is  quite  probable  but  by  no  means  positive  as  is  well  shown  in 
the  study  of  the  nonpregnant  cases  with  more  or  less  classic  symp- 
toms of  ruptured  tubal  pregnancy. 

In  studying  the  diagnosis  let  us  look  first  to  the  causes  of  ectopic 
pregnancy.  These  may  be  summarized  as  follows:  (1)  Obstruc- 
tion to  passage  of  the  ovum,  (2)  defective  propelling  forces  in  tubes, 
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(3)  abnormal  imbedding  area,  (4)  salpingitis,  simple,  tubercular, 
and  gonorrheal.  Gonorrheal  salpingitis  is  said  to  be  the  most 
common  cause,  for  which  reason  most  cases  are  seen  in  cities.  Crim- 
inal abortion  is  a  frequent  cause  of  salpingitis,  (5)  distention  of  the 
tube  producing  loss  of  cilia,  peristalsis  and  a  cicatrix,  (6)  disease 
outside  of  tube,  pressure,  largely  mechanical,  from  kinks,  strictures, 
occlusions,  adhesions,  etc.,  (7)  tumors,  polypi,  in  tube,  (8)  con- 
genital defects,  mal-development,  (9)  decidual  reaction  at  uterine 
end  of  the  tube,   (10)   diverticulum. 

The  tubes  may  be  free  from  inflammatory  disease  as  far  as  can 
be  determined  by  pathologic  examination. 

Oastler  found  in  two-thirds  of  106  cases,  no  cause  was  ascertain- 
able and  Taylor  states  that  in  forty-four  cases,  76  per  cent, 
showed  inflammatory  appendages.  Very  few  cases  are  seen  in  the 
colored  race. 

Ectopic  pregnancy  may  be  primarily  tubal,  abdominal,  ovarian, 
or  in  tumors,  etc. 

A  case  is  reported  of  the  ovum  having  been  implanted  in  the 
stump  of  a  removed  tube,  and  another  of  an  ectopic  pregnancy  in  an 
adenomyoma  of  the  uterus. 

Diagnosis. — The  earliest  age  of  tubal  pregnancy  is  a  very  few  days; 
the  stage  of  the  ovum,  before  the  fetal  structures  can  be  demon- 
strated. In  50  per  cent,  of  the  cases  of  general  practitioners  we  find 
incorrect  diagnoses.  In  130  cases  reported  by  Harris,  90  per  cent, 
were  nontragic,  and  of  those  that  consulted  physicians,  only  20 
per  cent,  were  diagnosed  correctly.  Rongy  in  a  study  of  100  cases 
says:  "The  diagnosis  of  tubal  pregnancy  before  rupture  is  difficult. 
There  are  not  enough  definite  symptoms  to  warrant  a  positive  diag- 
nosis." Bowers  believes  that  a  positive  diagnosis  before  rupture 
has  been  rare.  The  causes  of  failures  to  make  a  correct  diagnosis 
are:  (1)  Faulty  teaching,  (2)  careless  history  taking,  (3)  incorrect 
interpretation  of  symptoms,  and  (4)  failure  to  thoroughly  examine 
the  patient. 

The  diagnosis  is  not  to  be  made  by  one  or  two  symptoms,  but  by  a 
symptom  complex. 

We  can  learn  more  from  a  good  history  than  by  a  physical  exami- 
nation. Many  cases  and  deaths  diagnosed  as  hematocele  and 
abscess  of  the  pelvis  were  primarily  tubal  pregnancies.  Mam- 
cases  of  pyosalpinx  are  due  to  curettage  for  a  supposed  incomplete 
abortion. 

Symptoms. — There  are  seldom  present  the  signs  and  symptoms  of 
uterine  pregnancy.     Occasionally  there  are  no  symptoms  until  pain 
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and  collapse  appear.     "In  96  per  cent,  of  cases  the  history  and 
local  symptoms  overshadow  all  others,"  says  one  observer. 

Most  have  had  children;  usually  a  long  period  before.  Some 
patients  feel  that  they  might  be  pregnant,  but  few  actually  believe 
they  are. 

1.  Pains:  periodic  and  located  in  one  or  both  sides  of  pelvis, 
followed  as  a  rule  by  a  bloody  discharge;  due  to  partial  rupture  of 
the  sac.  The  pains  may  be  severe  enough  to  bring  about  a  collapse 
or  only  cause  distress.  If  pain  is  a  constant  symptom,  it  is  due  to 
small  hemorrhages  from  an  erosion  of  the  tube  by  the  villi  or  by 
distention  of  the  tube.  Pain  may  be  general  or  about  the  umbilicus 
at  first.  If  sudden  and  severe  is  due  to  the  rapid  distention  of  the 
tube  or  an  attempt  at  tubal  abortion.  Pain  later  is  due  to  peritoni- 
tis and  hematocele  pressing  upon  the  rectum.  "69.6  per  cent,  of 
ruptured  cases  showed  acute  localized  pain."  "92.3  per  cent,  of 
unruptured  cases  showed  pain  was  on  disease  sides."  Pain  is  the 
orly  symptom,  other  than  those  of  pregnancy,  occurring  prior  to 
interruption ;  usually  in  the  same  quadrant  and  may  radiate  down  the 
leg  of  the  same  side.  Great  pain  and  fainting  on  defecation  come 
from  the  unruptured  tube.  No  pelvic  lesions  present  a  more  vivid 
combination  than  a  disturbed  extrauterine  gestation. 

2.  Bleeding:  occurs  in  from  four  to  twenty-one  days  after  period 
was  due;  blood  often  dark  or  clotted;  may  be  leukorrheal  discharge 
mixed  with  blood.  Last  menses  generally  profuse  and  longer,  or 
less  frequent  and  shorter.  The  sudden  bleeding  is  darker  than  nor- 
mal, slimy  and  frequently  has  decidual  shreds.  Uterine  bleeding 
is  due  to  the  separation  of  decidua  from  the  uterine  mucosa.  Uterine 
bleeding  is  a  sign  that  the  vitality  of  the  pregnancy  is  endangered 
or  destroyed.  The  color  of  the  blood  has  no  value  according  to 
most  observers.  Uterine  hemorrhage  is  the  result  of  a  decidual 
degeneration  and  separation;  it  usually  begins  about  the  seventh 
week  and  90  per  cent,  of  the  cases  have  bleeding  from  the  uterus, 
according  to  various  writers.  In  many  there  may  be  less  hemorrhage 
but  more  pain  when  rupture  occurs  into  the  mesosalpinx. 

3.  Missed  periods:  "A  missed  period  was  seen  in  most  of  106 
■cases,"  one  writer  finds,  while  another  had  seventy-seven  of  117 
cases  in  which  the  patients  missed  one  or  more  periods.  Micro- 
scopic examination  generally  shows  some  decidua;  this  is  seen  in  at 
least  one-half  of  all  cases  when  studied  carefully.  The  physical 
examination  may  rupture  the  tube.  In  cases  where  the  extruded 
fetus  continues  to  live,  the  uterine  decidua  may  not  be  shed,  and 
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no  bleeding  occurs  from  the  uterus  until  the  death  of  the  fetus 
during  false  labor. 

4.  The  cervix  is  often  soft  and  the  os  patulous. 

5.  The  uterus  is  somewhat  enlarged. 

6.  There  is  frequently  an  increased  pulsation  in  the  vaginal 
vessels  on  the  affected  side. 

7.  Tenderness  over  the  site  of  the  lesion  was  found  by  one  writer 
in  all  of  his  106  cases  out  of  proportion  to  the  rigidity  and  distention 
of  the  abdomen. 

8.  The  uterus  was  seldom  found  drawn  backward  from  tubal 
pregnancy  alone,  as  in  disease  of  an  inflammatory  nature. 

9.  Strikingly  pale  appearance  of  cervix  as  compared  with 
mucous  membrane  of  the  vagina. 

10.  Turgescence  of  external  genitals. 

11.  Rectal  tenesmus  frequently  present. 

12.  Traction  on  cervix  usually  produces  great  pain  in  tubal 
pregnancy. 

13.  Breast  symptoms  are  present  in  about  one-half  of  the  cases. 

14.  Temperature   in   most   cases   shows    a   moderate   elevation. 

15.  Pulse  rate  may  not  increase  for  three  or  more  hours  after 
rupture. 

16.  Vomiting  and  faintness  seen  in  many  of  severe  cases. 

17.  Collapse  in  about  one-fourth  to  one-third  of  severe  cases. 
Shock  is  not  due  entirely  to  the  amount  of  hemorrhage. 

18.  Leukocytosis  is  high  where  there  is  severe  hemorrhage  into 
the  peritoneal  cavity. 

In  106  cases,  Oastler  found  that  all  had  hemorrhage,  eighty-eight 
had  pain,  the  average  morning  temperature  was  98. 8°  F.,  and  evening 
101.10  F.  The  bleeding  was  generally  associated  with  the  attacks 
of  pain.  There  was  a  leukocytosis  in  a  large  proportion  of  cases. 
Excluding  infected  cases,  he  found  an  average  leukocytosis  of  14.430 
with  polynuclear  count  of  83  per  cent. 

In  doubtful  cases,  with  no  contraindications,  it  is  well  to  curet 
when  incomplete  abortion  from  uterus  has  been  suspected;  having 
the  patient  prepared  at  the  same  time,  for  abdominal  operation  if 
necessary. 

Internal  hemorrhage  occurs  in  every  case  of  interrupted  tubal 
pregnancy.  There  may  be  bleeding  from  the  tube  in  absence  of 
rupture  or  abortion.  More  frequent  cause  of  bleeding  from  the  tube, 
due  to  a  tubal  mole,  especially  from  unruptured  tubes  due  to  hem- 
orrhagic mole,  than  to  rupture.     One  writer  found  that  sixty-four, 
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in  a  series  of  117  cases,  had  tubal  abortion;  the  blood  or  contents  of 
tube  were  expelled  from  fimbriated  end  of  the  tube. 

Differential  Diagnosis. — Although  there  may  be  in  some  cases  of 
ectopic  pregnancy  several  subjective  symptoms  and  definite  physical 
signs  upon  examination  of  the  patient,  there  are  only  three  which 
stand  out  prominently,  viz.,  pain,  bleeding  and  missed  period  or  a 
few  days  late.  To  which  may  be  added  in  cases  of  rupture  and  in- 
ternal hemorrhage,  at  times  shock,  collapse,  intense  pain,  vomiting, 
etc. 

Symptoms  before  and  after  rupture  of  some  organ  in  nonpregnant 
cases,  may  be  present  of  such  a  nature  and  degree  as  to  simulate  a 
typical  case  of  ectopic  pregnancy.  Conditions  which  may  mislead 
us  are: 

1.  Salpingitis. 

2.  Uterine  abortion. 

3.  Appendicitis. 

4.  Cysts:  (a)  Ovarian  cysts,  corpus  luteum  or  follicular,  (b)  In- 
traligamentous cysts,     (c)  Cysts  with  twisted  pedicle. 

The  rupture  of  a  cyst  may  occur  with  or  without  abdominal 
hemorrhage.  There  may  be  ovarian  hemorrhage  or  there  may 
be  hemorrhage  into  the  ovarian  cyst.  These  cysts  may  give  rise  to 
pain  and  suggest  ectopic  pregnancy.  We  occasionally  see  cases  of 
hemorrhage  into  an  ovarian  cyst  suggesting  pregnancy  in  the  tube; 
the  cyst  is  generally  about  the  size  of  a  small  apple;  no  torsion; 
the  contents  of  the  cyst  is  bloody,  with  many  areas  of  interstitial 
hemorrhage. 

5.  Pyosalpinx.  When  a  pus  tube  ruptures  it  may  resemble  the 
tragic  form  of  ruptured  tubal  pregnancy. 

6.  Hydrosalpinx. 

7.  Hematosalpinx. 

8.  Pregnancy  of  uterus,  regular,  or  of  a  bicornate  uterus. 

9.  Uterine  tumors. 

10.  Renal  or  biliary  colic. 

11.  Rupture  of  ulcer  in  stomach  or  intestine. 

12.  Stone  in  the  ureter. 

A  positive  diagnosis  of  tubal  pregnancy  with  rupture  is  not  always 
possible.-  The  hemorrhage  from  a  spontaneous  amputation  of  a 
twisted  pedicle  may  give  the  same  tragic  symptoms. 

In  a  majority  of  cases  the  tube  ruptures  or  blood  passes  through 
the  fimbriated  end,  from  almost  a  symptomless  condition  to  tragic 
shock  and  collapse  and,  unless  the  hemorrhage  is  controlled,  rapid 


RHODES:    DIAGNOSIS    OF    ECTOPIC   PREGNANCY  585 

fatal  termination.  The  cause  of  rupture  is  generally  the  increased 
pressure  in  the  tube. 

The  impregnated  ovum  or  developing  fetus  in  the  tube  may: 
(a)  die  and  be  absorbed;  (b)  form  hydramios  of  the  tube,  or,  (c)  it 
may  develop  into  a  chorioepithelioma,  and  (d)  the  pregnant  sac  may 
abort  into  the  uterus,  into  the  broad  ligament,  into  the  abdominal 
cavity  through  the  fimbriated  end  of  the  tube,  or  it  may  rupture 
through  the  wall  of  the  tube.  The  fimbriated  end  of  the  tube 
generally  closes  in  about  six  to  eight  weeks.  The  average  age  of 
disturbance  of  tubal  pregnancy  is  given  as  seven  weeks.  It  is  said 
that  about  two- thirds  or  more  of  all  cases  belong  to  the  nontragic 
class. 

Interrupted  tubal  pregnancy  may  end  in  (a)  mole  formation;  (b) 
rupture  of  the  tube,  or  (c)  tubal  abortion. 

Duration  of  Ectopic  Pregnancy. — As  previously  stated  the  average 
age  of  disturbance  of  tubal  pregnancy  is  seven  weeks.  The  youngest 
embryo  found  was  of  but  a  few  days'  development,  while  on  the  other 
hand,  a  number  of  cases  are  recorded  when  the  fetus  continued  to 
grow  after  rupture  of  the  tube,  the  sac  still  remaining  intact  and 
living  children  being  born.  I  have  never  been  satisfied  that  any  of 
these  abdominal  pregnancies  are  ever  primarily  such.  Yeager  men- 
tions a  case  where  a  fully  developed  female  child  of  this  abdominal 
type  died,  became  mummified  and  was  removed  by  operation  thirty- 
five  years  later. 

Ovarian  and  Tubal  Hemorrhage. — Many  of  these  cases  have  the 
usual  ectopic  histories.  Cragin  in  twelve  consecutive  cases  found  six 
not  pregnant.  Apoplexy  of  the  ovary  is  a  very  common  cause  of 
confusion  in  diagnosis.  In  Bovee's  comments  on  such  conditions, 
twenty-nine  cases  in  all  could  not  be  diagnosed  as  ectopic  at  time  of 
operation.  He  says:  "Ovarian  hemorrhage  may  take  place  in  a 
Graffian  follicle  or  in  the  stroma.  Hemorrhage  into  the  stroma  or 
into  the  follicle  may  occur  in  the  newly  born  infant,  fully  developed, 
as  in  the  case  of  Schultze;  in  young  girls  at  or  near  the  first  men- 
strual period  and  in  early  adult  life  or  during  the  child-bearing 
period,  and  may  be  accounted  for  in  the  noninfected  cases  by  undue 
hyperemia  notable  during  the  first  few  menstrual  periods.  Great 
sexual  excitement  is  believed  to  be  quite  a  common  cause.  A 
familiar  case  is  Scanzoni's,  of  a  girl  dying  from  such  profuse  hemor- 
rhage during  menstruation.  Schroeder  states  that  rupture  of  a  Graf- 
fian follicle  may  in  exceptional  cases  be  followed  by  so  profuse  a 
hemorrhage  that  it  can  (i)  prove  fatal;  (2)  cause  peritonitis  which 
may  terminate  fatally;  (3)  produce  an  encapsulated  blood  clot  in  the 
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peritoneal  cavity,  and  (4)  produce  a  retrouterine  tumor.  Tubal 
hemorrhage  is  generally  due  to  ectopic  pregnancy  as  the  active  agent. 
In  fact,  no  man  is  wise  enough,  in  my  judgment,  to  distinguish  be- 
fore operation  between  early  ectopic  pregnancy  and  ovarian  and 
tubal  hemorrhage,  except  he  have  special  evidence  of  pregnancy, 
such  as  breast  signs,  gastric  disturbances  of  short  duration  or 
knowledge  of  the  uterine  interior.  If  upon  operation  no  further 
evidence  of  ectopic  pregnancy  is  found  the  diagnosis  of  that  condition 
must  be  discarded." 

Much  has  been  wiitten  about  the  time  when  operation  should  be 
performed,  particularly  in  those  cases  with  shock.  My  conclusion 
is  that  the  individual  operator  should  be  the  judge  of  each  case, 
determining  at  the  time  whether  the  patient  is  in  a  condition  for 
operation.  It  is  very  seldom  that  shock  is  so  great  that  the  operation 
would  prove  more  dangerous  than  to  permit  the  woman  to  depend 
upon  nature  alone.  In  my  series  of  thirty-four  operated  cases,  there 
was  no  mortality.  I  have  had  one  case  in  which  I  refused  to  operate 
and  the  woman  died  two  hours  later  of  edema  of  the  lungs.  As 
but  one-fourth  of  the  cases  of  ectopic  pregnancies  can  be  classed 
as  tragic,  and  as  the  time  required  for  operation  in  the  real  tragic 
ones  is  very  short,  no  attempt  should  be  made  to  remove  all  blood 
from  the  abdomen,  the  mortality  should  be  very  low  in  any  series 
of  cases  operated  upon. 

Analysis  of  Thirty-four  Cases.  —  Of  the  twenty  ectopic  pregnancies, 
three  were  diagnosed  correctly  as  unruptured  tubal  pregnancies. 
One  wrong  diagnosis  proved  to  be  a  ruptured  tubal;  on  account  of 
sudden  pain  in  right  pelvis,  followed  by  vomiting,  with  a  temperature 
of  ioo°,  the  case  was  diagnosed  as  acute  appendicitis.  The  appendix 
was  also  much  inflamed.  In  this  case  sufficient  attention  was  not 
paid  to  missed  period  and  little  bleeding. 

Nineteen  of  the  ectopic  cases  had  pain;  nineteen  had  irregular 
bleeding;  fourteen  had  missed  one  or  more  periods;  three  could  not 
tell.  All  had  an  elevation  of  temperature  ranging  from  990  to  1010  F., 
and  a  pulse  rate  90-140;  five  had  vomiting;  fifteen  showed  a  definite 
mass;  about  one-half  had  enlargement  of  uterus;  and  very 
few  thought  they  were  pregnant.  Of  the  fourteen  non-pregnant 
cases,  thirteen  had  pain;  twelve  had  uterine  bleeding;  eight  had 
missed  their  regular  period  and  four  were  irregular;  thirteen 
had  some  elevation  of  temperature  and  increased  pulse  rate.  In 
all  but  one  of  these  cases  we  were  either  satisfied  before  operation 
that  the  patient  either  did  not  have  ectopic  pregnancy  or  it  was 
questionable. 
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In  one  case  of  the  tragic  type,  requiring  an  immediate  operation, 
we  felt  positive  we  were  dealing  with  a  typical  ruptured  tubal 
pregnancy  with  marked  internal  hemorrhage.  The  interesting 
thing  about  this  diagnosis  was  that  the  operation  was  done  only 
fifteen  hours  after  the  rupture  occurred,  mentioned  above  as  having 
been  wrongly  diagnosed  as  acute  appendicitis. 

In  only  three  of  the  fourteen  cases  was  the  condition  sufficiently 
urgent  to  demand  an  emergency  operation. 


Case  I. — Mrs.  M.,  gave  a  history  of  having  lifted  a  heavy  object, 
followed  by  a  very  severe  pain  in  left  side  of  the  pelvis.  When  seen 
a  few  hours  later,  patient  had  much  pain,  temperature  101.50  F., 
pulse  138,  uterine  bleeding,  some  enlargement  of  the  uterus,  had 
missed  a  period  and  there  was  some  shock.  Operation  revealed  a 
large  ruptured  pus  tube. 

Case  II. — Mrs.  S.,  no  pain;  slight  bleeding  at  times;  missed  two 
periods;  uterus  somewhat  enlarged.  Case  under  observation  for 
two  months.  Curettage  negative.  Hysterotomy  revealed  small 
submucous  fibroid  in  fundus. 

Case  III. — Mrs.  B.,  confident  she  was  pregnant.  Had  a  very 
sudden  and  severe  pain,  with  uterine  bleeding,  had  missed  two 
periods.  There  was  a  mass  in  left  pelvis,  but  as  the  patient  was 
quite  fat  and  tender,  the  nature  of  same  not  clear  upon  first  examina- 
tion. Examined  two  hours  later  in  hospital  under  anesthesia; 
mass  appeared  to  be  getting  larger  and  distinct  from  an  enlarged 
uterus.  A  diagnosis  of  an  ovarian  cyst  with  pedicle  twisted  and 
a  pregnant  uterus,  was  made,  which  upon  operation  proved  to  be 
correct. 

Case  IV. — Mrs.  D.,  irregular  bleeding  for  ten  weeks.  Pain  in 
left  pelvis.     Mass  size  walnut.     Cystic  ovary  found  at  operation. 

Case  V. — Mrs.  A.,  menses  from  two  to  seven  days  ahead  for 
several  months.  Some  clots  during  last  two  months.  Uterine 
pains;  cervix  soft.  Curettage  negative.  Hysterotomy  revealed 
encysted  old  placental  tissue  in  fundus. 

Case  VI. — Mrs.  C,  pain,  uterine  bleeding  and  one  missed  period. 
Mass  size  egg  to  left  of  uterus.     Cystic  ovary  found. 

Case  VII. — Mrs.  D.,  slight  pains  for  three  weeks;  irregular 
bleeding  for  six  weeks,  and  one  missed  period.  Apoplexy  of  left 
ovary. 

Case  VIII. — Mrs.  A.,  sudden  severe  pain  as  from  a  rupture; 
uterine  bleeding.  Apoplexy  of  left  ovary;  quite  a  mass  of  blood  in 
pelvis. 

Case  IX.— Mrs.  H.,  pain  in  pelvis;  much  uterine  bleeding. 
Menses  had  been  irregular  for  some  months.  Both  ovaries  were 
cystic. 

Case  X. — Mrs.  L.,  uterine  pain,  bleeding  and  one  missed  period. 
Small  ovarian  cyst  with  twisted  pedicle,  and  uterus  two  months' 
pregnant. 
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Case  XI. — Mrs.  H.,  pelvic  pain  on  both  sides;  uterine  bleeding, 
and  has  missed  two  periods.     Large  tortuous,  tubercular  tubes. 

Case  XII. — Mrs.  V.,  pelvic  pains;  irregular  and  frequent  bleed- 
ing.    Had  gone  two  weeks  past  period.     Prolapsed  cystic  ovary. 

Case  XIII. — Miss  W.,  missed  one  period.  Bleeding  for  two 
weeks ;  pain  in  right  pelvis.  Felt  soft  mass  give  way  during  examina- 
tion.    Ovarian  cyst  with  bloody  fluid,  ruptured. 

Case  XIV. — Miss  B.,  pain  high  in  abdomen.  Told  by  physician 
she  had  had  an  abortion.  Slight  uterine  bleeding.  Infected  ovarian 
cyst  with  twisted  pedicle;  very  much  pus  in  pelvis. 

In  making  an  analysis  of  the  above  cases  in  the  hope  of  being 
able  to  more  frequently  make  a  correct  diagnosis,  I  am  convinced 
more  has  been  learned  from  the  nonpregnant  cases  than  from  the 
pregnant  ones.  Further,  a  careful  study  of  these  cases  compels 
us  to  realize  that  what  at  first  examination  may  appear  quite  an 
innocent  condition  can  soon  become  quite  serious  from  hemorrhage 
and  infection.  We  should  be  firmly  impressed  with  the  alterations 
in  menstruation,  from  amenorrhea  to  marked  hemorrhages,  due  to 
pathologic  conditions  of  the  ovary.  Cystic  ovaries,  etc.,  are  very 
frequently  the  cause  of  profuse  and  prolonged  uterine  bleeding  for 
which  condition  the  curet  is  absolutely  of  no  value  and  may  be  very 
harmful.  Do  not  forget  if  a  small  curet  will  not  enter  the  internal 
os  without  first  dilating  it,  curettage  should  not  be  performed; 
exception  being  cases  due  to  cicatricial  tissue  and  then  an  amputation 
of  the  cervix  is  necessary.  We  seldom  need  to  curet  and  less  fre- 
quently to  dilate  the  cervix. 

Jenkins  Arcade  Building. 
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RUPTURE  OF  THE  UTERUS.* 

BY 
ROBERT  Y.  SULLIVAN,  M.  D., 

Washington,  D.  C. 

My  interest  in  this  subject  has  been  stimulated  by  two  reasons, 
first,  I  have  been  so  fortunate  or  so  unfortunate  as  to  encounter  two 
cases  of  complete  rupture  of  the  uterus  previously  reported  to  this 
Society,  and  secondly,  because  within  the  past  10  years  two  changes 
have  come  in  obstetric  practice  which  make  an  entirely  new 
obstetric  situation  that  bears  directly  upon  rupture  of  the  uterus, 
namely,  the  widespread  use  of  pituitrin  in  labor  and  the  rapidly 
widened  scope  of  Cesarean  section. 

By  rupture  of  the  uterus  we  understand  the  forceful  cleavage  of 
all  or  some  of  the  coats  of  the  uterus  sometimes  completely  bursting 
the  uterus  itself,  while  in  others  only  the  mucous  coat  or  muscle 
coats  are  torn. 

This  calamity  is  matched  for  tragedy  by  two  emergencies  only  in 
obstetric  practice,  premature  separation  of  the  normally  implanted 
placenta  and  placenta  previa.  It  has  been  estimated  by  various 
authors  that  this  condition  occurs  in  varying  frequency,  as  the  cases 
are  reported  from  hospital  or  private  work  ranging  from  once  in 
235  to  once  in  6100  pregnancies.  Freund  collected  reports  from 
seventeen  authors  estimating  the  frequency  to  be  once  in  2 114 
labors.  It  is  evident  that  the  condition  while  unusual  is  not  of 
great  rarity  and  may  be  encountered  several  times  during  one's 
lifetime.     DeLee  admits  twenty-four  cases  in  his  experience. 

Rupture  of  the  uterus  occurs  both  during  pregnancy  and  during 
labor,  the  rupture  being  classified  as  complete  or  incomplete,  ac- 
cording as  the  whole  uterine  coat  is  torn,  or  only  part  of  the  thickness, 
usually  laceration  of  the  mucous  and  muscular  coats,  but  not  the 
peritoneal  coats  tearing  in  incomplete  rupture.  Of  the  two  condi- 
tions rupture  at  labor  is  far  more  common  than  that  during  preg- 
nancy, and  incomplete  ruptures  are  more  frequent  than  complete, 
occasionally  escaping  diagnosis.  Ruptures  are  also  classified  as 
spontaneous  and  traumatic,  tragic  and  latent;  as  these  words  in- 
dicate, no  further  description  is  necessary.  It  may  be  said,  however, 
that  incomplete  rupture  is  frequently  attended  with  more  hemor- 
rhage than  complete  and  that  complete  rupture  is  often  recognized 
only  by  accident. 

*Read  before  the  Georgetown  Clinical  Society,  November  9,  1917. 
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Since  rupture  of  the  uterus  during  pregnancy  is  far  less  frequent 
than  rupture  during  labor,  its  pathology  will  be  discussed  first. 
This  condition  occurs  in  two  classes  as  spontaneous  and  traumatic. 
The  classes  of  condition  favoring  spontaneous  rupture  are  uterine 
inflammation,  previous  Cesarean  section,  uterine  hypoplasia, 
previous  gynecologic  operation  such  as  removal  of  tumors,  repeated 
curettage,  removal  of  uterine  cornua  after  salpingectomy  and  manual 
removal  of  the  placenta  in  former  labors.  The  majority  of  spon- 
taneous ruptures  during  pregnancy  are  of  course  due  to  interstitial 
pregnancy. 

Traumatic  rupture  occurring  during  pregnancy  results  usually 
from  falls,  blows  upon  the  abdomen  and  perforation  of  the  uterus 
by  instruments  with  criminal  intent. 

The  symptoms  occurring  in  this  condition  markedly  resemble 
ectopic  gestation,  labor  ensuing  with  the  result  that  the  fetus  is 
expelled  either  into  the  vagina  in  incomplete  rupture  or  into  the 
abdomen  incomplete,  after  which  sepsis  usually  overshadows  other 
points  in  the  clinical  picture.  Rarely  rupture  has  occurred  and 
pregnancy  has  gone  on  to  term  the  child  within  the  abdomen  and  the 
placenta  still  attached  within  the  uterine*  canal  the  cord  issuing  by 
the  rent  as  in  Leopold's  and  Henrotin's  cases. 

By  far  the  more  frequent  is  rupture  during  labor  most  usually 
at  full  term.  The  mechanism  of  this  condition  is  always  the  result 
of  one  of  two  underlying  causes,  change  within  the  uterine  wall  af- 
fecting its  integrity,  or  obstruction  to  the  passenger.  Agents  re- 
ducing the  consistency  and  strength  of  the  musculature  are  here  as 
before  mentioned  inflammation,  new-growths,  previous  operative 
fields  with  their  resultant  scar  tissue,  hyaline  and  fatty  degeneration 
of  the  uterine  muscle,  overdistention  of  the  uterus,  interstitial  preg- 
nancy, etc. 

Factors  interfering  with  the  progress  of  the  passenger  are  of  course 
the  various  types  of  pelvic  contraction  and  the  bony  deformities 
of  the  pelvis.  There  may  be  also  mentioned  overgrowth  of  the  fetus, 
malposition,  delayed  rotation  of  the  fetal  head,  atresia  of  the  cervix, 
rigid  cervix,  tumors  obstructing  the  birth  canal  and  incarceration  of 
the  cervix  between  the  presenting  part  and  the  brim  of  the  pelvis. 

The  exciting  causes  of  uterine  rupture  are  contractions  of  the 
uterus  itself  and  manipulation.  It  may  be  said  that  in  the  great 
majority  of  instances  it  is  ill-advised  manipulation  that  causes 
rupture.  By  saying  it  is  ill-advised  manipulation  it  is  not  meant 
that  the  course  was  poorly  chosen  under  the  particular  circum- 
stances that  obtained. 
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The  true  mechanism  of  rupture  is  understood  best  by  briefly 
reviewing  the  work  of  Bandl,  Freund,  Michaelis  and  others  upon  the 
action  of  the  uterus  during  labor.  Under  the  influence  of  labor  pains 
the  uterus  becomes  divided  into  two  portions,  the  upper  contractile 
segment  and  the  lower  dilating  segment,  at  the  junction  of  which  is 
the  so-called  ring  of  Bandl.  The  effect  of  labor  is  to  retract  the 
fundus  in  a  way  so  that  it  is  drawn  upward  over  the  body  of  the 
child  and  the  fetus  is  at  the  same  time  forced  down  into  the  dilating 
lower  uterine  segment. 

By  means  of  ligaments  and  fascia  the  isthmus  and  cervix  are  more 
or  less  firmly  fixed.  The  uterosacral  ligaments  behind,  the  broad 
ligaments  on  the  sides,  the  fascia  of  the  base  of  the  bladder  accom- 
plished this  and  if  the  lower  uterine  segment  is  still  more  firmly 
held  by  the  pressure  of  the  fetal  head  against  the  sides  of  the 
pelvis  the  ring  of  Bandl  cannot  be  drawn  upward  over  the  child,, 
hence,  the  passenger  may  be  for  the  most  part  entirely  in  the  lower 
uterine  segment  which  causes  overdistention  and  rupture  because 
the  head  cannot  adequately  advance. 

The  symptoms  of  uterine  rupture  are  not  necessarily  typical, 
on  the  other  hand  they  may  be  vague  and  indefinite  if  the  patient 
is  seen  late  in  labor.  It  may  be  said,  however  that  close  ob  serva- 
tion  of  the  course  of  labor  and  especially  repeated  abdominal  pal- 
pation should  result  in  sufficient  warning  for  the  protection  of  the 
patient.  They  may  be  discussed  best  under  threatened  rupture 
and  the  actual  rupture. 

There  are  four  observations  which  when  existing  at  the  same  time 
suggest  impending  rupture: 

i.  Strong  pains  without  appreciable  advancement. 

2.  Exquisite  tenderness  on  palpation  to  the  degree  of  actual 
hysteria. 

3.  Undue  bulging  in  the  lower  uterine  fold  during  pain  with 
subsequent  relaxation. 

4.  The  sensation  of  tearing  muscle  fiber  when  the  abdomen  is 
palpated  during  labor. 

To  this  may  be  added  tonic  cordlike  tension  of  the  round  ligaments 
especially  the  one  on  whose  side  rupture  is  threatened. 

The  great  restlessness,  hysteria,  disturbed  mental  state  of  the 
patient  is  characteristic.  She  rolls  about  in  frantic  agony.  When 
actual  rupture  occurs  there  is  usually  an  outcry  at  the  height  of 
pain,  the  patient  saying  that  something  has  given  way  inside  after 
which  the  condition  becomes  markedly  changed. 

There  is   then  cessation  of  labor,  usually  marked  shock,  pallor, 
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rapid  pulse,  shallow  respiration,  tumultuous  action  followed 
promptly  by  quietness,  since  it  is  at  this  point  that  the  fetus  usu- 
ally dies. 

Examination  then  reveals  a  most  exquisitely  tender  abdomen  with 
fetal  parts  very  easily  and  clearly  made  out,  seeming  to  be  immedi- 
ately under  the  skin.  Frequently  two  masses,  one  the  fetus,  one  the 
uterus,  may  be  felt.  The  presenting  part  cannot  be  made  out.  The 
fetal  heart  cannot  be  heard.  Pelvic  examination  reveals  the  cervix 
too  high  up,  irregular,  as  a  rule  poorly  compressing  a  presenting  part 
that  is  easily  displaced.  The  hand  introduced  on  one  side  finds  the 
resistance  much  less  firmly  than  on  the  other,  while  further  palpation 
reveals  a  rent  through  which  the  fetus  has  either  completely  or 
partly  escaped.  The  intestines,  omentum,  adnexa,  are  easily  pal- 
pated and  the  thickness  easily  estimated  between  external  and  in- 
ternal fingers.  In  the  words  of  Edgar,  it  is  truly  the  thrill  of  a 
lifetime. 

Latent  rupture  has  on  the  contrary  been  complete  and  without 
any  of  the  tragic  symptoms  as  shock,  pallor,  hemorrhage  and  collapse. 
This  is  usually  the  case  in  those  ruptures  associated  with  use  of 
pituitrin  and  also  where  the  fetus  has  only  partially  escaped  into  the 
abdomen. 

Much  controversy  has  arisen  over  treatment  and  it  is  evident  that 
individualism  is  indeed  necessary  to  meet  these  most  unusual  cir- 
cumstances. Williams  recommends  laparotomy  for  nearly  every 
case  with  suture  or  hysterectomy  as  alternatives.  De  Lee  suggests 
several  plans: 

i.  Delivery  from  below  (forceps),  give  morphine,  ergot,  ice  to 
abdomen. 

2.  Delivery  from  below  (forceps),  drain,  give  morphine,  ergot, 
ice  to  abdomen. 

3.  Delivery  from  below  (forceps),  sew  rent,  give  morphine,  ergot, 
ice  to  abdomen. 

4.  Delivery  from  below  (forceps),  do  vaginal  hysterectomy. 

5.  Laparotomy.     Remove  fetus,  sew  rent,  drain  from  below. 

6.  Laparotomy.  Remove  fetus,  do  hysterectomy.  Drain  from 
below. 

If  the  hemorrhage  is  slight  it  would  seem  best  to  deliver  from  below 
if  possible,  sew  the  rent  partially  and  drain.  However,  if  the  hemor- 
rhage is  great  or  not  in  proportion  to  the  shock,  especially  if  the  fetus 
is  wholly  or  partly  within  the  abdomen  there  is  no  choice  but  lapar- 
otomy. Hysterectomy  will  more  safely  protect  the  patient  from  all 
subsequent  dangers  hemorrhage,  sepsis,  obstruction  than  suture. 


SULLIVAN:  RUPTURE  OF  THE  UTERUS  593 

Transportation  of  the  patient  should  be  undertaken  with  great 
caution  and  never  for  great  distance  or  over  rough  roads;  this  is 
particularly  true  of  threatened  rupture. 

Prophylactic  treatment  offers  the  greatest  opportunity  for 
accomplishment:  as  follows  it  is  suggested: 

i.  Thorough  study  of  the  case  before  labor. 

2.  Adequate  pelvimetry  especially  internal  pelvimetry. 

3.  Repeated  abdominal  palpation  during  labor. 

4.  Early  correction  of  faulty  presentation. 

5.  Utilization  of  complete  anesthesia  for  all  intrauterine 
manipulation. 

6.  Immediate  interference  in  the  presence  of  threatened  rupture, 
either  forceps  or  Cesarean. 

7.  Avoidance    of    version    except    for    transverse    presentation. 

8.  Use  of  pituitrin  as  described  by  Mundell's  rule. 

In  his  most  excellent  paper  "The  Status  of  Pituitrin,"  Dr.  J.  J. 
Mundell  reports  that  in  1200  cases  in  which  pituitrin  was  used  the 
percentage  of  uterine  ruptures  was  1  per  cent.  He  has  so  well  dis- 
cussed the  indications  and  contraindications  for  the  use  of  pituitrin 
that  I  feel  his  plan  should  be  advised.  This  is  particularly  so  in  the 
instances  reported  for  pituitrin  had  been  used  with  possible  ill  effect. 
The  use  of  pituitrin  is  possible  only  in  the  second  stage  of  labor  in 
the  absence  of  disproportion  with  the  head  distending  the  perineum. 
It  may  be  used  in  uterine  inertia  as  a  competitor  of  low  forceps  only. 

In  view  of  the  widespread  tendency  to  enlarge  the  scope  of  Cesa- 
rean section  rupture  of  the  uterus  is  decidedly  potent  as  an  obstetrical 
emergency.  Recent  articles  by  Rongy,  Frank,  Findley  and  others 
seem  to  prove  that  there  is  a  marked  tendency  to  the  rupture  of  the 
Cesarean  scar  in  subsequent  labors. 

It  is  conservatively  estimated  to  occur  in  3  per  cent,  of  cases. 
Strangely  enough  it  happens  that  50  per  cent,  of  these  ruptures 
result  in  maternal  deaths  and  at  least  80  per  cent,  of  fetal  deaths  no 
matter  how  quickly  proper  operative  treatment  was  instituted. 

If  the  usual  primary  mortality  of  5  per  cent,  be  allowed  for  Cesa- 
rean section,  is  it  not  just  to  add  this  1^  per  cent,  for  Cesarean 
section? 

"Once  a  Cesarean  always  a  Cesarean,"  but  certainly  once  a 
Cesarean  always  a  hospital  case  for  the  last  month  of  gestation.  It 
would  furthermore  emphasize  the  need  of  limiting  Cesarean  section 
to  rather  more  mechanical  disproportion  and  acutely  urgent  emer- 
gencies as  placenta  previa,  eclampsia,  etc.,  than  the  present  tendency. 

Recent  observations  seem  to  prove  that  the  rupture  in  previously 
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Cesareanized  patients  occurs  in  the  scar  itself.  This  is  due  to 
the  fact  that  uterine  contractions  following  operation  interfere  with 
perfect  wound  healing  in  the  uterus.  This  is  furthermore  interfered 
with  by  the  presence  of  low-grade  sepsis  that  often  follows  Cesarean. 
It  is  a  peculiar  fact  that  the  placenta  is  prone  to  attach  itself  to  the 
area  of  the  Cesarean  scar  with  the  resulting  weakening  effect  due  to 
infiltration  and  penetration  by  chorionic  villi. 

There  is  no  desire  to  in  any  way  discount  the  value  and  propriety 
of  appropriate  Cesarean  section  but  merely  not  to  look  upon  the 
candidate  for  this  operation  as  forever  discharged  when  she  is  deliv- 
ered. Is  it  not  true  that  when  we  propose  Cesarean  section  to  our 
patients  that  this  subsequent  history  should  be  discussed  with  our- 
selves and  frequently  with  the  patient's  representatives  ? 

In  view  of  the  fact  that  the  tendency  of  surgery  is  to  diminish 
obstetric  art,  which  has  always  striven  to  perfect  vaginal  delivery 
without  undue  risk,  is  not  the  easy  use  of  abdominal  delivery  a 
rather  dangerous  tendency? 

It  is  indeed  a  peculiar  fact  that  such  a  powerful  agent  of  good  and 
ill  as  pituitrin  should  be  so  indiscriminately  used.  When  we  consider 
that  such  powerful  contractions  can  be  set  up  as  we  know  to  be  the 
case  when  this  drug  is  used  we  may  well  expect  uterine  rupture  if 
there  is  any  disproportion,  mechanical  obstruction  or  faulty  presenta- 
tion. It  has  no  place  in  such  cases  and  no  place  in  the  first  stage  of 
labor. 

CONCLUSIONS. 

The  widened  field  of  Cesarean  section  increases  the  danger  of 
rupture  of  the  uterus  and  should  be  restricted  more  than  at  present 
to  mechanical  disproportion  and  urgent  emergencies. 

By  its  therapeutic  action  pituitrin  tends  markedly  toward  rupture 
of  the  uterus  and  should  therefore  be  withheld  until  the  head  is  in 
sight  and  never  used  in  cases  of  disproportion  nor  in  the  first  stage  of 
labor. 

Adequate  study  of  all  obstetric  cases  before  labor  will  greatly 
reduce  the  frequency  of  uterine  rupture  by  instituting  appropriate 
operative  treatment  in  cases  complicated  by  tumors,  overdistended 
uteri,  oversized  child  and  diseased  uteri. 

Internal    pelvimetry    is    the    guide    to  safety    in    disproportion. 

Intensification  of  the  management  of  obstetric  work  especially 
in  the  selection  of  proper  surroundings  will  allow  serious  emer- 
gencies to  be  handled  without  embarrassment. 

The  Rochambeau. 


ANDREWS:  USE  OF  DOUCHE  PAN  IN  LABOR        595 


CLINICAL  CASE  REPORTS. 


USE  OF  DOUCHE  PAN  IN  SECOND  AND  THIRD  STAGES 
OF  LABOR. 

BY 
C.  J.  ANDREWS,  M.  D., 

Norfolk,  Va. 

The  third  stage  of  labor  is  usually  conducted  under  the  dis- 
advantage of  having  the  buttocks  of  the  patient  more  or  less  im- 
mersed in  a  pool  of  blood  and  liquor  amnii  and  sometimes  feces. 
To  avoid  this,  several  plans  have  been  devised,  such  as  a  well-sup- 
ported bed  which  drains  from  the  vulva.  This,  however,  if  suc- 
cessful, distributes  the  soiling  widely.  One  of  the  advantages 
of  delivering  the  patient  on  the  side  is  that  it  raises  the  vulva  out 
of  the  pool. 

About  two  years  ago  I  began  to  use  an  ordinary  sterile  douche 
pan  under  the  buttocks  during  delivery,  allowing  it  to  remain  during 
the  third  stage.  The  douche  pan  is  placed  in  position  usually 
when  the  head  is  on  the  perineum.  Occasionally,  in  multipara,  it 
is  adjusted  in  position  before  the  bag  of  waters  ruptures.  A  folded 
sterile  towel  is  placed  under  the  sacrum.  The  pressure  on  the  sacrum 
is  very  acceptable  to  most  patients.  If  there  has  not  been  op- 
portunity of  sterilizing  the  pan,  it  is  thoroughly  covered  with  sterile 
sheets  or  towels. 

The  advantages  are  obvious.  The  vulva  is  raised  out  of  the 
pool.  All  the  discharges  are  received  in  the  pan  and  do  not  soil  the 
patient  or  bed.  The  amount  of  hemorrhage  can  be  accurately  ob- 
served. The  perineum  can  be  much  more  easily  examined  and  small 
tears  more  conveniently  repaired.  The  vulva  may  be  freely  bathed 
with  antiseptic  solution  and  vulvar  dressings  applied  before  the 
patient  is  moved.  The  douche  pan  is  then  removed  and  often 
it  is  not  necessary  to  change  a  sheet. 

In  private  homes  it  is  not  necessary  to  support  the  bed  as  the 
sagging  gives  no  particular  trouble.  However,  it  is  equally  satis- 
factory on  a  modern  delivery  table.  The  only  disadvantage  is  that 
the  patient,  sometimes  when  under  the  anesthetic,  will  get  off  the 
pan.  Needless  to  say,  nurses  are  most  enthusiastic  about  this 
plan  as  it  simplifies  their  work  considerably. 
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The  douche  pan  is  also  very  useful  in  final  scrubbing  and  dis- 
infecting of  the  vulva. 

After  employing  it  for  two  years,  I  am  so  pleased  with  the  ad- 
vantages of  this  simple  plan  that  I  am  surprised  that  it  has  not  been 
more  generally  used. 


AN  INTERESTING  CASE  OF  PUERPERAL  INFECTION 
AND  PSYCHOSIS. 

BY 
SAMUEL  B.  SCHENCK,  M.  D., 

Brooklyn,  N.  Y. 

The  staphylococcus  albus  has  been  looked  upon  as  an  organism 
prevalent  in  the  skin,  almost  nonpathogenic,  and  when  found  in 
cultures  of  pus  it  has  often  been  considered  to  be  merely  a  contamina- 
tion. The  following  case,  however,  is  of  interest  in  that  it  teaches 
us  to  regard  this  organism  with  more  respect  than  we  heretofore 
granted  to  it. 

Mrs.  L.  S.,  twenty-three  years  old,  was  delivered  at  home  of 
her  first  child  on  February  16,  191 8.  She  had  been  in  labor  twelve 
hours,  then  a  forceps  operation  was  performed,  a  living  child  de- 
livered, but  lacerations  were  not  repaired.  On  the  following  day 
she  had  a  severe  chill,  followed  by  fever,  pain  in  the  abdomen, 
headache  and  accompanying  symptoms.  She  was  cared  for  by  her 
private  physician  until  February  24,  eight  days  postpartum,  when 
she  was  admitted  to  the  service  of  Dr.  John  0.  Polak  at  The  Long 
Island  College  Hospital.  Her  abdomen  was  tense  and  tender,  the 
vulva  was  markedly  edematous,  there  was  a  deep,  suppurating  peri- 
neal laceration  with  a  profuse,  foul,  vaginal  discharge.  Her  tempera- 
ture rose  to  1030,  pulse  1200,  respirations  40,  without,  however,  any  dis- 
tinct sign  of  pulmonic  involvement.  The  blood  count  was  as  follows : 
white  blood  cells,  42,400;  polys,  92  per  cent.;]  red  blood  cells, 
3,240,000;  hemoglobin,  60  per  cent.  The  blood  culture  was  sterile. 
Urine  showed  a  trace  of  albumin;  blood  pressure:  systolic,  no, 
diastolic,  65. 

On  February  27,  eleven  days  postpartum,  signs  of  an  extra- 
peritoneal abscess  appeared  in  the  right  inguinal  region.  An 
incision  was  made  and  an  abscess,  situated  between  the  deep  fascia 
and  the  peritoneum,  was  evacuated.  Bacteriological  examination 
showed  a  staphylococcus  albus  hemolyticus  in  pure  culture. 

On  March  5,  seventeen  days  postpartum,  an  incision  was  made 
parallel  to  left  Poupart's  ligament,  pus  evacuated,  and  the  other 
incision  was  enlarged.     A  culture  of  the  pus  from  the  left  abscess 
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cavity  also  showed  a  staphylococcus  albus  hemolyticus  in  pure 
culture. 

On  March  7  a  blood  transfusion  was  performed,  500  c.c.  given. 
The  patient  was  desperately  ill,  temperature  1040,  pulse  160.  She 
was  in  a  semicomatose  condition  from  March  5  to  March  15,  twenty- 
seven  days  postpartum,  very  difficult  to  rouse,  her  feeding  was  forced. 
She  then  began  to  come  out  of  her  stupor  and  slowly  reached  the 
other  extreme,  became  restless,  cried  persistently,  then  became 
wildly  delirious,  attacked  her  nurses,  and  was  only  partially  controlled 
by  the  free  use  of  morphin  and  hyoscin,  and  restraining  sheets. 
Another  blood  transfusion  of  500  c.c.  was  given  on  March  28,  forty 
days  postpartum.  The  drainage  from  her  wounds  diminished  and 
at  this  time  was  scant. 

On  April  7,  after  three  weeks  of  severe  psychosis,  the  right  inguinal 
incision  was  probed,  an  abscess  cavity  was  discovered  and  about  4 
ounces  of  pus  evacuated.  The  cavity  was  then  irrigated  with  a 
1-4000  formalin  solution.  The  change  in  the  patient's  mental  condi- 
tion on  the  following  day  was  remarkable.  She  was  much  improved 
and  within  a  few  days  was  entirely  rational,  with  the  exception  of  a 
slow  mental  response  to  questions  asked,  and  a  slow,  hesitating 
speech.  Her  improvement  from  then  on  was  steady,  and  she 
was  finally  discharged  from  the  hospital  on  May  19. 

This  case  is  of  particular  interest  and  worthy  of  being  placed 
on  record  because  it  brings  up  two  important  points: 

First,  the  sole  organism  that  was  responsible  for  this  very  severe 
puerperal  infection,  having  been  found  twice  in  pure  culture,  was 
the  staphylococcus  albus  hemolyticus,  an  organism  but  rarely 
found  as  an  etiological  factor  in  severe  infections,  but  on  the  con- 
trary, usually  considered  to  be  more  or  less  nonpathogenic. 

Second,  we  might  possibly  shorten  considerably  the  course  of 
some  of  our  long  protracted  cases  of  puerperal  psychosis  of  six 
months  to  a  year  or  more  in  duration,  by  a  careful  and  persistent 
search  for  some  localized  focus  which  is  liberating  the  toxins  that 
cause  the  psychosis;  as  in  this  case,  where  an  extreme  puerperal 
psychosis  of  three  weeks'  duration,  practically  a  mania,  was  cleared 
up  almost  instantly  by  discovering  and  evacuating  a  hidden  pus 
pocket. 
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WILLIAM  MECKLENBURG  POLK,  L.L.  D.,  M.  D. 

Dr.  William  Mecklenburg  Polk,  son  of  Leonidas  and  Frances 
Devereux  Polk,  was  born  in  Ashwood,  Maury  County,  Tennessee, 
August  15,  1844.  His  early  education  was  obtained  in  Marion, 
Alabama,  and  at  St.  James  College,  Maryland,  where  he  prepared 
for  admission  to  the  Military  Institute  of  Lexington,  Virginia,  then 
conducted  under  the  personal  direction  of  General  Stonewall  Jack- 
son. There  he  pursued  the  mathematical  and  scientific  course  of 
study  preparatory  to  entering  West  Point  Military  Academy.  When 
the  war  between  the  States  began,  he  was  in  his  seventeenth  year,  but 
physically  well  equipped  and  with  a  knowledge  of  military  tactics 
that  enabled  him  at  once  to  be  of  assistance  to  the  Confederacy. 
He  began  service  in  1861  under  General  Jackson  in  Richmond,  as 
drill  master  of  Virginia  state  troops,  and  later,  while  attached  to  the 
staff  of  General  Zollikoffer,  served  as  drill  master  of  Tennessee  state 
troops.  From  April,  1861,  to  May,  1865,  Dr.  Polk  was  continually 
in  active  service  and  it  is  doubtful  if  any  soldier  under  either  flag 
took  part  in  more  battles  and  skirmishes.  In  May,  1863,  he  was 
appointed  assistant  chief  of  artillery  in  Polk's  Corps,  later  adjutant 
to  regiment  of  artillery,  Stewart's  Corps,  and  subsequently  captain 
in  adjutant  general's  department,  Army  of  the  Tennessee,  on  the  staff 
of  General  Joseph  E.  Johnston.  His  position  in  the  Confederate 
army  was  such  that  he  was  often  brought  closely  in  contact  with  its 
leading  figures,  such  as  Gener-al  Albert  Sidney  Johnston,  General 
Joseph  E.  Johnston,  General  Bragg,  General  Beauregard,  General 
Hardee,  General  Wheeler  and  General  Forrest.  A  large  part  of  his 
experience  in  the  Confederate  army  is  interestingly  recorded  in  a  two- 
volume  biographical  work  which  he  wrote  and  published  in  memory 
of  his  father. 

At  the  close  of  the  war  Dr.  Polk  accepted  a  position  as  superin- 
tendent of  the  outdoor  department  of  the  Brierfield  (Alabama) 
Iron  Works,  and  while  thus  employed  became  interested  in  medicine, 
beginning  its  study  at  that  time  under  the  direction  of  Dr.  E.  W.  C. 
Bailey.  He  then  attended  the  medical  department  of  the  Univer- 
sity of  Louisiana  (now  Tulane  University).  In  1868  he  came  to  New 
York,  where  he  continued  his  studies  in  the  College  of  Physicians 
and  Surgeons,  from  which  he  was  graduated  in  1869.  Immedi- 
ately thereafter  he  entered  Bellevue  Hospital  as  interne  on  the  medi- 
cal side  and  served  the  required  eighteen  months,  during  which  time 
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he  was  brought  into  close  relations  with  Dr.  John  S.  Metcalfe,  Dr. 
Alonzo  Clark,  Dr.  Austin  Flint,  Dr.  James  R.  Wood,  and  Dr.  Alfred 
L.  Loomis.  At  the  close  of  his  service  he  received  an  appointment 
as  one  of  the  curators  to  the  pathological  department  of  the  hospital, 
in  which  capacity  he  served  for  one  and  one-half  years.  Later 
he  received  an  appointment  as  assistant  demonstrator  of  anatomy 
in  Bellevue  Hospital  Medical  College  and  was  then  advanced  to  the 
position  of  professor  of  materia  medica,  therapeutics  and  clinical 
medicine  in  the  same  institution.  After  filling  this  position  for  four 
years,  in  1879  he  accepted  the  appointment  to  the  professorship  of 
obstetrics  and  diseases  of  women  in  the  medical  department  of  the 
University  of  the  City  of  New  York.  Meanwhile,  in  1874,  he  had 
been  appointed  visiting  physician  to  Bellevue  Hospital,  and  in  1878 
visiting  physician  to  St.  Luke's  Hospital. 

After  accepting  the  position  of  professor  of  obstetrics  and  diseases 
of  women  in  the  University,  Dr.  Polk  resigned  from  the  staff  of  St. 
Luke's  Hospital  in  order  to  concentrate  his  attention  upon  gyneco- 
logical work  in  Bellevue,  where  in  conjunction  with  Dr.  W.  Gill 
Wylie  and  Dr.  W.  T.  Lusk,  he  devoted  himself  to  the  creation  of  the 
large  gynecological  service  which  sprung  up  in  that  institution  under 
the  combined  efforts  of  these  three  men.  Dr.  Polk  continued  to 
devote  himself  mainly  to  surgical  gynecology  and  gradually  withdrew 
from  the  teaching  of  obstetrics,  being  succeeded  in  that  department 
by  Dr.  J.  Clifton  Edgar,  with  the  title  of  professor  of  diseases  of 
women. 

In  1898,  when,  through  the  interest  of  Colonel  Oliver  H.  Payne 
in  higher  medical  education,  the  medical  department  of  Cornell 
University  was  inaugurated,  Dr.  Polk  was  honored  by  the  appoint- 
ment as  dean  of  the  faculty  and  also  filled  the  chair  of  diseases 
of  women  in  the  same  institution.  Upon  him,  together  with  Dr. 
Lewis  Stimson,  devolved  the  arduous  labor  of  successfully  organiz- 
ing this  department.  He  threw  himself  vigorously  into  the  work 
of  perfecting  the  school  and,  being  surrounded  with  associates 
who  ably  assisted  in  executing  his  plans,  at  the  end  of  the  fourth 
year  had  succeeded  in  establishing  a  medical  college  which  is  now 
recognized  as  one  of  the  leading  institutions  in  America.  To  the 
medical  department  of  Cornell  University  and  to  special  surgical 
work  in  diseases  of  women,  Dr.  Polk  subsequently  gave  all  of  his  time 
and  attention. 

Dr.  Polk  was  at  various  periods,  president  of  the  American 
Gynecological  Society,  of  the  New  York  Obstetrical  Society, 
president   of    the   New   York   Academy  of    Medicine,   a   member 
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of  the  County  Medical  Society,  the  New  York  Medical  Associa- 
tion, the  American  College  of  Surgeons,  the  New  York  Academy 
of  Medicine,  the  Medical  and  Surgical  Society,  Practitioners' 
Society,  the  Pathological  Society,  and  corresponding  Fellow  of  the 
Societe  Obstetricale  et  Gynecologique  of  Paris,  France,  and  of 
many  other  foreign  medical  societies.  He  was  also  a  member  of 
the  Century  and  Metropolitan  Clubs,  and  a  vestryman  of  Trinity 
Corporation  of  the  City  of  New  York.  In  1893  the  University  of 
the  South  conferred  upon  him  the  honorary  degree  of  Doctor  of 
Laws. 

Dr.  Polk  held  for  many  years  the  position  of  consulting  gynecolo- 
gist to  St.  Luke's,  St.  Vincent's,  the  General  Memorial  and  the 
Lying-in  Hospital  of  New  York. 

Dr.  Polk  was  married  November  14,  1866,  to  Ida  Ashe  Lyon  of 
Alabama,  who  died  a  number  of  years  ago.  Subsequently  he  was 
married  to  Miss  Maria  H.  Dehon  of  New  York.  Of  the  two  sons 
by  his  first  marriage,  the  elder,  Frank  L.  Polk,  a  prominent  member 
of  the  bar,  is  the  present  Counsellor  of  the  Department  of  State; 
the  younger,  Dr.  John  M.  Polk,  died  several  years  ago. 

Dr.  Polk  was  a  frequent  contributor  to  the  American  Journal 
of  Obstetrics,  as  well  as  to  other  medical  publications  and  was  also 
the  author  of  a  biographical  work,  "Leonidas  Polk,  Bishop  and  Gen- 
eral," his  well-known  father,  who  met  his  end  in  1864  while  in  the 
service  of  the  Confederacy. 

For  many  years  Dr.  Polk  occupied  an  important  place  as  a  con- 
sultant in  gynecology,  an  enviable  position  attained  not  only  by  his 
professional  eminence  but  by  his  unfailing  courtesy,  gentlemanly 
bearing  and  patience  toward  his  colleagues.  Dr.  Polk  must  be  re- 
garded as  the  highest  type  of  medical  practitioner,  in  whom  the 
humanities  constituted  an  important  characteristic,  in  whom  the 
acquired  skill  and  knowledge  resulted  from  a  close  and  intimate 
study  of  the  patient,  a  knowledge  acquired  by  personal  observation 
at  the  clinic  and  bedside,  rather  than  in  the  laboratory.  Death's 
yearly  toll  has  steadily  encroached  on  this  older  school  of  practi- 
tioners and  their  numbers  are  growing  steadily  less.  But  their 
influences  in  establishing  certain  characteristics  of  American  medi- 
cal practice  remain  as  a  lasting  monument  to  their  efforts  as  or- 
ganizers, as  teachers  and  as  worthy  examples  to  be  emulated  by 
their  successors.  Dr.  Polk  was  one  of  the  honored  names  in  this 
group  of  eminent  medical  men  of  the  past  generation,  a  scholar 
and  a  gentleman,  loved  and  respected  by  his  pupils  and  associates, 
whose  life  and  works  constitute  his  most  enduring  monument. 
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THE  PHILADELPHIA  OBSTETRICAL  SOCIETY. 
1868-1918. 
A  RETROSPECT.* 

The  Philadelphia  Obstetrical  Society  fittingly  celebrated  the 
Fiftieth  Anniversary  of  its  establishment  by  a  memorial  meeting 
held  on  May  18,  1918.  On  this  occasion  the  growth  and  develop- 
ment of  the  Society  were  described  in  a  series  of  biographical 
sketches  of  the  more  eminent  members  of  the  past  and  their 
predecessors,  whose  reputation  was  more  than  local  in  many  in- 
stances and  who  labored  to  make  Philadelphia  an  important  medical 
center.  Among  the  names  prominent  in  the  medical  annals  of 
the  "City  of  Brotherly  Love"  previous  to  the  founding  of  this 
Society  and  who  may  be  said  to  have  created  the  atmosphere  into 
which  the  Society  was  born,  are  those  of  William  Shippen  (1736- 
1808),  who  seems  to  have  established  the  first  maternity  hospital  in 
this  country  for  the  practical  instruction  of  his  students;  Thomas 
C.  James  (1766-1835),  who  occupied  the  first  separate  chair  of 
obstetrics  in  the  University  of  Pennsylvania  and  is  known  for 
his  decision  to  induce  labor  prematurely  in  cases  of  contracted 
pelvis;  William  P.  Dewees  (1 768-1841),  of  acknowledged  ability 
as  a  practitioner  and  author;  Hugh  L.  Hodge  (1796-1876),  known 
for  studies  on  the  pelvis  and  the  mechanism  of  labor,  his  obstet- 
rical forceps,  and  his  text-book;  and  finally,  Charles  B.  Meigs 
(1 792-1873),  a  brilliant  speaker  and  writer  as  well  as  obstetrician. 

These  men  formed  the  traditions  which  later  generations  of  Phila- 
delphia medical  men  accepted  and  developed  as  their  ideals  in  the 
founding  of  the  Philadelphia  Obstetrical  Society,  one  of  the  earliest 
organizations  of  its  kind  in  this  country  and  antedated  only  by  that 
of  New  York.  A  few  brief  sketches  of  the  founders  and  more 
prominent  members  of  the  earlier  and  later  days  who  are  no  longer 
numbered  among  the  living,  may  be  of  interest. 

Albert  H.  Smith  was  the  real  founder  of  the  Obstetrical  Society 
of  Philadelphia.     It  was  in  response  to  his  invitation  that  a  number 

*In  the  preparation  of  this  article  acknowledgment  is  made  to  Drs.  Barton 
Cooke  Hirst,  W.  H.  H.  Githens,  Richard  C.  Norris,  Montgomery  and  G.  M. 
Boyd. 
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of  prominent  physicians  met  at  his  home  at  113  S.  Broad  St.  on 
an  evening  in  June,  1868,  and  organized  the  new  society.  Dr. 
Francis  Gurney  Smith  was  elected  president  and  Dr.  George  Pepper, 
secretary.  Dr.  Smith  retained  the  presidency  until  his  death  and 
Dr.  Pepper  remained  in  office  until  failing  health  forced  his 
resignation. 

Dr.  Albert  H.  Smith,  who  held  the  office  of  President  of  this 
Society  for  two  terms,  served  for  twenty  years  as  one  of  the 
physicians  and  lecturers  of  the  Nurses'  Home.  This  unassuming 
charity  is  a  center  from  which  has  always  emanated  authoritative 
teaching  on  the  subject  of  obstetrics.  Dr.  Smith  was  the  leading 
obstetrician  of  his  time  in  America.  He  developed  a  skill  in  the 
management  of  cases  requiring  instrumental  aid  which,  in  the 
opinion  of  his  colleagues  has  probably  never  been  excelled.  An 
important  modification  of  the  Hodge  horseshoe  pessary  was  the 
development  of  the  "  Smith  lever  pessary. "  He  advocated,  with  all 
his  untiring  energy,  the  admission  of  women  practitioners  to 
membership  in  the  Society.  His  death,  at  the  age  of  fifty  years, 
cut  short  a  career  that  was  only  entering  upon  its  brilliant  stage. 
Great  opportunities  were  opening  before  him  and  he  had  the  ability 
and  industry  to  develop  and  improve  them. 

Dr.  George  Pepper,  the  first  secretary  of  the  Obstetrical 
Society,  graduated  from  the  University  of  Pennsylvania  Medical 
School  in  1865.  He  had  served  in  the  Civil  War  in  the  6th  Penn- 
sylvania Cavalry,  better  known  as  Rush's  Lancers,  enlisting  as  a 
private  but  soon  becoming  a  lieutenant.  Wounds  and  an  accident 
caused  his  honorable  discharge  from  the  service  for  disability  in 
May,  1863.  He  was  one  of  the  founders  of  the  Obstetrical  Society. 
Soon  after  graduation  he  became  a  member  and  later  treasurer  of 
the  Philadelphia  Pathological  Society.  He  was  also  a  member 
of  the  College  of  Physicians  and  of  the  Academy  of  Natural  Sciences, 
as  well  as  a  corresponding  member  of  the  Boston  Gynecological 
Society.  He  was  for  years  sole  physician  of  the  Magdalen  Home 
and  an  assistant  physician  of  the  Nurses'  Home.  In  1S68  he 
contributed  to  the  Obstetrical  Society  admirable  articles  on 
"Retroversion  of  the  Uterus,''  on  "Adipose  Deposits  in  the 
Omentum  and  Abdominal  Walls  as  a  Source  of  Error  in  Diagnosis," 
and  on  the  "Mechanical  Treatment  of  Uterine  Displacements." 
Had  it  not  been  for  his  untimely  death  in  1872,  at  the  age  of  thirty- 
one,  he  would  have  become  as  famous  in  obstetrics  and  gynecology 
as  his  brother  William  Pepper  was  in  other  lines,  for  he  possessed 
the  same  remarkable  executive  and  mental  abilities  and  the  tireless 
industry  that  is  called  genius.  No  young  physician  ever  had  a  more 
certain  future  before  him. 

William  Furness  Jexks  graduated  from  Harvard  in  1863  and 
from  the  Medical  School  of  the  University  of  Pennsylvania  in  1866. 
He  served  as  Resident  Physician  in  the  Philadelphia  Hospital  in 
1866  and  1867.  He  then  spent  three  years  abroad  in  ardent  study, 
paying  especial  attention  to  obstetrics  in  London,  Edinburgh,  Berlin 
and  Vienna.     In   1870  he  returned  to  Philadelphia  and  engaged 
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actively  and  enthusiastically  in  practice  and  teaching.  He  organized 
the  obstetrical  department  of  the  Philadelphia  Dispensary  and  for 
several  years  worked  faithfully  in  connection  with  it.  He  was 
associated  with  the  Chant  Street  Medical  Organization  and  took 
great  interest  in  lecturing  and  in  quizzing  students.  He  rose 
rapidly  in  the  profession  and  his  ability  was  at  once  acknowledged. 
He  was  made  an  active  member  of  the  Obstetrical  Society  on 
November  3,  1870,  and  in  February,  1874,  presented  to  the  Society 
thirteen  pairs  of  obstetric  forceps.  Later  in  the  same  year  he  read  a 
paper  on  "  Elongation  of  the  Cervix  Uteri. "  He  was  also  a  member 
of  the  Pathological  Society  and  in  1871  was  elected  to  membership 
in  the  College  of  Physicians.  He  introduced  the  Simpson  forceps 
into  this  country  and  mainly  through  his  advocacy  the  profession 
here  was  led  to  appreciate  its  merits.  His  health  broke  down  in 
1874  and  he  was  forced  to  give  up  the  position  of  Editor  of  the 
American  Supplement  of  the  Obstetrical  Journal  of  Great  Britain 
in  which  position  he  had  already  become  widely  known.  He 
died  in  1881  at  the  age  of  thirty-nine  years.  Dr.  Jenks  was  a 
universal  favorite;  a  man  of  culture  and  of  charming  address  and  a 
good  lecturer.  He  was  of  slight  frame  but  well  built;  nervous  and 
quick  in  his  movements  and  equally  quick  in  his  mental  processes. 
His  zeal  and  ability  were  limited  only  by  his  physical  strength. 

Richard  A.  F.  Penrose,  born  in  1827,  died  in  1908  in  his  eighty- 
first  year.  He  graduated  at  Dickinson  College  1846,  and  from  the 
Medical  Department  of  the  University  of  Pennsylvania  in  1849. 
In  1854  he  was  consulting  Physician  to  the  Philadelphia  Hospital 
and  was  one  of  those  who  opened  the  wards  of  that  hospital  for 
instruction  to  students.  He  was  one  of  the  founders  of  the 
Childrens'   Hospital  and  of  the  American  Gynecological  Society. 

In  1863  he  was  the  fourth  professor  to  occupy  the  independent 
chair  of  obstetrics  and  diseases  of  women  and  children  at  the  Uni- 
versity of  Pennsylvania,  having  been  preceded  by  James  (1801- 
1834);  Dewees  (1834-1845)  and  Hodge  (1835-1863).  He  resigned 
in  1889  and  for  a  period  of  nine  years  until  his  death,  relinquished  all 
professional  work.  Penrose  wrote  very  little.  His  greatest  claim 
to  distinction  was  his  brilliant  career  as  a  didactic  teacher.  Before 
the  days  of  the  obstetric  clinic  and  its  inspiration  to  the  teacher, 
Penrose  with  his  manikin,  Mrs.  O'Flaherty  of  blessed  memory  to  the 
classes  of  a  quarter  of  a  century  ago,  actually  gave  clinical  instruction 
of  the  highest  order,  and  enacted  the  drama  of  labor  and  its  compli- 
cations with  the  accomplishments  of  the  trained  actor  and  skilled 
orator. 

His  dramatic  conversations  with  his  padded  manikin,  his  wit, 
humor,  and  profound  knowledge  of  human  nature,  especially  as 
found  in  the  lying-in  chamber,  his  climaxes  in  oratory  that  sent  a 
thrill  and  carried  a  pointed  lesson  in  practical  obstetrics  to  his 
student  classes — who  among  his  classes  ever  could  forget  them! 

His  lectures  were  carefully  written  and  committed  to  memory,  and 
yet  his  art  made  them  appear  wholly  spontaneous.  He  taught  the 
practical  side  of  obstetrics  only,  and  being  an  egotist  made  his 
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classes  believe  that  his  was  the  last  word  to  be  said  on  any  topic 
he  presented.  He  was  sure  of  his  teaching,  and  he  made  his  students 
sure  of  the  knowledge  he  gave  them. 

His  lasting  fame  in  the  annals  of  Philadelphia  medicine,  is  that  he 
was  in  his  generation  the  most  brilliant  example  of  the  many  dis- 
tinguished didactic  teachers  who  were  his  contemporaries. 

William  Goodell,  the  son  of  a  missionary,  was  born,  1829,  in 
Malta.  He  received  his  education  in  this  country,  graduating  at 
Williams  College  in  1851  and  at  the  Jefferson  Medical  College  in 
1854.  He  also  received  the  M.  D.  degree  from  the  University  of 
Pennsylvania,  in  1871.  Goodell  began  his  professional  career  in 
Constantinople,  but  after  a  few  years  returned  to  the  United  States, 
and  was  a  general  practitioner  in  West  Chester,  Pa.,  for  several 
years.  At  the  age  of  thirty-six,  his  work  there  having  been  to  him 
a  failure,  he  packed  his  goods  preparatory  to  going  West — to  Salina, 
Kansas,  when  in  1865,  he  was  elected  to  have  charge  of  the  Preston 
Retreat,  then  to  be  first  opened  for  maternity  patients.  His  dis- 
tinguished career  thereafter,  which  secured  for  him,  an  international 
reputation  was  inseparably  connected  with  that  of  the  Preston 
Retreat.  Five  years  later,  in  1870,  he  was  appointed  Lecturer  on 
Obstetrics  and  Diseases  of  Women  at  the  University  of  Pennsylvania, 
and  four  years  later  (in  1874),  Professor  of  Diseases  of  Women  and 
Children.  During  the  following  twenty  years  he  taught  gynecology 
at  the  University  to  large  classes.  The  first  ten  years  of  his  special 
work  was  in  obstetrics;  the  last  twenty,  in  gynecology.  He  died  in 
1894  in  his  sixty-fifth  year.  Goodell's  strongest  claims  to  distinction 
are  that  he  was  a  distinguished  teacher  and  a  writer  of  marked  literary 
skill. 

He  was  essentially  practical  and  diligently  studied  his  specialty. 
His  diagnostic  skill,  rare  judgment,  friendliness  toward  the  younger 
men  in  the  profession,  crowded  his  clinics  with  material  and  students. 
He  was  a  remarkably  brilliant  writer,  his  literary  skill  being  most 
unusual  among  medical  authors.  He  once  said  that  after  months  of 
diligent  search,  gathering  material  for  one  of  his  papers,  he  would 
skeletonize  his  manuscript  and  then  write  and  rewrite  the  paper 
until  after  six  or  more  months  its  literary  style  and  finish  finally 
suited  him.  Often  after  having  retired  for  the  night  a  sentence  or 
phrase  would  come  to  him  with  satisfactory  literary  effect  and  he 
would  get  up,  light  the  light,  and  write  out  the  sentence  fearing  he 
might  forget  its  phraseology  before  morning. 

Hirst  collected  113  important  contributions  by  Goodell  to  medical 
literature.  He  was  one  of  the  founders  and  president  of  the  Phila- 
delphia Obstetrical  Society  and  one  of  the  founders  of  the  American 
Gynecological  Society,  and  held  fellowships  in  the  Edinburgh  and 
the  London  Obstetrical  Societies  and  the  Imperial  Medical  Society 
of  Constantinople. 

Goodell  was  a  gynecologist  of  the  old  school.  Having  a  national 
reputation,  his  local  prestige  was  supreme.  With  the  advent  of 
pelvic  surgery  as  taught  by  Price,  and  the  evolution  of  hysterectomy, 
as  advanced  by  Baer,  plastic  surgery  of  the  vagina  and  ovariotomy, 
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in  which  he  excelled,  had  to  take  a  secondary  place  in  his  work  and 
teaching,  and  Goodell  learned  the  new  lessons  with  an  enthusiasm 
unusual  to  one  who  had  held  undisputed  sway  over  a  generation  of 
gynecological  practice.  Led  by  Price,  Kelly,  Penrose  and  others 
who  made  the  meeting  of  the  Obstetrical  Society  ring  with  the  newer 
doctrines  of  pelvic  surgery  and  who  were  looked  at  askance  by  the 
older  group,  Goodell  was  the  first  of  that  group  to  apply  the  newer 
methods  to  his  work,  at  the  University,  as  he  had  been  the  first  in  this 
community  to  apply  the  doctrines  of  antisepsis  and  asepsis  to  his 
obstetrical  work  at  the  Preston  Retreat  following  Garrigue's  cam- 
paign to  reduce  puerperal  sepsis  in  New  York.  Goodell  was  not  a 
brilliant  operator.  His  wide  reputation  and  large  clientele  brought 
him  many  difficult  and  neglected  cases,  such  as  the  present-day 
operator  almost  never  sees,  and  his  mortality  was  often  high.  Un- 
daunted, however,  his  energy  never  flagged,  and  until  within  a  few 
months  of  his  death  from  cardiorenal  disease  and  apoplexy,  he 
continued  to  be,  as  he  always  had  been,  an  open-minded  student,  a 
gifted  teacher,  a  wise  counsellor,  a  successful  surgeon,  an  ornament 
to  the  American  profession. 

Joseph  Price  was  born  January  i,  1853,  died  June  6,  191 1,  in  his 
fifty-ninth  year.  After  receiving  his  collegiate  degree  in  1874  he 
graduated  at  the  Medical  School  of  the  University  in  1877.  In  that 
year  he  became  attached  to  the  Philadelphia  Dispensary  and  soon 
reorganized  and  was  in  charge  of  its  Obstetrical  and  Gynecological 
Departments.  In  the  early  eighties  he  became  an  ardent  advocate 
of  asepsis  as  contrasted  with  Lister's  principles  of  antisepsis  in 
surgical  work.  After  visiting  Tait's  clinic  he  returned  to  Phila- 
delphia inspired  by  his  teachings,  possessing  a  personality  not  unlike 
Tait's,  he  became  an  aggressive  champion  of  the  simplified  technic 
of  abdominal  surgery.  With  all  the  trenchant  aggressiveness  of  a 
pioneer,  he  began  in  the  Philadelphia  Obstetrical  Society,  a  bristling 
campaign  of  education  in  the  newer  pathology  of  pelvic  inflammation 
and  the  new  surgical  methods  of  their  treatment.  He  could  not  and 
would  not  reconcile  his  beliefs  with  those  still  wedded  to  the  older 
views.  His  enthusiasm,  which  from  his  very  nature,  lacked  disci- 
pline and  poise,  ran  amuck  among  the  influential  and  conservative 
element  of  the  Philadelphia  profession.  Highly  dramatic,  vitupera- 
tive and  critical  of  his  peers,  his  energy  and  scorn,  his  courage  and 
desire  to  lock  horns  with  his  predecessors  occupying  the  high  places 
in  the  profession,  attracted  wide  attention  to  his  work,  and  served 
to  bring  him  even  greater  notoriety  and  fame.  His  work  in  Phila- 
delphia certainly  made  the  learned  unlearn  their  pelvic  pathology 
and  relearn  their  pelvic  surgery. 

From  1887  to  1894  he  had  charge  of  the  Preston  Retreat  and 
continued  and  improved  the  aseptic  technic  in  obstetrics  but  re- 
cently instituted  there  by  his  predecessor,  Dr.  William  Goodell. 
Price's  energies  were  never  thrown  into  his  obstetric  work.  The 
problems  of  pelvic  surgery  consumed  his  zeal  and  efforts.  He  was 
a  striking  figure  in  the  formative  days  of  surgery  for  pelvic  disease 
and  was  a  force  radiating  his  newer  doctrines  far  beyond  the  confines 
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of  Philadelphia.  Contrast  the  present  operating  room  with  his  early 
work  in  the  city  slums.  Two  trestles  and  a  board  for  operating  table; 
a  milk-man's  dipper  containing  knife,  scissors,  hemostat,  a  needle 
and  silk,  boiled  in  the  kitchen  kettle  completed  his  surgical  equip- 
ment. Deft  and  nimble  fingers,  a  glass  drain,  and  the  courage  of  his 
convictions  made  him  indeed  a  striking  figure.  For  those  early 
years  of  his  labors,  he  deserves  a  place  beside  McDowell,  Atlee,  and 
Tait.  Had  he  been  by  nature,  less  courageous,  less  vindictive,  less 
dramatic  and  more  scrupulous,  he  would  have  retained  the  good  will 
of  his  local  confreres  and  would  have  reached  the  very  pinnacle  of 
local  splendor  and  prestige.  His  vindictiveness  and  the  curious 
twist  in  his  make-up  cost  him  that  place,  but  the  very  quality  that 
embittered  some  of  his  early  friendships  doubtless  brought  him 
additional  admiration  from  those  who  only  saw  and  knew  his 
success  and  zeal  in  his  work. 

Of  this  group  of  famous  members  of  later  years,  he  is  the  striking 
figure.  His  acrimonious  debates,  with  bucketfuls  of  pus-tubes 
exhibited  as  evidence  of  his  courage  and  his  skill,  filled  the  hall  of 
the  Obstetrical  Society  beyond  its  capacity  with  audiences  showing 
an  interest  akin  to  that  of  the  prize  ring.  His  forceful  arguments  and 
appeals  were  hammer  blows  upon  the  anvil  of  progress,  and  the 
flying  sparks  reached  the  remotest  corners  of  the  surgical  world, 
for  his  teachings  helped  to  bring  about  the  perfected  and  finished 
technic  we  now  enjoy,  with  little  thought  of  the  hours  of  plodding 
that  produced  it. 

Joseph  Price  was  a  surgical  crusader  and  a  surgical  genius,  but 
like  the  crusader  and  genius  in  any  field,  lacked  the  poise  that  seems 
only  to  be  given  to  the  ordinary  mortal. 

Edward  L.  Dtjer  was  born  in  1836,  died  in  1916  in  his  eighty-first 
year,  received  his  A.  B.  degree  at  Yale  1857  and  his  medical  degree 
at  the  University  of  Pennsylvania  in  i860.  He  was  a  surgeon  of 
Volunteers  during  the  Civil  War;  one  of  the  founders  and  Gynecolo- 
gist to  the  Polyclinic  Hospital;  for  many  years  obstetrician  to  the 
Philadelphia  Hospital  and  Gynecologist  to  the  Presbyterian  Hospital. 
He  was  twice  President  of  the  Philadelphia  Obstetrical  Society  and 
a  fellow  and  once  Vice-president  of  the  American  Gynecological 
Society.  Duer  was  not  given  to  writing,  although  always  deeply 
interested  in  the  Society  and  in  every  effort  to  advance  the  pro- 
fession. The  most  striking  feature  of  his  career  was  his  preeminent 
success  for  many  years  as  an  obstetrician  to  the  socially  and 
financially  prominent  families  of  Philadelphia. 

Duer  worked  with  Goodell  during  his  first  years  at  the  Preston 
Retreat.  His  experience  and  inclination  toward  obstetrics,  his 
position  on  the  staff  of  the  Presbyterian  Hospital  brought  him,  at  the 
opportune  time,  into  his  large  private  practice  in  obstetrics.  Age 
and  death  had  overtaken  Ellwood  Wilson;  Parvin,  who  came  to  the 
Jefferson  Medical  College,  a  stranger  to  the  narrow  and  restricted 
social  stratum  of  Philadelphia  that  has  its  controlling  influence  even 
in  matters  medical,  was  more  interested  in  his  teaching  and  scholarly 
attainments  than  in  building  up  a  clientele,  for  he  once  stated  that  he 
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disliked  nothing  quite  so  much  as  the  announcement  that  a  patient 
had  come  to  consult  him;  Penrose  had  begun  to  relinquish  his  private 
practice,  and  Goodell  soon  passed  from  his  obstetric  to  his  gyneco- 
logical career.  Thi,s  was  the  tide  whose  ebb  led  Duer  to  his  goal. 
Endowed  by  nature  with  an  attractive  personality,  untiring  in  his 
devotion,  he  gave  his  time  and  energy,  and  his  sound,  practical 
knowledge  of  obstetrics  wholly  to  his  patients. 

Ellerslie  Wallace  was  born  in  Philadelphia,  1819,  died  in 
1885.  Graduated  from  Jefferson  Medical  College  in  1843,  Interne  in 
the  Pennsylvania  Hospital,  1843-1846.  Demonstrator  of  Anatomy, 
Jefferson  1 846-1 863.  Professor  of  Obstetrics  at  Jefferson,  1 863-1 883. 
He  had  a  strong  physique,  was  an  earnest  and  positive  teacher  and  as 
might  be  expected  from  his  anatomical  teaching  gave  especial  atten- 
tion to  the  physical  structures  of  the  pelvis  and  the  child's  head. 
He  devised  a  cephalotribe  and  forceps,  the  latter  was  considered 
a  very  acceptable  instrument.  He  left  very  little  record  of  his  work, 
outside  of  the  impression  he  made  on  the  hearts  and  minds  of  his 
students  which,  in  this  day  of  voluminous  writing,  may  be  forgiven 
him. 

Theophiltjs  Parvin,  son  of  a  Presbyterian  Missionary,  born  in 
Buenos  Ayres  in  the  Argentine  Republic,  in  1829,  he  died  in 
Philadelphia  in  1898.  He  graduated  from  the  University  of  Penn- 
sylvania in  the  year  1852,  an  interne  at  the  Wills  Eye  Hospital  for 
one  year,  he  served  as  surgeon  on  a  merchant  ship,  then  settled  in 
Indianapolis  where  he  practised  medicine  until  the  close  of  the  war 
when  he  became  Professor  of  Materia  Medica  in  the  Ohio  Medical 
College  at  Cincinnati.  In  1869  he  became  Professor  of  Obstetrics  at 
Indianapolis  and  later  held  the  same  chair  at  Louisville.  In  1883  he 
succeeded  Wallace  in  the  Chair  of  Obstetrics  and  Diseases  of  Women 
at  Jefferson  Medical  College,  and  continued  in  the  teaching  of  Obstet- 
rics in  that  institution  until  his  death.  Dr.  Parvin  was  President  of 
the  American  Gynecological  Society  in  1892,  and  was  a  prolific  and 
pleasing  writer,  his  principal  work  being,  "The  Science  and  Art  of 
Obstetrics."  He  was  an  eloquent  lecturer,  an  earnest  teacher  and 
held  in  high  regard  by  his  pupils. 

Thomas  Murray  Drysdale,  born  in  Philadelphia  in  1831,  died  in 
1905,  was  a  student  of  Washington  L.  Atlee  and  in  1857  married  one 
of  his  daughters.  He  was  a  graduate  of  Pennsylvania  Medical 
College.  He  performed  his  first  ovariotomy  in  1861.  .A  man  of 
rather  delicate  physique,  he  enjoyed  a  large  general  practice  and  was 
highly  regarded  by  his  patients  and  by  those  with  whom  he  was 
intimate.  He  was  one  of  the  first  physicians  of  this  city  to  make 
use  of  the  microscope  and  discovered  what  he  considered  a  specific 
ovarian  "cell"  by  which  the  diagnosis  of  an  ovarian  cyst  could  be 
determined  but  the  value  of  this  "cell"  from  the  diagnostic  stand- 
point was  dispelled  when  Noeggerath  found  it  in  the  fluid  of  an  ab- 
scess in  the  thigh.  Outside  of  his  contribution  on  the  recognition 
of  the  "ovarian  cell"  his  writing  was  largely  confined  to  description 
of  cases  of  ovarian  tumor. 

Washington  Light  Atlee,  born  in  Lancaster,  Pa.,  on  Washing- 
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ton's  birthday,  1808  (to  which  doubtless  is  due  his  name),  was  the 
youngest  of  six  children.  His  father  died  when  Washington  had 
reached  the  age  of  seven  and  at  the  age  of  fourteen,  against  his 
wishes  he  was  placed  in  a  dry  goods  and  grocery  store,  and  fifteen 
months  later  discarded  this,  entered  the  family  of  his  brother  John 
Atlee  to  study  medicine. 

He  made  up  the  deficiency  of  a  classical  education  by  the  aid  of 
tutors  and  also  studied  French  and  German.  He  entered  Jefferson 
Medical  College  in  1826  as  a  special  student  of  George  McClellan 
and  graduated  in  1829.  During  this  period  he  collected  a  herbarium 
of  400  specimens  of  Lancaster  County  plants  which  he  subsequently 
presented  to  Pennsylvania  College  at  Gettysburg.  He  began  practice 
in  Mt.  Joy  but  soon  removed  to  Lancaster.  He  became  renowned 
for  his  lectures  on  temperance  and  chemistry,  and  in  the  latter  won 
such  a  reputation  that  he  was  made  Professor  of  Chemistry  in 
Pennsylvania  Medical  College  in  1844  and  retained  the  chair  until 
1852.  His  residence  in  Philadelphia  thus  acquired  continued 
until  his  death.  He  came  not  as  would  the  Professor  of  Chemistry 
to-day,  for  he  had  already  acquired  a  local  reputation  as  a  surgeon 
and  by  his  colleagues  was  considered  notorious  through  his  pro- 
mulgation of  the  advisability  of  entering  the  peritoneal  cavity  for 
the  removal  of  abdominal  growths.  He  assisted  his  brother  in  an 
operation  in  1843  and  did  his  first  operation  March  29,  1844,  on  a 
woman  aged  sixty-one  years,  who  died.  His  second,  performed  in 
August  of  the  same  year,  was  followed  by  recovery.  In  reporting 
this  case,  he  gave  expression  to  the  following  sentiment  which  is 
worthy  of  being  engraved  upon  the  memory  of  every  one  who  prac- 
tices surgery,  "I  pledge  myself  to  the  profession  to  treat  this  subject 
in  all  truth  and  candor,  to  falsify,  omit  or,  withhold  nothing;  to  write 
down  errors,  if  such  there  be,  in  honesty  and  without  fear,  taking 
censure  when  deserved.  In  a  decision  of  such  weight  to  humanity, 
personal  sacrifices  ought  to  be  disregarded.  If  this  operation  is  to 
be  established,  it  must  be  on  correct  statements;  if  it  on  such  testi- 
mony fails,  it  fails  justly  and  forever.  But  if  its  establishment  be 
attempted  on  falsified  reports  and  withheld  facts,  then  human  life 
must  fall  a  sacrifice  to  personal  and  professional  dishonesty  and  the 
effort  must  necessarily  die,  covered  with  a  mantle  of  human  gore. 
Let  the  question,  therefore,  be  met  as  it  ought  to  be,  and  its  history  a 
record  of  truth."  Notwithstanding  the  noble  platform  on  which  he 
elected  to  stand  he  says  of  this  period:  "I  found  upon  moving  to 
Philadelphia  that  ovariotomy  was  everywhere  decried.  It  was 
denounced  by  the  general  profession,  in  the  medical  societies,  in  the 
medical  colleges,  and  even  discouraged  by  the  majority  of  my  col- 
leagues. I  was  misrepresented  before  the  medical  public  and  was 
pointed  at  as  a  dangerous  man.  The  opposition  went  so  far,  that  a 
celebrated  professor,  a  popular  teacher,  a  captivating  writer,  in  his 
published  lectures  invoked  the  law  to  arrest  me  in  the  performance 
of  this  operation."  Men  high  in  the  profession  would  call  on  his 
patients  and  warn  them  against  the  operation  and  the  operator,  but 
the  patients  who  had  recovered  were  so  deeply  grateful  that  they 
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were  efficient  missionaries  to  combat  the  evil  report.  A  professor 
at  Jefferson  opened  his  lecture  in  these  words:  "Gentlemen,  it  is 
my  painful  duty  to  announce  to  you  that  a  respectable  lady,  who, 
a  few  days  ago,  came  to  this  city  from  New  York,  with  an  ovarian 
tumor,  which  was  removed  by  Dr.  Atlee,  returned  to  that  city  to-day 
a  corpse,"  although  this  announcement  had  no  relation  to  the  sub- 
ject of  the  lecture.  A  professor  of  surgery  in  the  University  of  Penn- 
sylvania refused  to  meet  him  in  consultation.  Physicians  who  ac- 
cepted invitations  to  witness  the  operation  were  accused  of  being 
particeps  criminis  in  murder,  notwithstanding  that  these  murdered 
patients  recovered.  Little  wonder,  supported  by  such  lofty  ideals, 
he  should  have  broken  down  all  opposition  and  have  placed  the 
operation  he  championed  on  a  secure  foundation.  He  lived  to  see 
ovariotomy  acknowledged  and  universally  accepted  as  a  proper  and 
necessary  plan  of  treatment. 

Dr.  Ellwood  Wilson  was  born  in  1822  and  died  in  1889.  In 
1845  he  was  graduated  from  the  Jefferson  Medical  College.  Soon 
after  graduation  he  became  associated  with  Professor  Charles  D. 
Meigs,  who  soon  recognized  the  ability,  skill  and  untiring  energy 
of  the  young  obstetrician  and  secured  his  services  as  his  assistant. 
Upon  the  retirement  of  Dr.  Meigs,  Dr.  Wilson  fell  heir  to  much  of 
his  obstetrical  practice. 

In  1846  he  became  associated  with  Dr.  Joseph  Warrington  in 
the  Philadelphia  Lying-in  Charity,  then  known  as  the  Obstetrical 
Institute  of  Philadelphia.  In  1862  he  resigned  his  position  on  the 
staff  of  the  hospital  and  was  at  once  elected  President  of  the  Board 
of  Managers,  which  office  he  held  until  his  death. 

Dr.  Wilson  was  a  founder  of  the  Philadelphia  Obstetrical  Society. 
In  1875  he  became  engaged  with  Dr.  Wm.  Goodell  in  a  discussion 
upon  the  relative  value  of  podalic  version  and  the  forceps  delivery 
in  narrow  pelves,  and  submitted  several  papers  on  the  subjects. 
At  the  February  meeting,  Dr.  Goodell  presented  a  paper,  the  title 
of  which  was  "Clinical  Memoir  on  Turning  in  Pelves  narrowed  in  the 
Conjugate  Diameter."  The  author  strongly  recommended  version 
as  a  new  method  of  treatment  in  contracted  pelvis.  Dr.  Wilson 
earnestly  advocated  the  judicious  use  of  the  forceps  as  a  wiser  proce- 
dure. This  discussion  continued  throughout  the  year  and  attracted 
wide  attention  in  the  profession. 

He  was  a  member  of  the  American  Gynecological  Society  where 
he  read  papers  on  the  "Tarnier  Forceps"  and  the  "Treatment  of 
Recent  Lacerations  of  the  Cervix." 

Dr.  Wilson  possessed  enormous  energy  and  capacity  to  work. 
Rarely  did  he  take  a  rest  from  his  labors,  continuing  at  his  work 
during  the  summer  months  when  many  of  the  younger  physicians 
were  enjoying  a  holiday.  Like  the  late  Wm.  Pepper,  that  prince 
of  clinicians,  who  when  asked  why  he  did  not  rest,  replied,  "  Rest 
elsewhere."  He  had  a  wonderful  hold  on  his  patients.  This  was 
doubtless  due  to  a  knowledge  on  the  part  of  the  patients  that  he  was 
always  awake  to  their  best  interests  and  made  all  other  considerations 
secondary.     Few  medical  men  have  ever  secured  such  a  controlling 
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influence  over  the  educated  and  wealthy  class  of  Philadelphia  as 
did  Dr.  Wilson.  To  this  founder  of  our  Society  and  to  our  guild 
in  general,  Robert  Louis  Stevenson  has  paid  a  pleasing  tribute,  as 
follows: 

"  There  are  men  and  classes  of  men  that  stand  above  the  common 
herd;  the  soldier,  the  sailor,  and  the  shepherd  not  infrequently; 
the  artist  rarely;  rarer  still,  the  clergyman;  the  physician  almost 
as  a  rule.  He  is  the  flower  (such  as  it  is)  of  our  civilization;  and 
when  that  stage  of  man  is  done  with,  and  only  remembered  to  be 
marvelled  at  in  history,  he  will  be  thought  to  have  shared  as  little 
as  any  in  the  defects  of  the  period,  and  most  notably  exhibited  the 
virtues  of  the  race.  Generosity  he  has,  such  as  is  possible  to  those 
who  practice  an  art,  never  to  those  who  drive  a  trade;  discretion 
tested  by  a  hundred  secrets;  tact,  tried  in  a  thousand  embarrass- 
ments; and  what  are  more  important,  Herculean  cheerfulness  and 
courage.  So  it  is  that  he  brings  air  and  cheer  into  the  sickroom,  and 
often  enough  (though  not  so  often  as  he  wishes),  brings  healing." 


THE  PHILADELPHIA  OBSTETRICAL  SOCIETY  AND   ITS 

ASSOCIATION  WITH  THE  AMERICAN  JOURNAL  OF 

OBSTETRICS.* 

"The  Philadelphia  Obstetrical  Society  having  voted  preference 
to  this  Journal  for  the  publication  of  its  transactions,  we  have  com- 
menced and  will  continue  to  present  to  our  readers  all  essays  read 
before  the  Society  as  well  as  the  proceedings  of  its  special  meeting." 

This  brief  announcement  by  the  editors  of  the  American  Journal- 
of  Obstetrus  serves  to  initiate  the  beginnings  of  a  relationship  that 
goes  back  almost  to  the  time  of  the  founding  of  this  publication,  for  in 
Volume  II,  No.  2,  of  the  American  Journal  of  Obstetrics  published 
in  August,  i86q,  we  have  the  first  record  of  the  Transactions  of  the 
Philadelphia  Obstetrical  Society  as  reported  by  its  Secretary,  Dr. 
Geo.  Pepper.  The  present  editor  of  the  Journal  considers  it  a  privi- 
lege to  be  able  to  bring  before  the  members  of  the  Philadelphia 
Obstetrical  Society  a  brief  record  of  this  intimate  and  friendly  asso- 
ciation that  has  existed  between  the  Society  and  the  Journal 
which  has  so  long  served  as  its  medium  of  official  publication. 

The  first  stated  meeting  to  be  thus  reported  took  place  December  3, 
1868,  with  Dr.  John  H.  Packard  in  the  chair.  The  inclusion  of 
pediatrics  in  the  domain  of  the  obstetrician  is  well  shown  by  the  title 
of  the  paper  read  on  this  occasion,  ''Hereditary  Convulsions  of 
Infancy  and  Childhood."  The  paper  itself  is  pubhshed  in  full  in  the 
August  issue  of  1 869,  and  deals  with  a  series  of  thirty-eight  cases  which 
included  the  medical  histories  of  several  families  comprising  two  dis- 

*  Presented  at  the  Semi-Centennial  Meeting  of  the  Society  held  at  Philadelphia, 
May  17,  1918. 
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tinct  lines  of  descent  and  covering  several  generations  in  which  the 
predisposition  to  eclampsia  and  a  few  instances  of  epilepsy  was  so 
decided  that  a  very  small  proportion  of  the  members  escaped.  The 
term  eclampsia  was  not  used  in  the  sense  that  we  employ  it  to-day  but 
as  descriptive  of  a  convulsive  condition  which  showed  a  disposition  to 
recur  less  and  less  frequently  and  eventually  to  cease  altogether. 
This  distinguished  it  from  epilepsy  which  was  considered  to  be  incur- 
able. Both  diseases  were  believed  to  be  due  to  defective  organization 
of  the  nervous  system.  Following  the  discussion  on  this  paper  Dr. 
Packard  gave  the  details  of  a  successful  urethroplastic  operation ;  three 
and  one-half  weeks  after  which  the  patient  was  able  to  retain  her 
water  for  two  hours  at  a  time.  Clinical  case  reports  also  occupied 
a  part  of  the  meeting.  The  second  paper  read  and  published  was 
one  on  "Concealed  Hemorrhage"  by  Dr.  William  Goodell,  who  was 
physician  in  charge  of  the  Preston  Retreat  at  the  time.  Following 
the  report  of  a  personal  experience,  Dr.  Goodell  presents  a  resume  of 
105  cases  from  the  literature  from  which  he  concludes  that  as  soon 
as  the  diagnosis  has  been  made  immediate  delivery  is  imperative. 
The  author  presents  a  very  clear  cut  picture  of  this  unfortunate 
complication  of  pregnancy  and  we  are  impressed  with  the  fact 
that  practically  nothing  more  is  known  to  us  of  the  present  day, 
notwithstanding  the  various  accessory  methods  of  diagnosis  now 
at  our  command.  The  advisability  of  using  forceps  in  such 
cases  in  preference  to  internal  version  formed  a  topic  of  animated 
discussion  and  likewise  whether  ergot  should,  or  should  not,  be  given 
before  the  uterus  was  emptied.  Evidently  the  interest  excited  by 
the  paper  required  further  discussion  because  we  find  the  next  meet- 
ing again  largely  given  up  to  the  same.  In  subsequent  issues  of  the 
Journal  the  reports  of  the  proceedings  were  much  more  complete 
and  we  find  the  record  marked  by  the  repeated  appearance  of  names 
that  are  familiar  not  only  to  Philadelphians  but  to  every  other 
physician  who  has  taken  the  trouble  to  read  of  the  history  of  the 
development  of  American  medicine.  In  1872  the  Transactions  were 
reported  by  James  V.  Ingham,  who  acted  as  secretary  during  the 
incumbency  of  Dr.  William  Goodell  as  president.  In  view  of  the 
lack  of  stenographic  reporters  in  those  days  the  completeness  of  these 
reports  is  worthy  of  note.  We  find  that  the  men  who  were  considered 
giants  in  those  earlier  days  did  not  hesitate  to  report  what  to  our 
eyes  are  unessential  parts  of  the  proceedings  of  an  obstetrical  society, 
for  we  note  that  in  February,  1872,  Dr.  Packard  exhibited  a  safety 
pin  which  had  been  swallowed  by  a  child  ten  months  of  age  and 
successfully  negotiated  the  intestinal  tract. 

At  the  meeting  of  April  4,  1872,  a  spirited  discussion  took  place 
on  the  application  of  the  obstetrical  forceps.  Considerable  dif- 
ference of  opinion  was  shown  to  exist  among  the  obstetricians  of 
Philadelphia  in  those  days,  some  claiming  that  the  instrument 
should  be  applied  as  soon  as  full  dilatation  was  secured  but,  among 
others,  Dr.  A.  H.  Smith  declared  that  no  obstetrician  "  should  drag  a 
child  from  the  mother  except  in  rare  instances."  Notwithstanding 
this  remark  Dr.  Smith  stated  that  in  his  experience  he  found  it 
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easier  to  apply  the  forceps  on  the  sides  of  the  head  in  the  transverse 
position  when  the  head  is  above  the  superior  straight  than  when  it 
has  descended  and  becomes  impacted,  so  we  find  the  conservative 
member  rather  radical  when  regarded  from  our  modern  viewpoint, 
as  the  application  of  the  forceps  to  the  unengaged  head  is  practically 
tabooed  at  the  present  time.  At  the  next  meeting  the  subject  was 
taken  up  again  and  Dr.  Robert  P.  Harris  exhibited  seventeen  varie- 
ties of  obstetrical  forceps.  The  experience  of  Dr.  Wm.  Harris  was 
referred  to,  who  during  a  practice  of  forty-six  years  was  stated  to 
have  employed  the  forceps  in  about  one-half  of  his  cases  with  such 
success  that  for  thirty  years  he  did  not  lose  a  patient  in  labor  or  from 
its  immediate  effects.  The  contentions  of  Dr.  Goodell  in  favor 
of  the  exercise  of  great  care  in  the  proper  application  of  the  instru- 
ment can  well  be  repeated  at  the  present  time,  although  some  of 
his  directions  we  would  consider  most  radical,  such  as  the  employ- 
ment of  the  instrument  as  a  dilating  wedge  to  a  rigid  os. 

An  interesting  feature  of  some  of  these  earlier  meetings  of  the  so- 
ciety was  the  report  by  a  so-called  "  Committee  on  Microscopic  Ex- 
aminations" to  whom  was  delegated  the  duty  of  making  thorough 
examinations  of  certain  specimens  presented.  The  first  of  which 
there  is  any  record  is  a  congenital  hydromeningocele  and  another 
of  the  pelvic  viscera  from  a  case  of  sepsis. 

Some  interesting  sidelights  on  the  beliefs  of  the  day  are  shown 
by  the  reports  of  certain  cases  that  occurred  in  the  practices  of  the 
various  members.  Thus  at  a  meeting  in  February,  1871,  Dr.  Goodell 
reported  the  case  of  a  new-born  infant  that  showed  a  granulating  cica- 
trix around  the  glans  penis  which  made  it  look  like  a  recent  circum- 
cision. The  worthy  doctor  stated  that  the  mother  in  the  second 
month  of  her  pregnancy  was  very  much  impressed  by  the  descrip- 
tion of  this  operation  which  had  been  related  by  her  husband,  who 
happened  to  witness  a  case.  Dr.  Goodell  naively  remarked  that 
he  presented  the  case  merely  as  a  contribution  toward  settling  the 
vexed  question  of  the  influence  of  maternal  impressions,  although  he 
would  not  decide  whether  it  was  post  hoc  or  propter  hoc,  but  that  he 
himself  was  gradually  inclining  to  the  belief  that  there  is  more  in 
maternal  impressions  than  physiologists  are  willing  to  concede. 

The  subject  of  extrauterine  gestation  was  brought  up  for  discus- 
sion at  one  of  these  early  meetings  and  several  cases  were  reported 
in  which  fetation  had  apparently  proceeded  beyond  term.  As  the 
diagnosis  was  always  made  with  difficulty,  the  patients  usually  died 
because  operation  was  not  undertaken.  In  one  instance  we  have  a 
report  of  the  destruction  of  the  fetus  by  means  of  the  galvanic 
current  and  the  final  outcome  of  this  case  was  the  presence  of  a  small 
tumor  that  could  be  felt  through  the  vagina,  but  as  it  gave  no 
further  trouble  was  allowed  to  remain. 

Going  back  a  bit  we  find  an  interesting  reference  to  the  early 
history,  in  the  annual  address  delivered  by  Dr.  Goodell  the  presi- 
dent in  1873,  in  which  he  gives  the  credit  for  the  founding  of  the 
Philadelphia  Obstetrical  Society  largely  to  Dr.  George  Pepper  and 
Dr.  A.  H.  Smith.     A  meeting  was  called  for  June  6,  1868,  at  the  office 
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of  Dr.  Smith,  at  113  South  Broad  Street,  and  the  names  of  those 
who  responded  to  this  call  were  Lewis  Rodman,  F.  G.  Smith,  Jr., 
Elwood  Wilson,  L.  D.  Harlow,  T.  G.  Morton,  R.  P.  Harris,  D.  M. 
Cheston,  James  F.  Wilson,  George  Pepper,  A.  H.  Smith  and  William 
Goodell.  Dr.  F.  G.  Smith,  Jr.,  was  chosen  to  be  the  first  president 
and  Dr.  George  Pepper,  secretary.  Dr.  Roberts  P.  Harris  was  the 
second  president  and  Dr.  William  Goodell  the  third,  Dr.  George 
Pepper  acting  as  secretary  until  1875.  in  1&73  there  were  fifty-six 
members  on  the  roll  with  an  average  attendance  at  meetings  of  from 
twelve  to  sixteen.  An  interesting  estimate  of  the  qualifications 
of  some  of  the  early  members  are  stated  in  the  obituary  notices  of 
two  that  were  presented  by  Dr.  Goodell  in  his  annual  address. 
Thus  Dr.  A.  H.  Fish,  who  was  regarded  as  a  prominent  obstetri- 
cian of  his  day,  was  stated  to  average  130  cases  of  labor  each  year 
and  that  "he  was  extremely  successful  in  all  obstetric  manipulations; 
made  frequent  use  of  the  forceps,  and  from  the  very  small  size  of 
his  hand  could  perform  version  long  before  his  equals  in  skill." 

Dr.  George  Pepper,  who  was  also  prominently  identified  with  the 
practice  of  medicine  in  Philadelphia,  died  in  1872  at  the  early  age 
of  thirty-one.  He  was  among  the  founders  of  the  Society  and  was 
regarded  as  one  of  its  originators.  His  many  good  qualities  both  as 
a  physician  and  a  gentleman  make  the  picture  which  Dr.  Goodell 
paints  of  him  a  most  enduring  and  interesting  one. 

Dr.  Goodell  thought  it  well  to  refer  to  the  financial  condition 
of  the  Society  in  his  annual  report  and  seemed  very  much  pleased 
that  there  was  a  reserve  fund  of  S3 00  prudently  invested  and  that 
the  income  exceeded  the  expenditures  by  nearly  one-half.  The 
annual  dues  at  that  time  were  $3.00  and  it  was  decided  to  devote 
the  surplus  fund  to  the  construction  of  a  cabinet  for  instruments 
and  for  the  creation  of  a  museum  for  the  preservation  of  specimens. 
The  President  also  called  attention  to  the  lack  of  a  short-hand  reporter 
to  take  down  the  discussions  and  urged  upon  the  members  to  furnish 
the  secretary  with  abstracts  of  their  remarks.  He  referred  to  the 
necessity  of  more  extended  debate,  for,  as  he  states,  "debate  is  the 
very  life  of  a  society  such  as  ours,  it  is  the  collision  between  the  flint 
and  steel  that  begets  the  spark,  it  is  the  fermentation  that  works 
off  and  deposits  impurities."  Again  he  says,  "We  come  here  not  to 
criticize  but  to  learn,  and  we  can  best  learn  by  teaching  one  another." 

Dr.  Goodell  had  a  high  ideal  of  the  mission  of  the  Philadelphia 
Obstetrical  Society  and  believed  that  apart  from  educating  its 
members  it  ought  to  educate  the  masses  by  taking  up  the  study  of 
certain  social  problems  of  the  day.  Thus  among  other  things  he 
believed  that  the  Society  should  appoint  a  committee  to  draft  simple 
rules  for  the  better  rearing  of  children  and  to  distribute  these 
recommendations  in  pamphlet  form.  Moreover,  steps  should  be 
taken  to  give  the  children  of  the  poor  free  excursions  into  the  country 
during  the  hot  months  of  the  summer  for  he  believed  that  this  would 
aid  greatly  in  reducing  the  death  rate  during  the  early  years  of  life. 

At  a  meeting  on  April  3,  1873,  an  appeal  was  presented  for  aid  in 
the  formation  of  a  museum  of  distorted  pelves,  obstetrical  and 
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gynecological  instruments,  and  a  committee  was  appointed  to  de- 
vise means  for  establishing  the  same.  How  far  this  scheme  was 
carried  out  the  writer  does  not  know. 

In  1874  Dr.  Albert  H.  Smith  was  elected  president  and  continued 
to  serve  in  this  office  during  the  year  1875.  During  this  period 
considerable  interest  was  centered  in  the  question  of  whether  de- 
livery in  contracted  pelves  ought  to  be  accomplished  by  version 
or  other  means,  including  forceps,  craniotomy  and  Cesarean  section, 
each  of  which  had  their  staunch  adherents.  This  argument  lasted 
through  several  meetings  and  all  the  well-known  men  of  the  day  took 
part  in  the  discussion.  It  is  quite  impossible  within  the  limits  of 
this  presentation  to  marshall  the  arguments  on  both  sides,  but  we 
can  imagine  that  occasionally  they  became  more  than  passively 
interesting  when  authorities,  both  literary  and  biblical, were  called 
in  to  decide  the  question.  Thus  Dr.  Goodell,  who  was  evidently 
a  member  of  the  school  of  "versionists,"  as  they  were  called,  con- 
cludes his  argument  as  follows:  "Obstetrics  is  not  one  of  the  exact 
sciences,  and  in  our  penury  of  truth  we  ought  to  be  accurate  in  our 
statements,  generous  in  our  doubts,  tolerant  in  our  convictions. 
Without  these  qualities  science  cannot  be  promoted  nor  truth  educed. 
Above  all,  as  Milton  has  said,  'Truth  needs  no  policies,  no  strata- 
gems to  make  her  victorious.'  Surely,  then,  arguments  based  upon 
misstatements  and  misquotations  show  a  weak  cause.  But  when, 
in  addition,  the  book  of  Genesis  is  brought  into  a  medical  discussion, 
when  the  curse  pronounced  upon  Eve  is  invoked  as  an  argument, 
and  when  a  grave  and  a  vexed  obstetric  question  is  settled  by  an 
appeal  to  Moses  and  the  Prophets,  the  cause  must  be  a  hopeless 
one." 

The  contest  of  words  and  opinions  on  this  subject  raged  through 
several  successive  meetings  and  as  is  usual  in  such  prolonged  dis- 
cussions each  side  continued  to  practise  what  it  believed  best. 
However,  we  must  admit  that  the  arguments  pro  and  con  in  all  such 
important  discussions  must  lead  to  the  development  of  a  better 
knowledge  of  the  subject  under  consideration. 

Dr.  John  S.  Perry  became  the  president  of  the  Society  in  1876 
and  died  during  his  incumbency  of  the  office.  Dr.  John  H.  Packard 
became  the  president  of  the  Society  in  1877  and  remained  in  office 
for  two  years. 

At  one  of  the  meetings  we  find  an  interesting  account  of  the 
operation  of  transfusion  in  a  child  nine  years  of  age.  This  was 
successfully  accomplished  for  the  child  recovered  from  what  was 
evidently  a  case  of  post-typhoidal  hemorrhage. 

It  would  prove  an  interesting  although  almost  impossible  task  to 
detail  the  transactions  of  your  Society  from  those  early  days  to  the 
present  time.  A  resume  of  the  papers  read  at  the  meetings  and  the 
discussions  which  took  place  on  the  same,  would  show  the  develop- 
ment in  your  city  of  gynecology  and  obstetrics  in  accordance  with 
the  highest  aims  of  the  day,  for  the  members  of  the  Society  always 
occupied  a  leading  position  in  the  development  of  the  art  and  science 
of  this  branch  of  medicine.     A  marshalling  of  the  officers  of  the  or- 
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ganization  forms  a  mirror  of  the  most  eminent  members  of  the  medical 
profession,  men  who  honored  and  were  honored  by  their  association 
with  the  Philadelphia  Obstetrical  Society.  An  almost  uninterrupted 
progress  during  a  period  of  half  a  century  is  a  fact  to  be  proud  of  and 
the  members  of  the  Society  at  the  present  day  can  well  afford  to 
look  back  upon  the  history  of  their  organization  with  a  feeling  of 
pride  in  that  it  has  occupied  a  most  important  place  in  the  develop- 
ment of  medicine  in  their  city. 


TRANSACTIONS  OF  THE  OBSTETRICAL 
SOCIETY  OF  PHILADELPHIA. 


Stated  Meeting,  May  2,  1918. 

The  President.  Dr.  Barton  Cooke  Hirst,  in  the  Chair. 

Dr.  George  E.  Shoemaker  presented  a  patient  with  imperforate 
hymen  and  retained  menses. 

Dr.  E.  P.  Barnard  presented  a  report  of  a 

case  of  pregnancy  ix  a  uterus  didelphys. 

Case  History. — A.  C,  aged  thirty-three,  colored,  unmarried,  no 
menstrual  history  obtainable.  General  health  good.  Had  worked 
in  one  place  for  three  years.  She  was  habitually  constipated,  going 
several  days  without  an  evacuation.  August  19th,  complained  of 
a  headache  and  not  feeling  well.  At  one  o'clock  while  standing 
in  the  street  in  front  of  her  home  she  had  a  convulsion.  During 
that  afternoon  and  night  she  had  ten  more  convulsions.  She  re- 
ceived some  medical  attention  from  her  physician,  pregnancy  not 
suspected.  She  regained  consciousness  between  the  convulsions 
until  midnight.  She  was  removed  to  the  Germantown  Hospital 
the  following  morning  in  an  unconscious  condition  from  which  she 
never  recovered,  dying  at  seven  o'clock  the  same  day.  I  saw  the 
patient  at  six  o'clock  in  the  evening  one  hour  before  she  died.  The 
diagnosis  of  pregnancy  with  some  form  of  uterine  deformity  was 
easily  made.  Some  difficulty  was  experienced  in  determining 
which  side  was  pregnant.  On  the  first  attempt  to  dilate  the  pregnant 
side  the  patient  died.  The  specimen  was  removed  through  the 
vagina.  It  consisted  of  approximately  a  four  months'  pregnant 
uterus  on  the  left  side  with  a  normal  tube  and  ovary,  the  cervix 
occupying  its  normal  position  in  what  seemed  to  be  a  normal  vagina. 
On  the  right  side  another  uterus  with  a  normal  tube  and  ovary  were 
present  its  cervix  occupying  the  other  compartment  of  a  normal 
vagina.  There  was  no  fusing  of  the  two  uteri  at  any  point.  It 
undoubtedly  belonged  to  the  rarer  type  of  uterine  deformity  classi- 


616  TRANSACTIONS    OF   THE 

fied  as  uterus  didelphys.  The  eclampsia  in  this  case  was  merely 
a  coincidence  and  is  unique  since  in  all  the  reported  cases  not  one  was 
complicated  by  this  condition.  This  is  rather  unusual  when  you 
consider  that  multiple  pregnancies  so  often  predispose  to  toxemia 
and  are  common  in  double  uteri.  Another  unusual  feature  is  the 
fatal  toxemia  so  early  in  pregnancy. 

DISCUSSION. 

Dr.  John  A.  McGlinn. — I  had  a  case  like  this  some  years  ago. 
Prior  to  sending  the  patient  to  the  hospital  I  examined  her  vagi- 
nally and  found  a  cervix,  evidently  not  that  of  a  pregnant  uterus, 
at  the  left-hand  side  of  the  vagina.  I  could  distinctly  make  out 
the  head  of  a  full-term  fetus.  I  made  up  my  mind  that  she  had  an 
abdominal  pregnancy.  I  took  her  to  the  hospital  and  had  every- 
thing ready  for  section.  Just  as  I  was  about  to  get  up  from  examin- 
ing her  I  noticed  on  the  left-hand  side  of  the  vulva  a  small  opening 
which  would  admit  a  lead  pencil.  I  put  in  a  probe  which  went  in 
some  distance,  then  introduced  my  finger  and  on  that  side  I  found 
the  cervix  of  a  pregnant  uterus.  That  side  was  injected  with  man- 
ganese solution  to  see  if  patulous  and  the  side  in  which  the  coitus 
had  never  taken  place  because  the  opening  would  not  permit  and 
there  was  absolutely  no  communication  between  the  two.  The 
woman  was  delivered  by  cutting  the  vulva  and  splitting  down  the 
septum  separating  the  vagina.  She  made  a  good  recovery  and  ex- 
amination afterward  disclosed  the  double  uterus,  vaginal  septum, 
double  cervix  and  uterus.  An  interesting  thing  in  connection  with 
this  case  was  that  the  husband  when  told  we  would  have  to  perform  a 
section  insisted  she  would  die,  but  two  weeks  after  her  discharge 
from  the  hospital  she  was  readmitted  with  a  fresh  case  of  gonorrhea. 

Dr.  Edward  A.  Schumann. — I  can  never  refrain  from  discussing 
what  is  to  me  the  most  interesting  anomalies  in  gynecology.  This 
particular  form  is  especially  noteworthy.  We  all  know  it  is  called 
uterus  didelphys  because  of  being  analogous  to  that  of  the  marsupials. 
The  kangaroos  have  both  double  vagina,  double  cervix,  and  unfused 
MiAllerian  ducts.  In  examining  these  animals  at  the  Zoo  during 
adult  life,  those  which  had  given  birth  to  young,  I  found  curiously 
enough  intercourse  had  evidently  taken  place  in  one  vagina  or  the 
other.  In  the  specimens  reported  in  human  beings  that  is  rarely 
ever  the  case.  The  hymen  of  one  vagina  is  ruptured  and  that  con- 
tinues to  be  the  channel  for  intercourse,  the  other  one  remaining 
atrophic  and  small.  In  one  case  I  saw,  the  woman  had  an  abortion 
with  retention  of  debris,  and  an  infection.  In  due  course  I  curetted 
and  was  astonished  at  the  rigidity  of  the  cervix  and  curetted  away 
what  seemed  to  be  perfectly  healthy  decidua,  all  the  signs  of  infection 
continued  and  then  and  not  until  then  a  careful  exploration  revealed 
a  small  vagina  where  the  hymen  had  not  been  ruptured  and  there 
another  uterus  was  the  site  of  a  septic  infection. 

Dr.  B.  C.  Hirst:  I  would  like  to  report  a  case  of  double  vagina 
on  which  I  operated  for  sterility  at  the  Howard  Hospital.  I  dilated 
both  uteri  and  removed  the  septum  between  the  two  vaginas.     The 
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two  vaginas  were  of  equal  caliber.  There  was  the  least  bit  of  dif- 
ference between  the  two  cervices.  One  of  the  cases  Dr.  Barnard 
records  of  double  vulva  really  does  not  belong  in  this  category. 
A  double  vulva  is  a  different  sort  of  malformation  from  that  caused 
by  lack  of  fusion  of  Mullerian  ducts. 

Dr.  J.  W.  Fithian. — Why  did  you  remove  the  septum  of  the 
vagina  in  that  case,  Dr.  Hirst? 

Dr.  Hirst. — Because  I  thought  it  would  make  deposition  of 
seminal  fluid  easier,  and  because  the  vaginal  septum  had  been  a 
cause  of  dyspareunia. 

Dr.  J.  W.  Fithian. — I  had  two  cases,  one  of  uterus  biseptum,  in 
a  pregnant  young  married  woman,  eighteen  years  old,  who  com- 
plained of  monthly  flow,  which  became  profuse  about  the  fourth  or 
fifth  month.  Finally  I  obtained  an  examination  and  found  a  tumor 
on  one  side.  At  the  seventh  or  eighth  month  the  pains  started  and 
she  had  a  child.  It  was  a  case  of  placenta  previa.  The  other  case 
was  that  of  complete  double  uterus.  The  interesting  part  of  this  case 
was  that  I  examined  the  woman  several  times  at  home  and  I  sent  her 
to  the  hospital  and  I  asked  Dr.  Baer  to  examine  her  on  two  occasions 
and  we  found  only  one  septum.  He  called  his  brother  over  one  day 
and  he  put  his  hand  in  and  he  said  "  Surely  that  woman  is  pregnant." 
We  examined  again  and  found  another  vagina.  The  woman  had  a 
child  in  about  six  months.  It  was  another  case  of  placenta  previa. 
The  child  weighed  about  4%  pounds. 

Dr.  George  E.  Shoemaker  presented  a  report  on  two  cases  of 

shrinkage    of    enlarged    thyroid    after    pelvic   operations. 

It  is  interesting  to  note  that  the  balance  between  metabolic  and 
physiological  processes  which  are  controlled  by  the  internal  secre- 
tion of  ductless  glands,  may  be  disturbed  profoundly  by  the  re- 
moval of  one  of  the  series  of  factors  wThich  maintain  the  balance. 
Does  the  removal  of  the  ovary  affect  the  normal  thyroid?  Are  in- 
direct or  secondary  disturbances  of  thyroid  function  responsible  for 
some  of  the  secondary  disturbances  seen  after  oophorectomy  and 
hysterectomy? 

The  two  cases  are  reported  for  their  possible  bearing  on  these  ques- 
tions, with  the  full  knowledge  that  they  have,  considered  by  them- 
selves, limited  value.  At  any  rate,  they  present  an  interesting 
coincidence,  namely,  the  marked  shrinkage  of  thyroid  enlargement 
after  pelvic  operations  for  disease. 

One  of  the  patients  was  operated  upon  ten  years  ago  and  was  seen 
again  to-day.  Nothing  was  done  to  the  thyroid  gland.  When 
first  seen,  in  1904,  it  had  been  conspicuously  enlarged  for  years,  was 
temporarily  larger  after  typhoid  in  1902,  was  again  stationary,  but 
required  the  wearing  of  high-neck  protection  because  unsightly. 
There  was  a  soft  mitral  murmur,  no  exophthalmos  but  much 
nervous  disturbance  in  a  thin,  single  woman  of  forty-two,  holding  an 
active,  executive  position. 

For  continued  bleeding,  vaginal  hysterectomy  was  done  in  1907, 
at  the  age  of  forty-five.  The  uterus  showed  multiple  fibromas  and 
the  endometrium,  marked  non-malignant  gland  proliferation. 
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The  thyroid  gland  quite  rapidly  diminished  in  size  after  the  opera 
tion  and,  when  seen  to-day,  was  not  visibly  enlarged,  the  neck  being 
thin  and  easily  examined. 

The  other  patient  was  also  single,  aged  forty-seven,  still  men- 
si  mating  regularly  but  scantily.  She  was  very  thin,  had  an  irritable 
heart  without  murmurs,  was  extremely  nervous  but  had  no  ex- 
ophthalmos.    Blood  pressure  143-85,  urine  negative. 

The  right  lobe  of  the  thyroid  had  been  conspicuously  enlarged  for 
a  year,  its  enlargement  coinciding  with  the  appearance  of  an  abdom- 
inal tumor,  which  proved  to  be  a  very  large  cyst  of  the  right  broad 
ligament  reaching  to  the  costal  cartilages.  The  right  ovary  was 
4  inches  long  and  spread  out  over  the  tumor,  which  dissected  up 
the  posterior  peritoneum  and  displaced  the  cecum.  The  other 
contained  a  small  cyst.  Both  ovaries  were  removed  but  not  the 
uterus.  During  the  normal  convalescence  in  the  hospital,  the  most 
striking  thing  aside  from  the  unexpectedly  quiet  pulse  and  nervou> 
system,  was  the  shrinkage  of  the  thyroid,  which  was  untouched.  It 
diminished  at  least  two-thirds  in  size  and  at  present,  six  weeks  later, 
still  remains  diminished.  Her  physician  reports  that  she  has  now 
no  symptoms  of  hyperthyroidism. 

In  the  last  case  the  uterus  was  not  removed,  the  ovaries  were; 
in  the  first  case  the  uterus  was  removed  the  ovaries  were  not,  but  as 
both  women  were  at  the  menopause  age,  the  ovarian  function  ceased 
in  both  instances  within  the  limits  of  the  period  of  observation. 

Dr.  John  Eimann,  M.  D.  (by  invitation),  reported  a  case  of 

EARLY   UNRUPTURED   ECTOPIC   GESTATION. 

Patient  was  admitted  on  Dr.  George  Erety  Shoemaker's  service 
in  the  Presbyterian  Hospital  on  November  20,  1917. 

She  was  a  white  American  woman,  forty  years  old.  She  had 
lived  in  foreign  ports,  especially  in  the  Philippine  Islands  for  many 
years,  but  had  had  no  tropical  diseases. 

She  has  two  children,  youngest  seven  years  old.     No  miscarriages. 

Menses  every  thirty  days,  duration  four  days,  two  napkins. 
For  the  last  six  months,  the  intervals  have  been  irregular,  from  two 
to  three  weeks.  This  was  probably  due  to  passive  congestion  from 
birth  injuries  and  descent  of  uterus,  in  spite  of  former  operations 
by  naval  surgeons  in  the  East,  where,  in  1914,  she  had  a  suspension 
of  the  uterus  and  appendectomy. 

Symptoms  of  the  present  attack  were  obscure.  Menses  were 
not  missed  at  all.  On  October  20th,  thirty  days  before  the  opera- 
tion she  had  a  sudden  attack  of  vomiting,  frequent  and  painful 
urination  and  cramp-like  pain  in  the  lower  abdomen  with  bearing 
down.  These  symptoms  persisted  for  one  week  and  then  suddenly 
disappeared. 

Physical  examination  was  entirely  negative  as  to  signs  of  preg- 
nancy, no  breast  changes,  no  blueing,  no  softening  of  cervix,  no 
uterine  enlargement.  There  was  felt  a  small,  tender  adherent 
body  in   the  cul-de-sac.     At  the  operation,   Nov.    21,    191 7,   this 
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proved  to  be  a  left  tube,  normal  at  both  ends  but  showing  a  fusiform 
enlargement  in  the  middle  third,  measuring  4.5  X  4  cm.  This 
enlargement  showed  a  cavity  containing  a  10-mm.  long  fetus.  It 
was  unruptured,  but  at>  one  point,  the  wall  was  less  than  1  mm.  in 
thickness,  as  can  be  seen  in  the  specimen  presented. 

The  diagnosis  of  tubal  pregnancy  was  not  made  before  the  opera- 
tion, though  it  was  considered.  The  operation  for  repair  and 
restoration  was  undertaken  because  of  gradually  increasing  chronic 
symptoms  which  had  no  relation  to  the  tubal  pregnancy. 

Dr.  Norman  L.  Kxipe  reported  on  a 

NEW  METHOD  OF  PRODUCING  ANALGESIA. 

This  was  first  suggested  by  Karsner  and  Gwathmey,  who  both 
through  animal  experimentation  and  its  use  upon  a  number  of 
clinical  cases  in  the  wards  of  General  Hospital  Number  9,  American 
and  British  Expeditionary  Forces,  discovered  that  it  was,  as  they 
described  it,  the  safest  analgesic  in  use. 

Various  combinations  were  tried  but  they  found  for  all  practical 
purposes  a  combination  of  an  ounce  of  50  per  cent,  solution  of  ether 
and  olive  oil  or  petroleum  oil  flavored  with  a  few  drops  of  peppermint 
water,  given  by  mouth,  would,  in  from  ten  to  fifteen  minutes, 
produce  an  analgesia,  sufficiently  profound  to  do  severe  surgical 
dressings  without  pain.  This  mixture  though  not  especially  dis- 
agreeable to  take,  was  rendered  still  more  palatable  by  administering 
it  in  the  following  manner,  as  suggested  by  Maj.  \V.  E.  Lower. 
"An  ounce  of  port  wine  is  placed  in  one  glass  and  the  analgesic 
in  another  glass.  The  patient  takes  a  mouthful  of  wine,  holds  it 
for  thirty  seconds,  rinsing  the  mouth  so  as  to  get  the  aroma  in  the 
upper  air  passages  and  the  taste  well  established,  and  then  swallows 
the  wine.  The  ether  mixture  is  then  taken  and  followed  immediately 
by  the  remainder  of  the  wine.'' 

This  mixture  does  not  cause  nausea;  the  oil  and  ether  are  freely 
miscible  and  therefore  the  evaporation  of  the  ether  is  gradual 
and  constant.  It  is  impossible  therefore,  for  the  patient  to  get  an 
overdose  at  one  time  and  an  insufficient  amount  at  another  time. 

A  light  analgesia  is  obtained  which,  although  quite  sufficient  for 
minor  operations,  should  be  increased  by  inhalation  anesthesia 
for  major  operations. 

We  have  tried  out  this  form  of  analgesia  on  the  following  cases: 
induction  of  labor,  one  case;  anterior  vaginal  hysterotomy  and 
hemorrhoidectomy,  with  the  electric  clamp  and  cautery,  one  case; 
breast  abscess,  three  cases;  dilatation  and  curetment,  three  cases; 
pregnancy,  ten  cases;  cystoscopy,  one  case;  colporrhaphy,  dilatation 
and  curettage,  slight  perineorrhaphy,  one  case;  two  plastics  and 
one  dilatation  and  curettage  for  hydatid  mole. 

In  general  the  result  in  all  these  cases  was  satisfactory.  Analgesia 
was  obtained  in  all  of  them,  while  in  a  few  it  was  necessary  to  procure 
a  more  complete  anesthesia  by  the  administration  of  ether  by 
inhalation. 
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The  amount  of  ether  that  may  be  taken  safely  in  this  way  is  not 
known.  I  took  the  occasion  to  ask  Dr.  Robert  Hare  about  it  and 
he  told  me  what  I  already  knew,  that  there  were  ether  drinkers 
in  Ireland  and  France,  that  often  took«quite  large  amounts  of 
ether  for  the  purpose  of  producing  intoxication. 

However,  as  has  been  well  pointed  out  by  Karsner  and  Gwathmey, 
all  anesthetics  are  analgesics  and  before  the  danger  zone  is  reached, 
the  patient  must  become  anesthetized.  Hence  the  patient  in  the 
analgesic  stage  is  separated  from  the  danger  zone  by  the  period  of 
anesthesia. 

Summary. — First,  it  is  a  perfectly  safe  method  of  producing  light 
narcosis.  Its  effect  was  noticed  first  in  about  ten  minutes,  though 
it  takes  fifteen  to  twenty  minutes  to  get  full  results. 

Second,  the  analgesia  starts  to  wear  off  in  about  an  hour. 

Third,  motor  inhibition  seems  to  be  continued  longer  than  sen- 
sation. That  is,  although  the  patient  may  cry  out  somewhat  she 
.emains  flaccid. 

Fourth,  if  the  analgesic  effect  desired  is  not  obtained  by  the  dosage 
mentioned,  a  few  teaspoonfuls  only  of  ether  or  correspondingly 
less  chloroform  is  quite  sufficient  to  produce,  real  anesthesia. 

Fifth,  if  used  preliminary  to  ether,  in  an  operation  requiring 
complete  relaxation,  it  shortens  both  the  time  and  the  amount  of 
ether  given  by  inhalation  very  decidedly.  The  disagreeable  second 
stage  of  excitement  is  absent.  It  is  much  less  expensive  than  gas 
given  in  this  way. 

Sixth,  it  does  not  seem  to  cause  any  especial  nausea,  irritation 
of  the  stomach  or  after  effects  of  any  kind. 

Seventh,  the  uterine  contractions  of  labor  are  not  decreased  in 
force  or  in  time,  but  the  pains  of  labor  are  very  gratefully  lessened. 

Finally,  it  will  prove  to  be  a  great  help  to  the  physician  compelled 
to  depend  upon  himself  for  the  production  of  light  narcosis. 

DISCUSSION. 

Dr.  Edward  L.  Schumann. — This  is  a  very  interesting  report. 
It  is  not  fair  to  criticize  a  report  about  which  one  is  ignorant,  but  I 
was  struck  by  Dr.  Knipe's  title  of  his  paper  and  his  case  records. 
In  the  first  case  this  is  stated  to  be  a  perfectly  safe  analgesic.  I 
do  not  believe  he  knows  whether  it  is.  To  give  an  anesthetic  in 
even  a  few  hundred  cases  is  by  no  means  an  evidence  of  its  safety 
at  all.  I  am  inclined  to  think  that  if  ether  be  in  this  way  given 
in  the  case  of  latent  or  quiescent  gastric  or  duodenal  ulcer  it  might 
result  disastrously.  I  do  not  think  there  have  been  any  reports 
on  the  secretion  of  the  kidney.  As  to  its  efficiency,  in  every  case 
in  which  you  require  anesthesia,  it  has  actually  been  anesthesia 
that  was  employed.  It  is  true  that  cases  of  pregnancy  deliver 
themselves  with  some  analgesia,  possibly,  but  where  there  was  a 
painful  condition  a  few  whiffs  of  ether  were  given.  The  same  old 
few  whiffs  that  are  given  with  scopolamin;  when  you  actually  come 
to  do  the  operation  we  use  the  same  few  whiffs.  So  that  I  for  one, 
while  deeply  interested,  am  highly  unconvinced. 
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Dr.  Norman  L.  Knipe. — In  regard  to  what  Dr.  Schumann  said, 
we  can't  give  a  patient  anesthesia  with  ether  without  there  being  a 
good  deal  of  saliva.  They  swallow  a  good  deal  of  ether.  Karsner 
and  Gwathmey  carried  out  an  experimentation  on  rabbits.  They 
noticed  the  irritation  of  the  mucosa  of  the  stomach  very  carefully. 
He  spoke  about  the  presence  of  an  ulcer  of  the  stomach  causing  more 
or  less  trouble.  The  only  way  in  which  it  could  possibly  cause 
trouble  would  be  by  too  rapid  evaporation  causing  dilatation  of  the 
stomach.  I  also  mention  in  the  paper  that  it  was  not  an  anesthesia, 
and  any  drug  producing  anesthesia  when  it  stops  short  of  anesthesia 
is  comparatively  safe.  I  don't  think  that  this  mixture  would  be 
wise  to  give  in  cases  of  tuberculosis  any  more  than  inhalation  of 
ether  would.  But  it  is  a  safe  method  to  use  in  the  majority  of  cases 
where  you  want  light  analgesia  and  it  is  easily  given.  I  cannot 
imagine  that  the  ingestion  of  4  drachms  of  ether  would  do  any 
damage,  especially  when  we  know  that  more  than  that  is  absorbed 
in  the  saliva.  We  must  not  expect  too  much.  It  is  not  an  anesthe- 
sia, it  is  pure  analgesia. 

Dr.  Geo.  M.  Boyd  read  a  paper  on 

COMPLETE   LACERATION   OF   THE   PERINEUM. 
(For  original  article  see  page  434.) 

DISCUSSION. 

Dr.  Stephen  E.  Tracy. — In  the  repair  of  complete  laceration  of 
the  perineum  extending  up  the  bowel,  I  was  taught  to  suture  the 
rectum.  About  ten  years  ago,  a  patient  on  whom  I  applied  this 
technic,  had  a  leak  up  through  the  vagina,  which  finally  healed, 
but  I  have  not  done  the  operation  since.  Dr.  Boyd  spoke  of  the 
difficulty  in  removing  rectal  sutures.  I  did  not  have  any  trouble 
in  that  respect,  as  the  sutures  worked  themselves  out  and,  if  not,  a 
little  traction  would  cause  them  to  let  go.  In  dealing  with  lacera- 
tions of  the  rectum,  I  usually  dissect  the  bowel  free  from  the  vagina, 
so  that  the  upper  angle  of  the  tear  can  be  brought  below  the  sphinc- 
ter. The  ends  of  the  sphincter  muscle  are  then  dissected  out  and 
sutured  with  chromic  catgut.  One  silkworm-catgut  suture  is  usu- 
ally employed  to  take  the  tension  off  the  sphincter  and  also  to  hold 
the  bowel  down,  so  that  there  will  be  little  or  no  tension  on  the 
sutures  at  the  mucocutaneous  margin.  After  the  bowel  has  been 
attended  to  and  the  sphincter  sutured,  the  perineum  is  repaired. 
What  I  call  a  satisfactory  result  following  a  sphincter  operation  is 
the  control  of  gas;  anything  less  than  this  is  not  a  100  per  cent, 
result.  In  simple  fistula-in-ano  and  in  rectovaginal  fistula  not  too 
high  up,  I  stretch  the  sphincter,  making  an  incision  at  the  muco- 
cutaneous margin,  dissect  free  the  bowel  sufficiently  to  allow  the 
opening  to  be  brought  down  below  the  sphincter.  This  technic, 
of  course,  cannot  be  applied  to  cases  of  fistula  where  there  are  a 
number  of  branches.  In  cases  of  complete  laceration  too  extensive 
to  be  easily  brought  down  below  the  sphincter,  a  flap  is  turned  down 
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from  the  vagina  sufficient  to  cover  the  defect.  Either  of  these  oper- 
ations can  be  done  in  less  time  than  suturing  the  bowel  and  the 
results  are  very  much  superior. 

Dr.  George  Erety  Shoemaker. — The  secret  of  success  seems  to 
have  been  the  invention  of  the  sterile  absorbable  suture.  Looking 
up  this  matter  some  time  ago  I  found  that  some  of  the  earlier  oper- 
ators had  used  several  of  the  methods  suggested  by  Dr.  Boyd  and 
there  were  many  failures  by  the  best  men  up  until  the  time  when 
operators  generally  began  to  bury  chromic  catgut  and  united  the 
sphincter  by  a  separate  suture.  This  gives  us  perfect  control  over 
this  injury.  In  addition  the  pulling  down  of  the  flap  of  vaginal 
mucous  membrane  often  helps.  I  was  one  of  the  first  to  bury  the 
catgut  suture  in  the  sphincter  ends.  Now  it  is  almost  universally 
done.  For  a  number  of  years  I  have  stopped  using  sutures  tied  in 
the  rectum.  I  do  not  use  the  surrounding  silkworm-gut  suture,  in- 
cluding the  piercing  of  the  skin.  The  important  principle  must  be 
the  use  of  buried  catgut,  otherwise  so  many  men  would  not  now 
succeed  by  so  many  different  methods.  The  operation  may  be  done 
under  local  anesthesia,  although  it  is  not  usually  advisable  to  try  it. 
I  had  a  case  of  tuberculosis  in  which  the  woman  was  so  ashamed  of 
her  condition  below  she  never  went  out  of  doors  and  it  had  a  bad 
effect  on  her  tuberculosis.  Her  lungs  were  in  such  shape  that  I 
could  not  give  her  ether,  but  succeeded  nicely  with  local  anesthesia 
in  obtaining  complete  sphincter  control. 

Dr.  Loxgaker. — Another  point  regarding  the  etiology  of  this 
comparatively  extensive,  rather  complete  laceration  is  the  influence 
of  a  contracted  outlet.  In  a  large  proportion  of  these  cases  these 
patients  will  be  found  to  have  a  narrow  pubic  arch  and  a  contracted 
outlet  and  one  can  readily  bear  this  point  in  mind  and  understand 
the  influence  this  would  have.  In  all  my  experience  I  have  not 
seen  more  than  two  or  three  cases  of  complete  laceration  of  the 
perineum  to  occur  in  my  own  deliveries.  That  is  lacerations  involv- 
ing the  sphincter  and  the  bowel.  These  two  cases  occurred  during 
the  hurried  delivery  of  the  after-coming  head  in1  breech  presentations. 
I  think  both  had  narrow  outlets,  bisischiatic  diameter  shortened  and 
a  consequent  narrow  pubic  arch. 

Dr.  George  M.  Boyd. — The  object  of  the  paper  was  to  bring 
about  discussion  of  the  subject  and  I  think  the  majority  feel  that  the 
Ristine  operation,  or  the  Noble  operation,  are  probably  the  best 
methods.  The  advantage  of  the  Noble  method  is  that  you  can  apply 
it  to  extensive  rectovaginal  injury.  The  Ristine  operation  you  can 
hardly  apply  to  a  case  in  which  there  is  very  extensive  involvement 
of  the  rectovaginal  septum.  As  to  the  success  of  the  operation 
attributed  to  the  use  of  buried  catgut,  I  am  in  doubt  about  that. 
It  seems  to  me  that  the  success  was  due  to  the  evolution  of.  clean 
surgery.  We  do  clean  work  and  get  better  results.  You  can't 
always  be  assured  of  the  sterility  of  your  catgut,  as  you  can  of  silk. 
It  is  possible  to  bring  about  a  satisfactory  union  of  the  sphincter 
without  burying  silkworm-gut  in  the  sphincter  muscle  and  if  you  can 
get  away  from  the  suture  material  which  may  possibly  be  infected 
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I  think  your  results  will  be  more  satisfactory.     I  would  like  to  get 
our  President's  viewpoint  of  the  subject. 

Dr.  B.  C.  Hirst. — For  some  years  I  used  the  old  method  of 
intra-rectal  stitches  and  it  worked  very  well.  In  my  experience 
the  stitches  did  not  drop  out.  They  were  left  in  sixteen  days  and  then 
I  had  to  put  on  an  artificial  headlight  and  use  a  small  rectal  specu- 
lum. It  was  a  most  awkward  piece  of  work.  My  choice  to-day  is 
the  Ristine  operation  or  some  modification  of  it;  or  if  there  is  a  recto- 
vesical tear  which  goes  too  high  to  bring  down  a  flap,  I  use  four  tiers 
of  catgut  sutures  in  the  recto-vaginal  septum.  I  invariably  use 
silkworm-gut  for  the  sphincter  itself.  I  have  seen  too  many  failures 
from  stretching,  premature  absorption  and  infection  of  catgut. 
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ROENTGENOGRAPHS  DIAGNOSIS  OF  DENTAL  INFECTION  IN  SYSTEMIC 

Diseases.     By  Sinclair  Tousey,  A.   M.,   M.   D.,    consulting 
surgeon  at  St.  Bartholomew's  Clinic,  New  York,  X.  Y.     Paul 

B.  Hoeber,  New  York,  1916. 

This  little  book  presents  an  elaboration  of  various  articles  already 
published  by  the  author.  The  importance  of  dental  infections  in 
general  medicine  has  now  become  so  universally  recognized  that  in 
any  obscure  condition  a  cause  for  the  same  in  the  teeth  must  be 
sought  for.  The  employment  of  the  Roentgen  rays  has  simplified 
this  very  much.  The  author  has  omitted  specific  reference?  to 
the  effect  of  mouth  infections  in  pregnancy,  where  such  complica- 
tions are  frequently  the  source  of  puerperal  infections  that  would 
otherwise  escape  notice.  The  book  is  very  well  printed  and  il- 
lustrated with  a  series  of  the  author's  photographs. 

Nursing  in  Diseases  oe  Children'.  By  Carl  G.  Leo-Wolf, 
M.  D.,  Chief  of  Clinic  of  Sick  Babies  and  Children  for  the  Health 
Department  of  the  City  of  Buffalo,  N.  Y.     With  72  illustrations. 

C.  V.  Mosby  Company,  St.  Louis,  1918.     Price  $2.50  net. 

With  the  advances  in  pediatrics  and  the  development  in  the 
education  of  trained  nurses  in  this  field,  the  necessity  for  a  proper 
text-book  becomes  evident.  Dr.  Leo- Wolf  seems  to  have  filled  this 
want  with  his  work  from  which  all  references  to  intricate  diagnoses 
and  methods  of  treatment  have  been  omitted  as  being  properly 
the  duty  of  the  physician.  The  book  is  written  in  colloquial  fashion 
and  therefore  easily  read.  It  includes  a  description  of  those  things 
which  the  nurse  ought  to  know  and  also  makes  an  attempt  to  develop 
her  powers  of  observation.  A  number  of  supplementary  chapters 
on  the  clothing  of  infants,  public  health  nursing  for  children,  and 
mental  hygiene  of  children,  by  other  authors  have  been  incorporated 
in  the  book  with  good  results.  The  book  in  addition,  takes  up 
the  physiology  of  the  child,  its  feeding,  nutritional  and  metabolic 
disturbances,  and  the  infectious  and  contagious  diseases,  all  of 
which  are  described  in  a  verv  satisfactorv  manner. 
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Principles  and  Practice  of  Infant  Feeding.     By  Julius  H. 

Hess,  M.  D.,  Major  M.  R.  C,  U.  S.  Army.     Illustrated.     F.  A. 

Davis  Company,  Philadelphia,  1918.     Price  $2.00  net. 

This  is  an  excellent  manual  to  be  placed  in  the  hands  of 
the  obstetrician,  as  it  gives  a  great  deal  of  space  to  the  care  and 
feeding  of  the  infant  during  the  period  when  the  latter  is  still  under 
the  care  of  the  accoucheur.  The  pediatricians  have  often  accused 
the  obstetricians  of  a  lack  of  proper  understanding  of  infant  feeding 
requirements  and  claim  that  the  baby  should  be  turned  over  to 
them  as  soon  as  possible  after  birth.  This  would  undoubtedly  be 
a  most  advantageous  disposition  to  make  but  ordinarily  the  care 
of  the  baby  must  of  necessity  be  left  to  the  physician  who  has  seen 
the  mother  through  her  pregnancy  and  confinement.  In  such 
cases  a  satisfactory  knowledge  of  the  infant's  requirements  is  es- 
sential and  the  book  herewith  noted  provides  a  satisfactory  manual 
for  this  purpose.  We  are  glad  to  note,  among  other  things,  the 
detailed  considerations  given  to  the  infant's  food  in  the  early  weeks, 
particularly  as  regards  the  care  of  the  mother  and  the  insistence 
on  breast  feeding  even  where,  for  a  time,  this  may  not  appear  satis- 
factory. In  other  words,  attention  to  the  mother  rather  than  to 
the  baby  may  be  indicated  at  this  period.  We  are  also  glad  to  note 
the  endorsement  by  the  author  of  the  four-hour  interval  breast 
feeding  in  normal  infants,  a  fact  which  most  obstetricians  do  not 
seem  to  have  given  due  and  proper  consideration.  Dr.  Hess' 
book  may  be  commended  as  an  excellent  brief  manual  for  teachers 
and  students,  as  well  as  nurses,  all  of  whom  will  find  the  work  a 
concise  presentation  of  this  important  subject. 
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A.    OBSTETRICS. 


8.  Malignant  Chorionepithelioma  in  a  Male. — F.  P.  Weber  {Practi- 
tioner, 1918,  ci,  31)  reports  such  a  case.  The  first  symptoms  were 
weakness  and  slight  hemoptysis,  followed  by  hematemesis,  melena 
and  hematuria.  Death  occurred  after  operation  for  intraperitoneal 
hemorrhage  caused  by  rupture  of  a  metastatic  growth  in  the  liver. 
Multiple  irregular  hemorrhagic  areas  of  the  growth  were  found  in 
the  liver  and  lungs  and  a  large  retroperitoneal  mass  was  apparently 
composed  of  lumbar  lymph  nodes.  The  testicles  were  normal. 
It  has  practically  been  proved  not  only  that  the  cellular  layer  of 
chorionic  epithelium  (the  so-called  "layer  of  Langhans")  is  of  fetal 
origin,  but  that  the  syncytial  (outermost)  layer  of  chorionic  epithe- 
lium is  also  a  fetal  structure — a  fetal  epiblast — as  Langhans  already 
regarded  it. 

Numerous  undoubted  cases  have  been  recorded  in  which,  as  in 
the  present  case,  typical  malignant  chorionepithelioma  occurred  in 
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males  (the  primary  tumor  being  generally  in  the  testis),  or  in  females 
who  have  never  been  pregnant.  Schlagenhaufer  was  the  first  to 
explain  the  occurrence  of  chorionepithelioma  and  vesicular  mole-like 
structures  in  the  absence  of  pregnancy,  by  attributing  their  origin 
to  chorionic  elements  in  teratomata  or  embryomata;  and  Marchand's 
dictum  that  no  chorionepithelioma  can  arise  without  a  pregnancy 
has  now  been  altered  to:  no  chorionepithelioma  can  arise  without 
an  embryo,  or  an  embryoma  or  teratoma.  Schlagenhaufer  confirmed 
his  views  by  describing  two  cases  of  malignant  chorionepithelioma 
in  men,  in  which  the  primary  tumor  was  undoubtedly  a  teratoma  in 
the  testis. 

9.  Rupture  of  Uterus  Through  the  Cesarean  Section  Scar. — E. 
Xovak  {Jour.  A.M.  A. f  1918,  lxxi,  105)  reports  an  instance  of  rupture 
of  the  pregnant  uterus  through  the  scar  of  a  Cesarean  section. 

A  striking  feature  of  this  case  was  the  fact  that  the  occurrence  of 
uterine  rupture  was  not  associated  with  internal  hemorrhage  or 
with  shock.  The  most  important  feature  is  furnished  by  the  history 
of  an  infected  abdominal  incision,  with  slight  fever  for  several  days, 
after  the  Cesarean  section  which  had  been  performed  about  fifteen 
months  before.  It  appears  to  have  been  pretty  well  demonstrated 
that  uterine  rupture  after  Cesarean  section  practically  never  occurs 
when  the  convalescence  from  the  Cesarean  operation  has  been 
entirely  normal,  that  is,  when  there  has  been  no  febrile  reaction  or 
other  evidence  of  infection  of  the  uterine  scar. 

10.  Two -stage  Operation  for  Carcinoma  of  the  Pregnant  Uterus 
Under  Paravertebral  Anesthesia.' — N.  R.  Mason  and  F.  C.  W. 
Konrad  {Surg.,  Gyn.  and  Obst.,  1918,  xxvii,  75)  say  that  all  operators 
emphasize  the  fact  that  uterine  carcinoma  grows  more  rapidly  during 
pregnancy,  but  none  seem  to  recognize  a  temporary  retardation 
of  its  growth  coincident  with  the  involution  of  the  uterus.  As  it 
will  be  generally  conceded  that  a  panhysterectomy  following  imme- 
diately upon  a  delivery,  whether  by  the  abdominal  or  the  vaginal 
route,  is  productive  of  more  shock  and  loss  of  blood  to  the  mothe-i 
than  would  be  produced  by  a  simple  Cesarean  section,  the  writers 
deem  it  rational  to  postpone  the  hysterectomy  until  the  patient 
has  recovered  from  the  shock  of  the  primary  operation.  Another 
means  of  reducing  shock  which  they  advocate  is  the  use  of  paraure- 
thral anesthesia,  the  technic  of  which  they  describe.  In  the  case 
in  which  the  writers  employed  the  two-stage  procedure  the  disease 
was  too  far  advanced  to  secure  more  than  a  temporary  prolongation 
of  life. 

n.  Cesarean  Section  Under  Local  Anesthesia. — H.  H.  Trout 
(Surg.,  Gyn.  and  Obst.,  1918,  xxvii,  95)  has  employed  local  anesthesia, 
in  eighteen  Cesarean  sections.,  infiltrating  successively  skin,  fascia 
and  peritoneum.  The  upper  end  of  the  abdominal  incision  is  slightly 
above  the  fundus  of  the  uterus  so  as  to  allow  the  organ  to  ride  out 
of  the  peritoneal  cavity  and  so  remove  what  is  sometimes  the  only 
painful  part  of  the  operation.  He  then  places  a  line  of  interlocking 
sutures  along  each  side  of  the  site  of  the  subsequent  uterine  incision. 
An  assistant  grasps  all  of  these  on  each  side  and  uses  them  as  tractors 


SELECTED    ABSTRACTS  629 

to  raise  the  uterus  and  steady  it.  After  delivery  they  are  tied  across 
the  line  of  incision  to  control  hemorrhage  and  secure  apposition. 
This  whole  suture  line  is  then  covered  over  by  a  continuous  plain 
catgut  suture. 

13.  Tetanus  Following  Laparatomy  for  Ectopic  Pregnancy. — 
Dr.  \Y.  B.  Casler  (South.  Med.  Jour.,  1918,  xi,  512)  reports  a  case  of 
tetanus  following  operation  for  ectopic  gestation  because  it  occurred 
after  a  clean  laparatomy. 

Certain  patients  are  definite  tetanus  carriers,  and,  as  such,  are 
liable  to  be  a  source  of  infection  to  themselves  in  any  surgical  opera- 
tion upon  the  bowel  or  about  the  rectum. 

In  anv  abdominal  operation,  especially  in  pelvic  work,  where  the 
surgeon  has  to  deal  with  inflammatory  masses,  indurated  and 
adherent  to  the  bowel  wall,  great  care  should  be  taken  to  close  in 
this  indurated  area  as  thoroughly  as  possible  and  so  avoid  the  danger 
of  tetanus  developing  in  the  injured  bowel  wall. 

14.  Induction  of  Labor  at  Term. — C.  B.  Reed  (Surg.,  Gyn.  and 
Obst.,  1918,  xxvii,  163)  favors  the  induction  of  labor  at  term  by 
means  of  Yoorhees'  bags,  so  as  to  avoid  the  dangers  associated  with 
delivery  of  an  over  large  child  if  pregnancy  is  prolonged.  He  de- 
scribes the  technic  and  records  his  results  in  a  series  of  fifty-one 
primiparae  and  forty-nine  multiparas. 

19.  Effects  of  Scopolamine  -morphine  Narcosis  in  Childbirth. — 
The  report  of  a  committee  appointed  by  the  Section  of  Obstetrics 
and  Gynecology  of  the  Royal  Society  of  Medicine  (Proc.  Royal 
Soc.  Med.,  1918,  xi,  Sect.  Obst.  and  Gyn.,  p.  1)  is  presented  in 
separate  reports  from  individual  hospitals.  As  scopolamine  tends 
to  deteriorate  rapidly  in  solution  and  the  varying  results  reported 
from  different  clinics  probably  depend  upon  the  preparations  used 
as  well  as  upon  the  technic  of  administration.  The  committee 
employed  a  mannite-alcoholic  solution  with  a  specific  levorotatory 
power  of  220.  The  initial  dose  was  morphine  gr.  34  scopolamine 
gr-  /"150-  Subsequent  doses  of  the  latter  were  gr.  HoO-  Careful 
isolation  and  precautions  to  avoid  sensory  impulses  were  em- 
ployed. In  twenty  cases  at  St.  Bartholomew's  Hospital,  analgesia 
was  marked  in  60  per  cent.,  slight  in  25  per  cent.,  absent  in  15. 
Complete  amnesia  was  obtained  in  55  per  cent.;  incomplete  in  20 
per  cent.  The  duration  of  labor  was  lengthened  and  the  proportion 
of  instrumental  deliveries  increased.  No  serious  effects  were  pro- 
duced upon  the  mother  excepting  some  tendency  to  relaxation  of 
the  uterus  after  delivery.  Some  of  the  children  gave  anxiety  until 
the  phenomena  of  oligopnea  were  recognized.  In  eighty  cases  ob- 
served at  St.  Thomas's  Hospital,  some  relief  was  given  in  95  per  cent. 
and  complete  amnesia  and  analgesia  in  45  per  cent.  Out  of  thir- 
teen cases  in  which  a  general  anesthetic  was  given  at  the  end  of 
the  second  stage,  complete  amnesia  occurred  in  92.3  per  cent.  The 
principal  disadvantages  are  prolongation  of  labor,  tendency  to  de- 
layed retraction  in  the  third  stage  and  to  sluggishness  of  the  infant 
in  starting  respiration.  Twenty  cases  at  the  General  Lying-in 
Hospital  showed  complete  amnesia  in  50  per  cent.,  a  general 
10 
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anesthetic  having  been  given  in  30  per  cent.  Otherwise  these  cases 
did  not  offer  any  difference  from  the  series  at  St.  Thomas's.  The 
treatment  was  employed  in  sixty-seven  cases  at  Queen  Charlotte's 
Hospital.  In  go  per  cent,  the  pains  of  labor  were  diminished. 
Complete  amnesia  was  obtained  in  46.2  per  cent.,  partial  in  44.7 
per  cent.  Analgesia  was  complete  in  thirty-two  cases,  partial  in 
31.  The  unfavorable  results  noted  by  other  members  of  the  com- 
mittee were  not  observed  or  were  attributed  to  other  causes 
than  the  drug  treatment.  In  sixty-five  cases  at  the  City  of  Lon- 
don Lying-in  Hospital,  complete  amnesia  was  produced  in  43  per 
cent,  of  the  series,  partial  in  52  percent.  Complete  analgesia  oc- 
curred in  12  per  cent.,  excluding  those  in  whom  complete  amnesia 
was  present,  and  partial  18  per  cent.  The  whole  series  thus  gave 
only  3  per  cent,  of  failures.  Prolongation  of  the  second  stage, 
marked  increase  in  forceps  deliveries,  and  increased  failure  of  rota- 
tion in  occipitoposterior  positions  were  noted.  Concerning  regula- 
tion of  the  frequency  of  dosage  the  memory  test  was  character- 
ized by  the  observer  at  St.  Bartholomew's  as  safe  but  not  absolutely 
reliable.  At  St.  Thomas's  more  reliance  was  placed  upon  the  be- 
havior of  the  patient  between  and  during  the  pains  and  the  notice 
she  took  of  the  prick  of  the  hypodermic  needle.  At  the  General 
Lying-in  Hospital,  Queen  Charlotte's,  and  the  City  of  London  Lying- 
in  Hospital  the  memory  test  was  generally  found  unsatisfactory. 

20.  Obstetrical  Clinic  at  the  New  Maternity,  Lausanne. — Rossier 
(Revue  medicate  de  la  Suisse  romande,  1918,  xxxviii,  353)  at  a 
clinic  held  on  March  21st  last,  showed  the  folio  wing :  a  woman  who 
had  been  operated  on  during  gestation  for  ovarian  cyst  and  who  had- 
been  delivered  at  term  of  a  healthy  infant — the  mother  and  infant 
were  presented  to  the  class:  a  woman  who  had  suffered  from  total 
placenta  previa  and  who  had  been  delivered  by  Cesarean  section, 
the  infant  being  alive  and  well — both  mother  and  infant  were  shown 
to  the  class:  three  women  who  had  been  successfully  treated  for 
puerperal  eclampsia — all  of  the  women  and  two  infants  were  pre- 
sented to  the  class,  the  third  infant  having  been  stillborn  and  macer- 
ated; a  woman  with  twin  infants  who  had  gone  through  a  most  severe 
attack  of  puerperal  sepsis;  a  woman  who  had  been  delivered  for  the 
second  time  by  hebosteotomy — the  interval  between  the  operations 
was  eleven  years  and  the  infant  had  been  expelled  spontaneously 
after  the  operation.  The  clinic  was  the  first  to  be  held  in  the  new 
maternity. 

21.  Treatment  of  Eclampsia. — Brandt  (Norsk  Magazin  for  Lae- 
gevidenskaben,  1918,  lxxix,  765)  states  that  at  one  of  the  leading 
midwifery  clinics  at  Cristiana  during  the  past  twenty-seven  years, 
431  cases  of  eclampsia  had  occurred.  The  author  makes  use  of  a 
graphic  method  which  shows  the  maternal  and  fetal  mortality 
side  by  side  for  different  years.  During  1889-92  the  maternal  mor- 
tality was  28  per  cent,  and  the  fetal  38  per  cent.  For  the  next 
fifteen  years  the  maternal  figures  showed  an  average  of  improvement 
on  that  figure,  having  been  about  23  per  cent.,  while  the  fetal  figures 
did  not  show  the  same  degree  of  betterment  although  the  annual 


SELECTED   ABSTRACTS  631 

average  was  somewhat  reduced.  For  the  last  decade  the  maternal 
figures  were  reduced  to  about  16  per  cent.,  while  the  fetal  figures, 
after  dropping  to  about  22  for  several  years,  suddenly  shot  up  to  the 
former  high  mark.  The  notable  improvement  in  maternal  mortality 
during  the  past  decade  seems  beyond  doubt  referable  to  the  intro- 
duction of  new  methods  of  treatment.  The  total  number  of  women 
delivered  during  this  period  was  156,  and  of  the  ante-  and  intra- 
partum cases,  which  numbered  121,  the  maternal  mortality  was  but 
14  per  cent.,  and  the  fetal  mortality  28  per  cent.  The  death  rate 
in  the  postpartum  cases  was  much  higher  for  mothers,  but  very  low 
for  the  infants.  The  loss  of  nine  mothers  out  of  thirty-five  in  post- 
partum cases  may  have  been  due  to  causes  other  than  the  mode  of 
treatment,  but  leaving  out  this  contingent  the  maternal  mortality 
was  cut  in  two  by  the  adoption  of  the  so-called  active  method  of 
treatment,  which  combines  the  use  of  narcotics  in  large  doses  with 
vaginal  Cesarean  section. 

22.  Extract  of  Posterior  Lobe  of  Hypophysis  in  Obstetrics. — 
Chneerson  (Archives  mensnelles  d '  obstetriqtie et  de gynecologie,  1918,  vii, 
p.  22)  comes  to  the  following  conclusions:  extract  of  posterior  lobe 
causes  contraction  of  smooth  muscle  fiber,  especially  that  of  the 
uterus;  the  typical  dose  is  0.2  gm.  of  dried  substance  by  subcutaneous 
injection;  in  therapeutic  dose  in  the  intact  subject  its  use  is  at- 
tended with  no  untoward  action;  the  extract  will  both  reinforce  and 
reawaken  uterine  contractions  of  the  parturient  uterus;  in  simple  in- 
ertia the  author  has  obtained  two-thirds  successes  and  in  delayed 
labor  after  rupture  of  membranes  88  per  cent,  successes;  in  vicious 
presentations — face  and  breech — he  has  obtained  100  per  cent,  suc- 
cesses; in  twin  pregnancy  and  in  pelvic  deformity  results  have  been 
less  favorable;  in  hemorrhages  during  labor  the  author  has  had 
success  in  four-fifths  of  his  cases;  in  the  expulsive  period  the  extract 
is  nearly  always  successful — 96  per  cent. ;  it  is  not  of  benefit  in  the 
first  stage  and  should  not  be  used  at  that  period;  it  is  not  dependable 
in  hemorrhage  after  delivery;  it  is  not  to  be  employed  for  the  in- 
duction of  abortion  but  is  of  value  in  the  treatment  of  abortion;  in 
postpartum  retention  of  urine  it  is  of  value  in  88  per  cent.  It  is 
contraindicated  in  cardiovascular  lesions,  chronic  nephritis,  bad 
general  state  of  the  mother  and  exaggerated  disproportion  between 
the  fetal  head  and  pelvis. 

23.  A  Type  of  Anemia  in  Pregnancy  Suggesting  Pernicious 
Anemia. — Petersen  (Archives  mensuelles  d'obstetrique  et  de  gynecologie, 
1918,  vii,  p.  1)  sums  up  a  study  of  three  personal  cases  as  follows: 
one  may  encounter  in  gestation  anemic  states  of  a  pernicious  type 
which  appear  to  be  due  purely  to  the  pregnant  state;  the  malady 
seems  to  evolve  in  the  second  month  of  gestation  or  later — hardly 
ever  before;  after  delivery  it  tends  to  be  aggravated,  although  a  cer- 
tain number  of  patients  recover  spontaneously  at  that  period;  the 
prognosis  is  very  grave,  for  the  affection  seems  entirely  rebellious 
to  treatment  save  in  the  exceptional  case;  the  theoretical  indication 
to  terminate  gestation  appears  to  hold  good  in  practice  and  should 
be  carried  out  as  soon  as  medical  treatment  has  proved  valueless ; 
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the  treatment  is  that  of  pernicious  anemia  in  the  nongravid  and  the 
best  results  appear  to  be  those  which  follow  the  intramuscular  in- 
jection of  defibrinated  blood.  Of  the  author's  three  patients  two 
died  and  one  seems  to  have  made  a  spontaneous  recovery  after  de- 
livery.    The  death  of  one  woman  was  actually  due  to  septicopyemia. 

24.  Mammary  Secretion  of  the  New-born. — Arteaga  (Revista  de 
Medicina  y  Cirugia  de  la  Habaua,  1918,  xxiii,  321)  discusses  this 
subject  with  monographic  thoroughness.  He  gives  in  succession 
the  physiologic,  clinical  and  medicolegal  aspects  and  appends  a  table 
of  fifty-two  personal  observations.  In  the  latter  he  enumerates  the 
day  of  tumefaction,  the  day  of  secretion  and  the  day  in  which  the 
cord  separates.  His  conclusions  are  rather  brief  considering  the 
length  of  the  paper.  They  are  as  follows:  the  phenomenon  is 
physiologic  and  should  therefore  be  present  in  all  new-born;  the 
phenomenon  is  one  of  simple  secretion  and  stands  in  no  definite 
relationship  to  the  detachment  of  the  cord,  this  conclusion  being 
directly  opposed  to  that  of  Casella,  who  strove  to  give  it  forensic 
significance.  The  Italian  author  devoted  a  graduation  thesis  to  the 
subject  and  reported  that  of  thirty-seven  cases  in  only  three  did  the 
mammary  secretion  precede  the  fall  of  the  cord.  But  in  Arteaga's 
forty-six  cases  in  thirty-six  the  secretion  appeared  before  the  latter 
phenomenon.  This  precedence  is  therefore  very  variable  and  due 
to  causes  not  clearly  in  evidence.  Casella's  view  did  not  originate 
with  him  for  Guillot  and  Bouchut  both  affirmed  that  the  swelling 
of  the  breasts  in  the  new-born  does  not  occur  until  after  the  fall  of 
the  cord. 

25.  Use  of  Nitrous  Oxide  in  the  Production  of  Painless  Child- 
birth.— M.  Salzer  (Ohio  State  Med.  Jour.,  1918,  xiv,  406)  states  that 
nitrous  oxide  can  be  used  for  hours  without  fear  of  any  immediate  or 
remote  danger  to  mother  or  child;  that  its  effects  are  under  absolute 
control  at  all  times,  it  can  be  deepened  for  an  examination  or  the 
patient  can  be  allowed  to  come  completely  from  under  its  influence 
at  a  moment's  notice;  that  the  mother  recovers  from  the  confinement 
mentally  clear  and  with  no  unpleasant  recollections;  that  the  babies, 
when  born,  are  of  good  color  and  are  never  on  account  of  the  use  of 
the  gas  itself,  a  source  of  anxiety;  that  it  is  successful  in  the  elimina- 
tion of  pain  when  properly  administered  in  practically  every  case; 
and  that  it  does  not  retard  labor  and  cannot  therefore  in  and  of 
itself  be  a  cause  of  uterine  inertia.  Cyanosis  must  be  carefully 
avoided  and  as  long  as  the  patient's  color  is  good  no  uneasiness  of  any 
kind  need  be  felt.     He  reports  several  illustrative  cases. 

B.  GYNECOLOGY. 

8.  Sarcoma  of  the  Uterus  Arising  from  the  Endometrium. — 
L.  Brady  (Bull.  Johns  Hopk.  Hosp.,  19 18,  xxix,  164)  records  a  case 
of  sarcoma  of  the  uterus  arising  from  the  connective  tissue  of  the 
endometrium.  No  myomatous  changes  were  found  in  any  portion 
of  the  uterus.  Usually  such  tumors  are  due  to  malignant  degen- 
eration of  a  fibromyoma. 
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ii.  Influence  of  Menstruation  on  Acidosis  in  Diabetes  Mellitus. 
— G.  A.  Harrop,  Jr.,  and  H.  O.  Mosenthal  (Bull.  Johns  Hopk.  Hosp., 
1018,  xxLx,  161)  record  a  case  of  diabetes  mellitus  in  which  men- 
struation was  accompanied  by  an  increase  in  the  acidosis.  The 
symptoms  became  more  marked  with  each  successive  period  until 
fatal  coma  occurred.  This  in  not  a  common  sequence  of  events, 
but  indicates  that  diabetic  patients  should  be  closely  observed  during 
the  menstrual  period. 

12.  Uncommon  Causes  of  Pelvic  Hemorrhage  in  Women. — 
One  of  the  cases  reported  by  G.  Taylor  (Practitioner,  1918,  ci,  37) 
was  a  ruptured  ectopic  gestation  with  twins  in  a  single  gestation  sac. 
Another  was  a  case  of  extremely  profuse  hemorrhage  from  a  lutein 
cyst  of  the  right  ovary,  diagnosed  at  the  time  of  operation  as  ovarian 
pregnancy  but  subsequently  shown  by  microscopic  examination 
to  be  due  to  spontaneous  rupture  of  a  lutein  cyst.  Eighteen  months 
later  the  patient,  still  unmarried,  presented  herself  with  the  same  con- 
dition in  the  left  ovary  but  with  only  moderate  intraperitoneal 
bleeding. 

13.  Method  of  Dealing  with  Divided  Ureters  when  Implantation 
into  the  Bladder  is  Impossible  or  when  that  Viscus  is  Absent. — 
W.  B.  Bell's  (Lancet,  1918,  cxciv,  838)  method  concerns  the 
fate  of  ureters  which  cannot  be  implanted  into  the  bladder,  either 
because  they  have  been  divided  too  far  away  or  because  there  is  no 
bladder  in  which  to  implant  them — that  is  to  say  when  there  is  a 
condition  of  ectopia  vesicae,  or  removal  of  the  bladder  is  indicated 
in  the  treatment  of  neoplasms.  The  important  fact  is  that  it  is 
possible  to  sterilize  an  isolated  loop  of  bowel  in  a  few  days. 

At  the  first  operation  laparotomy  is  performed  through  a  central 
subumbilical  incision.  The  anterior  branch  of  the  internal  iliac 
artery  is  tied  on  either  side  to  diminish  the  blood  supply  to  the  pelvic 
organs,  and  so  to  facilitate  the  subsequent  procedures.  Next,  a 
loop  of  the  lower  ileum,  about  18  inches  in  length,  with  its 
mesentery,  is  isolated,  and  an  anastomosis  is  made  to  carry  on  the 
function  of  the  intestinal  tract  from  which  the  loop  has  been  excised. 
The  apex  of  the  isolated  piece  of  bowel  is  now  superficially  attached 
to  the  fundus  of  the  bladder,  and  the  two  ends  of  the  loop  are 
brought  out  through  stab-wounds  in  the  iliac  region  on  either  side 
and  fixed  in  position. 

The  central  incision  in  the  parietes  is  then  closed.  The  dressings 
over  the  open  ends  of  bowel  should  be  changed  frequently,  as  there  is 
a  good  deal  of  discharge,  especially  from  the  distal  end,  for  a  few 
days.  When  the  attachments  at  these  orifices  are  quite  firm  swabs 
are  taken  from  the  interior  of  the  bowel  with  precautions  against 
superficial  contamination.  Subsequently  the  loop  of  bowel  is 
washed  out  twice  daily  with  a  1-30  solution  of  Milton  fluid. 
Within  ten  days  the  bowel  is  sterile  or  practically  so. 

At  the  second  operation  a  self-retaining  catheter  is  first  placed  in 
the  bladder,  and,  after  the  abdomen  has  been  reopened,  the  apex  of 
the  loop  of  bowel  is  detached  from  the  fundus  of  the  bladder.  The 
ureters  in  turn  are  divided  at  the  pelvic  brim  and  are  implanted  into 
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the  isolated  loop  in  the  manner  described  by  Stiles.  The  whole 
pelvis  is  then  cleared;  the  genitalia  with  the  upper  part  of  the  vagina, 
the  parametrial  glands  and  connective  tissue,  together  with  a  large 
diamond-shaped  piece  of  the  base  of  the  bladder — the  largest  area  of 
which  is  situated  over  the  front  of  the  cervix — are  removed.  The 
aperture  in  the  bladder  is  closed  with  two  layers  of  continuous 
sutures.  The  apex  of  the  isolated  loop  of  bowel  in  which  the  ure- 
ters have  been  implanted  is  now  anastomosed  with  the  fundus  of 
the  bladder.  The  self-retaining  catheter  should  be  utilized  for  a 
week  to  keep  the  bladder  empty.  The  operation  is  completed  by 
the  closure  of  the  abdominal  wound  and  of  the  open  ends  of  the  iso- 
lated loop  of  intestine,  unless  it  be  judged  advisable  to  keep  one  or 
both  ends  open  for  the  purposes  of  lavage.  In  this  case  the  openings 
are  closed  subsequently  at  a  third  operation. 

14.  Congenital  Variations  in  Peritoneal  Relations  of  Ascending 
Colon,  Cecum,  Appendix  and  Terminal  Ileum. — Variations  in  the 
peritoneal  attachments  of  the  colon,  appendix  and  terminal  ileum 
have  for  a  long  time  been  well  recognized  by  anatomists  and  patho- 
logists. Such  variations  are  found  frequently  in  infants,  as  shown 
by  the  examination  by  S.  C.  Harvey  (Annals  Surg.,  1918,  lxvii, 
641)  of  105,  between  birth  and  two  years  of  age.  These  variations 
are  identical  with  certain  adhesions  seen  in  the  adult  about  the  gall- 
bladder, hepatic  flexure,  ascending  colon  ("Jackson's  membrane"), 
cecum,  appendix  and  terminal  ileum  ("Lane's  band  ")  and  frequently 
but  wrongly  ascribed  to  inflammation.  Congenital  adhesions  occur 
in  nearly  50  per  cent,  of  normal  abdomens.  Many,  perhaps  the  ma- 
jority, of  such  structures  in  the  adult  show  no  definite  anatomical 
inflammatory  basis;  that  is,  there  is  no  sign  of  inflammation  in  the 
adjacent  viscera  unless  the  adhesions  themselves  are  taken  to  be 
such.  With  this  in  view  the  similar  location  in  the  infant  and  in 
the  adult  is  corroborative  proof  of  their  identity.  The  clinical  im- 
portance of  such  variations  in  relation  to  the  syndrome  of  "chronic 
appendicitis"  has  in  the  past  ten  years  been  well  demonstrated. 

17.  Vaginal  Metastases  of  Hypernephroma.- — In  a  woman,  aged 
fifty-four  years,  a  large  retroperitoneal  tumor  on  the  left  side  wiiose 
nature  could  not  be  determined  was  found  by  G.  Gellhorn  (Amer. 
Jour.  Med.  Set.,  1918,  clvi,  94).  Vaginal  examination  revealed  the 
presence  of  two  growths  in  the  anterior  vaginal  wall  near  the  in- 
troitus.  These  growths  were  of  the  size  and  shape  of  raspberries 
and  were  easily  shelled  out  with  the  finger-nail.  Microscopic  ex- 
amination showed  typical  hypernephroma.  It  was  then  assumed 
that  the  two  vaginal  growths  were  metastases  of  the  obscure  retro- 
peritoneal tumor  and  that  the  latter  was  a  hypernephroma  of  the 
kidney.  The  patient  died  suddenly  a  few  days  later  and  autopsy 
fully  confirmed  the  correctness  of  the  diagnosis.  Vaginal  metastases 
of  hypernephroma  are  extremely  rare.  Literature  contains  but  nine 
other  instances  of  this  kind.  It  is,  however,  probable  that  many 
cases  of  primary  sarcoma  of  the  vagina  are  in  reality  hypernephroma- 
tous  in  nature  and  secondary  to  a  malignant  tumor  of  the  kidney. 

20.  Exfoliative  Vaginitis. — This  is  a  rare  affection  which  is  char- 
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acterized  by  a  superficial  necrosis  of  the  vaginal  mucosa.  The 
process  manifests  itself  in  the  expulsion  of  a  complete  cost  of  the 
vagina  or  of  more  or  less  extensive  pieces  of  the  mucous  covering. 
M icroscopicallv.  the  discharged  specimens  are  composed  of  vaginal 
epithelium.  The  etiology  of  the  disease  may,  as  a  rule,  be  traced  to 
thermic  or  chemical  irritants,  but  no  such  cause  could  be  elicited  in 
two  cases  reported  by  W.  Kerwin  (Surg.,  Gyn.  and  Obst.,  1918, 
xxvii,  151).  Of  these,  one  occupies  a  unique  position  in  so  far  as 
number  and  completeness  of  the  vaginal  molds  are  concerned. 
Forty  were  passed  within  twelve  months,  at  intervals  of  one  to 
three  weeks. 

22.  Modern  Principles  in  the  Control  and  Management  of  Can- 
cer.— E.  Reynolds  (Bost.  Med.  and  Surg.  Jour.,  1918,  clxxix,  147) 
states  that  a  malignant  new-growth  in  any  situation  is  frequently 
the  product  of  a  continuous  chronic  irritation.  Most  benign  new- 
growths   must   be   regarded   as   possessing   potential  malignancy. 

The  signs  and  symptoms  which  we  were  all  taught  to  use  in  diag- 
nosing cancer  are  now  regarded  as  the  signs  and  symptoms  of  devel- 
oped and  established  malignancy,  and  therefore  of  malignancy  which 
has  become  almost,  if  not  wholly,  insusceptible  of  a  radical  cure. 
The  duty  of  the  physician  to  his  patients  is  now  to  recognize,  diag- 
nose, and  treat  radically  the  conditions  which  ordinarily  precede 
cancer  in  its  several  situations,  and  which  are  for  the  most  part 
readily  curable  if  radical  treatment  is  adopted  before  actual  malig- 
nancy has  become  established.  The  general  principle  of  treatment 
is  the  immediate  removal  of  any  mechanical  or  physiological  irritation 
which  could  conceivably  cause  an  existing  thickening  or  ulceration, 
and  if  this  removal  of  irritation  is  not  promptly  followed  by  the 
disappearance  of  the  lesion,  an  immediate  and  thorough  excision  of 
the  induration  or  ulcer  while.it  is  still  benign,  by  an  incision  made 
through  unaffected  tissues  and  without  entering  the  lesion  itself. 
The  more  important  of  what  are  now  commonly  spoken  of  as  the 
precancerous  conditions  (those  which  predispose  to  cancer  but  are 
not  malignant)  are  as  follows:  moles  (and  especially  pigmented 
moles),  keratoses,  ulcers  of  the  skin  and  orifices  of  the  body,  gall- 
stones, ulcers  of  the  stomach,  ulcers  of  the  mouth,  cystitis,  erosions 
of  the  cervix,  premature  or  obstructed  involution  of  the  breast, 
uterus  and  prostate,  the  adenomata,  the  papillomata  (especially  in 
the  intestines,  bladder  and  thyroid  glands),  cysts  in  the  ovary  and 
breast,  because  they  tend  to  develop  papillomata  of  their  linings, 
polyps  of  the  uterus  or  rectum,  and,  in  general,  all  epithelial  neo- 
plasms. Cancer  of  the  breast  usually  has  a  long  and  definite  pre- 
cancerous stage,  which  is  almost  always  easily  recognizable  and  can 
be  removed  by  an  exceedingly  trifling  operation.  The  usual  stages 
in  the  development  of  the  disease  are  cystic  dilatation  of  one  or  more 
of  the  milk  ducts,  proliferation  of  the  epithelial  lining  of  the  cyst, 
usually  the  formation  of  papillomata  within  the  cyst,  extension  of  the 
proliferating  epithelium  into  the  surrounding  tissues,  and  the  axillary 
or  subclavian  invasion  of  the  lymph  nodes.  During  the  cystic  stage 
the  disease  is  painless.     Any  chronic  lump  in  the  breast  which  has 
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persisted  for  a  month  without  decrease  should  be  removed.  The 
standard  operation  is  the  removal  of  the  cyst  and  of  a  pie-shaped  bit 
of  breast  which  contains  all  the  ducts  behind  the  cyst  through  a 
small  radiating  incision,  and  by  a  dissection  which  goes  clear  of  the 
cyst.  The  cyst  should  be  immediate])'  submitted  to  (frozen  section) 
pathological  examination,  made  during  the  continuance  of  the  opera- 
tion. In  case  the  immediate  pathological  examination  shows  the 
presence  of  even  a  minute  quantity  of  malignant  tissue,  the  entire 
breast  should  be  removed  with  the  skin  over  it  and  with  the  pectoral 
muscles.  The  incision  should  then  be  extended  into  the  axilla  and 
the  subclavian  space  should  be  removed.  At  this  stage  extensive 
radical  removal  has  an  extremely  high  percentage  of  subsequent 
immunity,  probably  more  than  90  per  cent.  A  few  weeks  later, 
when  the  disease  is  clinically  recognizable  as  carcinoma  this  is  small. 
When  an  irritation  or  enlargement  of  the  ducts  is  central  and  near 
the  nipple,  it  may  be  attended  by  slight  serosanguineous  discharge 
from  the  nipple,  and  in  this  case  the  primary  operation,  during  even 
the  precancerous  stage,  must  involve  removal  of  the  entire  breast. 
The  squamous  carcinomata  of  the  cervix  are  extremely  malignant 
and  extend  nearly  through  the  lymphatic  ducts  of  the  broad  liga- 
ments into  the  retroperitoneal  glands  along  the  spine.  This  disease  is, 
however,  almost  always  (probably  invariably)  preceded  by  an  irritat- 
ing cervical  leukorrhea  and  consequent  erosion  of  the  vaginal  surface 
of  the  cervix.  If  prompt  and  efficient  minor  treatment  and,  if 
necessary,  curettage  is  applied  in  this  stage,  the  possibility  of  future 
malignancy  is  done  away  with,  but  such  cases  should  always  be  kept 
under  observation  for  some  time  after  apparently  complete  relief. 
When  the  erosion  is  so  deep  and  permanent  as  to  resist  minor  treat- 
ment the  cervix  should  be  amputated  and  submitted  to  the  micro- 
scope. If  the  stage  of  proliferating  invasion  of  the  underlying 
tissues  has  been  reached,  an  immediate  panhysterectomy  is  the 
standard  procedure,  and  if  done  very  early  in  this  stage,  will  yield 
considerable  percentages  of  permanent  immunity.  The  clinical 
syrrtptoms  at  this  stage  are  an  ichorous  and  frequently  offensive 
leukorrhea  with  slight  bleeding  after  trauma,  as  in  coitus  or  douching, 
and  later,  but  usually  only  after  the  establishment  of  malignancy, 
intermittent  hemorrhage  without  trauma.  When  actual  malignancy 
is  present  permanent  relief  is  rare  in  this  situation.  The  adeno- 
carcinomata  of  the  body  begin  as  mere  nonmalignant  adenomas  of 
the  mucous  membranes.  They  later  assume  a  carcinomatous 
character  and  extend  throughout  the  thickness  of  the  uterine  wall, 
accompanied  by  progressive  increase  in  the  size  of  the  organ.  In 
this  situation  the  disease  generalizes  slowly  and  mainly  by  direct 
extension  until  at  a  late  stage  it  penetrates  the  peritoneal  surface  of 
the  uterus,  and  its  cells  then  rapidly  disseminate  themselves  through- 
out the  peritoneal  cavity  and  give  rise  to  secondary  papillomatous 
growths  at  whatever  places  they  may  chance  to  attach  themselves. 
The  only  early  symptoms  of  the  disease  are  increased  catamenial  flow- 
ing and,  more  significant,  occasional  irregular  sanguineous  discharges, 
usually  small  in  quantity  and  serous  in  character.     The  presence 
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of  this  symptom  with  an  even  slightly  enlarged  uterus  makes  imme- 
diate operation  imperative.  It  should  consist  of  curettage,  submis- 
sion of  the  fragments  to  the  microscope  and  complete  hysterectomy 
at  the  same  sitting  if  indicated.  The  prognosis  after  hysterectomy 
is  almost  uniformly  favorable  in  the  early  stage  of  the  disease,  even 
after  some  actual  carcinoma  is  present,  and  often  unexpectedly  so 
with  fully  developed  disease  if  peritoneal  perforation  has  not  taken 
place.  Cancer  of  the  ovary  is  comparatively  rare.  Its  history  is  the 
development  of  papillomata  and  later  carcinoma  within  the  cavity 
of  a  previously  benign  cyst.  Later  it  progresses  into  deep  infiltration 
of  the  wall  of  the  cyst,  followed  usually  by  an  adhesion  of  the  cyst 
to  surrounding  organs  and  penetration  of  the  carcinoma  into  the 
attached  tissues.  The  precancerous  stage  is  the  presence  of  a 
simple  ovarian  cyst,  and  the  standard  operation  at  all  stages  is  the 
removal  of  the  affected  ovary.  The  prognosis  is  good  so  long  as  the 
disease  is  confined  within  the  cyst.  In  the  palliation  of  inoperable 
cancer  radiation  takes  an  important  place.  The  s-ray  is  available 
for  the  more  superficial  forms,  while  radium  exerts  a  deeper  effect. 

25.  Case  of  Uterus  Bicornis  Duplex  Cum  Vagina  Septa. — Haug- 
seth  (Norsk  Magazin  for  Laegevidenskaben,  1918,  lxxix,  p.  781)  saw 
a  case  of  this  deformity  in  a  married  woman  aged  forty-nine  years, 
admitted  for  abdominal  tumor,  which  proved  to  be  a  left-sided 
ovarian  cyst  and  was  removed  by  the  author.  He  found  that  no 
tube  or  ovary  existed  on  the  right  side.  The  anomaly  of  the 
uterovaginal  canal  was  recognized  and  it  was  then  learned  that 
the  patient  had  begun  to  menstruate  at  eighteen,  the  flow  having 
gradually  become  scanty  with  long  intervals  of  amenorrhea,  ceasing 
entirely  at  forty-three  years.  She  had  borne  five  living  children 
out  of  seven  pregnancies,  the  others  ending  in  miscarriage  at  the 
sixth  month.  There  had  never  been  menstruation  during  preg- 
nancy. She  had  apparently  been  pregnant  alternately  in  both 
halves  of  the  uterus. 

26.  Focal  Infections  of  the  Female  Genitalia. — F.  J.  Taussig 
{Jour.  State  Med.  Mo.  Assn.,  1018,  xv,  205)  says  that  no  search  for  the 
primary  site  of  a  focal  infection  in  women  should  omit  a  thorough  ex- 
amination of  the  entire  genital  tract  in  the  cases  in  which  the  primary 
focus  is  elsewhere  and  the  genital  organs  are  secondarily  involved. 
The  offending  microorganism  may  be  the  streptococcus,  the  colon 
bacillus  or  the  typhoid  bacillus.  The  organ  infected  is  usually  the 
tube  or  ovary,  especially  ovarian  retention  cysts.  The  group  in 
which  the  primary  focus  lies  in  the  genital  tract  is  more  numerous 
and  may  be  subdivided  into  (a)  the  acute  infections;  (b)  the 
chronic  infections.  Under  the  head  of  acute  infections  we  should 
properly  include  the  septicemias  associated  with  the  pregnant 
state.  The  instances  of  gonorrheal  arthritis,  endocarditis  or  in 
other  words  of  gonococcus  septicemia  are  relatively  few.  When 
we  consider  the  frequency  of  chronic  pus  collections  in  the  tubes, 
the  relative  infrequency  of  chronic  joint  infections  in  these  women 
is  rather  striking.  Most  of  these  infections  are  due  to  gonococci. 
Only   secondary   infection   of  such  sacs  with  septic  organisms  or 
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colon  bacillus  gives  rise  to  more  general  systemic  disturbance. 
The  writer  cautions  against  any  routine  removal  of  pus  tubes  in 
these  women  until  other  more  accessible  parts  of  the  body  had 
been  corrected  without  relief  of  systemic  disturbances.  A  pyo- 
metra  can  usually  be  corrected  by  thorough  dilatation  and  drainage 
of  the  uterine  cavity  without  removal  of  the  organ  itself.  Infections 
of  Bartholin's  gland  are  best  treated  by  removal  of  that  structure. 
More  attention  should  be  paid  to  the  after-treatment  of  these  cases 
after  the  removal  of  whatever  we  believe  to  be  the  primary  focus. 

27.  Cecoplication. — W.  W.  Cheyne  and  A.  Edmunds  '(Lancet, 
1 9 18,  cxciv,  842)  say  that  there  is  a  group  of  patients  which  present 
all  the  symptoms  commonly  ascribed  to  a  chronic  appendicitis, 
in  spite  of  the  fact  that  this  organ  has  been  removed.  They  consider 
that  the  symptoms  are  due  to  the  stretching  of  the  bowel  wall, 
and  recommend  that  the  size  of  the  lumen  should  be  diminished  by 
"cecoplication" — that  is,  by  sewing  together  the  anterior  and 
posterior  bands.  They  believe  that  this  operation  deserves  a  wider 
application:  that  it  adds  practically  nothing  to  the  severity  of  the 
operation,  and  greatly  increases  the  patient's,  chance  of  com- 
plete recovery.  They  recommend  that  the  operation  should  be 
done  as  follows:  The  suture  is  commenced  where  the  stump  of 
the  appendix  is  invaginated,  preferably  with  fine  catgut.  The  needle 
is  passed  through  the  adjacent  edges  of  the  anterior  and  posterior 
bands,  which  converge  at  this  point,  and  these  edges  of  the  bands 
are  then  united  by  a  continuous  suture  extending  upward  for  3 
or  4  inches  toward  the  hepatic  flexure.  At  first  the  saccula- 
tions of  the  colon  tend  to  bulge  between  the  stitches,  but  as  the  end 
of  the  suture  line  is  approached  this  becomes  less  and  less,  until, 
as  a  rule,  the  whole  lies  quite  smooth.  If  there  is  any  tendency  of 
the  bowel  wall  to  bulge  over  the  end  of  the  suture  line,  this  can  be 
counteracted  by  picking  up  the  bowel  wall,  between  the  bands,  in 
the  last  stitch.  The  suture  is  then  reversed  and  carried  downward 
toward  its  starting  point,  this  time,  however,  picking  up  the  edges 
of  the  bands  which  were  originally  farthest  from  each  other,  and  the 
suture  is  continued  until  the  starting  point  is  again  reached.  In  this 
way  the  whole  of  the  bowel  wall  between  the  bands  is  invaginated 
and  held  in  place  by  union  between  the  surfaces  of  the  bands,  which 
have  been  sutured  face  to  face. 

28.  Predisposing  Cause  of  Cancer  in  Women. — J.  E.  McCullough 
(Ohio  State  Med.  Jour.,  191S,  xiv,  411)  sugests  that  the  large  causa- 
tive factor  of  cancer  in  women  is  inherent  "toxicity."  The  female 
breast  and  uterus  as  the  most  common  sites  for  cancer  must  find 
explanation  in  that  these  organs  are  specialized  in  their  develop- 
ment, possessing  in  themselves  a  life  function  much  shorter  than 
the  surrounding  tissues,  subject  to  a  limited  cycle  of  function, 
therefore,  more  subject  to  early  cell  death  or  to  cell  proliferation 
according  to  stimulation  or  irritation.  Toxicity  produced  in  the  body 
economy  through  intestinal  absorption,  focal  infective  centers,  etc., 
has  already  commanded  the  attention  of  our  entire  profession. 
Woman  with  her  burden  of  specialized  tissue  (uterus  and  breast)  is 


SELECTED   ABSTRACTS  639 

the  special  victim  of  toxicity.  Cancer  implant  may  occur  in  the 
female  child  during  the  premenstrual  life,  from  neglected  consti- 
pation and  the  mischievous  error  of  ignoring  bad  teeth  and  bad 
tonsils,  centers  of  focal  infection.  These  centers  thrust  their  burden 
of  toxine  into  lymph  channels,  blood  is  impoverished,  new  cell 
growth  is  disturbed  and  abnormality  of  cell  arrangement  is 
accentuated.  The  very  forces  that  are  active  in  the  true  cell 
development  are  held  in  check  while  the  vicious  cell  arrangements 
are  not  throttled. 

29.  Insufficiency  or  Hypofunction  of  the  Ovary . — Dr.  J.  Pereira 
de  Camargo  (Revista  de  Gynecologic  e  d'Obstetricia  do  Rio  de  Janeiro, 
1918,  xii,  91)  asserts  that  the  practitioner  often  confounds  hyper- 
function  of  the  ovary  with  insufficiency,  with  the  result  that 
opotherapy  is  unsuccessful.  He  has  followed  up  a  series  of  cases 
in  which  insufficiency  was  the  diagnosis,  only  to  learn  that  the 
opposite  condition  prevailed.  There  is  no  such  thing  in  pathology 
as  a  monoglandular  syndrome  for  all  endocrine  syndromes  are 
pluriglandular  with  predominance  of  one  gland.  He  seeks  to 
show  that  such  syndromes  are  present  at  all  of  the  critical  periods 
of  woman's  existence — puberty,  menstruation,  pregnancy,  puer- 
perium  and  menopause.  The  endocrine  component  is  associated 
herein  with  vagosympathetic  components.  In  making  a  complete 
diagnosis  it  is  necessary  to  determine  the  state  of  the  sympathetic 
system;  for  in  ovarian  insufficiency  we  may  see  associated  either 
vagotonia  or  sympathicotonia.  In  hyperfunction  of  the  ovary 
the  patient  should  receive  extract  of  mammary  gland. 

30.  Pseudomyxoma  of  Appendicular  Origin.- — Hartmann  and 
Binet  (Annates  de  gynccologie  et  d'obstctriquc,  1918,  xiii,  65)  relate  a 
personal  case  of  this  condition  and  give  a  resume  of  twenty-five  other 
cases  from  literature.  Of  that  number  three  others  are  from  the 
practice  of  one  or  the  other  of  the  authors  whose  total  contribution 
is  therefore  four  cases.  The  earliest  reported  case  goes  back  only  to 
1 901,  and  the  great  majority  have  been  seen  in  the  past  ten  years. 
These  figures  refer  only  to  the  formations  which  are  of  appendicular 
origin,  for  similar  growths  originating  elsewhere  in  the  abdomen 
have  long  been  known.  The  study  of  this  material  enables  one  to 
arrive  at  the  following  conclusions :  in  nineteen  out  of  twenty-six  cases 
there  was  a  perforation  of  the  appendix.  Of  the  remainder  we  only 
know  that  a  perforation  was  absent  in  two  cases.  In  these  exceptions 
the  wall  of  the  appendix  was  extremely  thin,  a  mere  pellicle  remaining. 
The  author  suggests  that  an  old  perforation  may  have  been  occluded. 
The  gelatinous  masses  were  usually  encysted  but  in  a  number  of 
cases  were  free  in  the  peritoneal  cavity.  While  as  a  rule  there  was 
a  typical  history  of  recurrent  appendicitis  the  myxoma  was  chiefly 
discovered  by  accident  during  the  abdominal  operation.  The 
association  of  appendicitis  with  tumor  formation  has  led  only  to 
the  diagnosis  of  inflammatory  exudate  or  independent  neoplasm. 
In  a  series  of  cases  the  presence  of  appendicitis  was  masked  by  the 
tumor,  which  however  was  of  the  silent  type.  The  authors  believe 
that  it  is  quite  impossible  to  make  a  diagnosis  in  these  cases,  although 
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one  might  certainly  suspect  the  existence  of  one  of  these  growths 
under  certain  circumstances.  Although  the  diagnosis  of  inoperable 
tumor  has  been  made,  the  prognosis  in  these  cases  is  really  good; 
and  herein  the  myxoma  of  appendicular  origin  differs  from  the 
ovarian  type  because  in  the  latter  case  the  parent  tumor  in  the 
ovary  may  be  generalized  over  the  peritoneum.  The  treatment 
consists  in  scooping  out  the  gelatinous  masses  and  in  the  ablation 
of  the  appendix. 

C.    MISCELLANEOUS    TOPICS. 

i.  Determination  of  Sex. — Airs.  D.  McConnel's  (Med.  Press, 
1918,  n.  s.,.cvi,  27)  experiments  were  made  only  when  the  conditions 
were  normal,  that  is  to  say,  twenty-eight  days  between  the  periods, 
five  days  period,  and  a  normal  flow.  For  any  given  desired  result, 
only  one  act  of  insemination  took  place  between  two  periods, 
either  on  the  first  or  second  days  after  the  cessation  of  the  period 
for  girls,  or  on  the  fourth  or  fifth  days  after  the  cessation  of  the 
period  for  boys.  All  the  experiments,  eighteen  in  number,  resulted 
as  desired.  Inquiries  among  women  strengthened  her  belief  in  the 
theory  of  her  method.  She  found  that  intercourse  on  the  third  or 
fourth  day  before  a  period  and  on  the  fourth  to  the  eighth  inclusive 
after  a  period  produced  boys:  on  the  first  or  second  before  and  the 
first  or  second  after  a  period,  girls.  She  states  that  potentiality 
of  nourishment  is  an  essential  of  the  female  cell  or  one  which  is 
to  produce  the  female.  It  must  exhibit  a  preponderance  of  nourish- 
ing matter.  The  female  cell  absorbs  through  the  cell  membrane 
certain  qualities  of  nourishment  from  the  medium  in  wrhich  it  lies  or 
moves.  When  the  content  of  nourishment  has  reached  its  com- 
plement, the  cell  proceeds  to  prepare  itself  for  fertilization  by  throwing 
off  the  polar  bodies.  Should  fertilization  not  now  take  place,  the 
nourishing  element  begins  to  wane,  and  the  cell  finally  dries  up  and 
dies,  is  absorbed,  or  passes  away.  When  the  sperm  enters  the  ovum 
the  cell  wall  immediately  closes,  so  that,  whatever  the  condition  of 
the  ovum  at  the  time,  whether  its  complement  of  nourishment  has 
not  yet  been  attained,  whether  it  is  full,  or  whether  it  is  diminished, 
the  result  of  fertilization  is  already  decided  according  to  the  condi- 
tions of  the  nourishing  qualities  in  the  field  in  which  the  nuclear 
elements  of  the  sperm  must  expand.  In  other  words,  if  the  nuclear 
elements  of  the  sperm  expand  in  a  wide  field  of  nourishment,  the 
female  results,  if  [before  the  nourishment  has  reached  its  comple- 
ment, or  after  it  has  diminished,  a  male  results. 
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To  look  up  the  titles  of  articles  on  molar  pregnancy  which  have 
appeared  during  the  last  few  decades,  is  a  rather  wearisome  task, 
for  by  far  the  great  majority  of  the  articles  concern  themselves 
merely  with  the  report  of  a  case,  or  rarely,  of  several  cases  of  hydati- 
form  mole.  The  recent  cancer  literature  stands  in  marked  contrast 
to  this,  for  not  even  the  general  practitioner  will  report  a  routine 
case  of  cancer  of  the  breast,  let  us  say.  The  significance  of  these 
facts  is  self-evident,  and  whatever  else  they  may  mean  they  do  imply 
that  hydatiform  mole  still  is  regarded  as  a  rare  condition.  Indeed, 
many  of  those  reporting  "a  case"  still  frankly  say  so,  and  although 
the  incidence  of  hydatiform  degeneration  is  estimated  variously  by 
different  authors  and  investigators,  there  seems  to  be  entire  agree- 
ment that  it  is  a  rare,  even  if  not  an  extremely  rare  condition.  This 
opinion  seems  to  be  shared  even  by  those  general  practitioners 
whose  obstetrical  cases  run  high  up  into  the  hundreds  or  even  into 
the  thousands.  Indeed,  many  general  practitioners  declare  that 
they  have  not  seen  a  single  case  of  hydatiform  mole  during  the  prac- 
tice of  a  long  life. 

*  From  the  Department  of  Embryology,  Carnegie  Institution  of  Washington 
and  Department  of  Anatomy,  Stanford  Medical  School. 

Note. — The  Editor  accepts  no  responsibility  for  the  views  and  statements 
of  authors  as  published  in  their  "Original  Communications." 
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This  prevailing  opinion  cannot  be  attributed  solely  to  the  in- 
fluence of  the  schools  or  to  books,  but  is  based  upon  the  actual 
experience  of  the  individual  practitioner,  and  upon  his  conception 
of  what  constitutes  hydatiform  degeneration.  Menu  (1899),  for 
example,  said  that  a  small  hvdatiform  mole  weighs  300  grams,  a 
large  one  8000,  with  an  average  weight  in  his  series  of  cases  of  1700 
grams.  But  even  specialists  in  charge  of  hospitals  have  reported 
experiences  similar  to  that  of  the  general  practitioner.  Pozzi  (1909), 
for  example,  stated  that  although  he  had  observed  more  than  6000 
cases  of  labor  in  his  private  and  hospital  practice  he  never  met  with 
a  case  of  hvdatiform  mole!  Moreover,  it  would  seem  that  only 
some  specialists  have  come  to  regard  the  condition  as  somewhat 
less  rare  than  was  heretofore  supposed.  This  is  well  expressed  by 
Williams  (191 7),  who  wrote:  ''Hvdatiform  mole  is  a  rare  disease, 
occurring,  according  to  Madam  Boivin,  once  in  20,000  cases.  On 
the  other  hand,  the  statistics  of  Williamson  would  indicate  that  it 
may  be  found  but  once  in  2400  cases."  Williams  adds,  that  in  his 
own  experience  it  occurred  even  more  frequently  than  stated  by 
Williamson  and  Essen-Moller  (19 12)  on  the  basis  of  6000  cases  treated 
between  1 899-1 908,  gives  the  incidence  at  the  Frauenklinik  at 
Lund  as  3  per  thousand.  My  former  colleague,  De  Lee  (1915),  in 
commenting  on  hydatiform  degeneration,  also  states  that  he  has 
"frequently  found  in  aborted  ova  one  or  more  villi  degenerate  and 
forming  vesicles."  Similar  remarks  were  made  also  by  others, 
notably  by  Miiller  (1847),  Marchand  (1895),  Veit  (1899),  van  der 
Hoeven  (1900),  Hiess  (19 14),  and  according  to  him  also  by  von 
Hecker,  Langhans,  Weber  and  Frankel.  Findley  (1817)  also  regards 
it  '"as  fair  to  conclude  with  Veit,  Freund  and  Dunger  that  abortive 
types  of  hydatiform  mole  are  commonly  overlooked,"  and  although 
he  gave  no  evidence  for  his  opinion  Weber  (1892)  insisted  that 
hydatiform  mole  '"occurs  much  oftener  than  we  are  led  to  believe 
from  books  or  other  literature."  Essen-Moller  says  Konig  gave 
an  incidence  of  1  per  728  cases.  Pozzi  (1908)  states  that  Dubisay  and 
Jennin  found  in  1903  that  hydatiform  degeneration  occurs  once  in 
2000  pregnancies,  and  that  Cortiguera  in  1906  declared  that  the 
frequency  of  hydatiform  mole  has  a  discouraging  variation  of  from 
1  in  3000  to  1  in  700  labors,  but  that  in  his  personal  experience 
Cortiguera  saw  1  case  in  every  300  labors.  This  incidence  is 
only  slightly  higher  than  that  given  by  Essen-Moller  for  the  clinic 
at  Lund,  and  somewhat  below  that  of  Kroemer  (1907),  who  found 
15  hydatiform  moles  in  3856  births,  or  1  in  every  257  cases. 
Mayer  (191 1)  reported  10  instances  among  3105  cases  of  labor,  an 
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incidence  of  i  in  310,  and  it  is  only  necessary  to  add  that  Donskoj 
(191 1)  stated  that  the  incidence  of  hydatiform  mole  in  28,406 
cases  at  the  Frauenklinik  at  Munchen  between  the  years  1884  and 
1910  was  only  1  for  every  405S  births,  this  to  emphasize  the  dis- 
couraging variation  of  which  Cortiguera  spoke.  Donskoj  also 
stated  that  Engel  gave  the  incidence  as  1  in  800,  and  Korn  as  1  in 
1250  births.  Such  a  surprising  fluctuation  in  the  apparent  incidence 
in  adjacent  communities  points  to  differences  in  conception  of  what 
constitutes  a  hydatiform  mole,  and  also  to  differences  in  character 
of  the  material  upon  which  these  calculations  are  based. 

The  existence  of  hydatiform  degeneration  in  far  greater  frequency 
than  commonly  supposed,  is  indicated  also  by  the  records  of  the 
Department  of  Embryology  of  the  Carnegie  Institution  of  Washing- 
ton. However,  the  material  covered  by  these  records  is  not  identical 
with  that  upon  which  the  above  opinions,  or  those  of  other  obste- 
tricians are  based.  The  opinion  of  the  obstetrician  is  based  upon 
material  belonging  very  largely  in  the  later,  while  that  in  the  Mall 
Collection,  on  the  other  hand,  belongs  very  largely  in  the  earlier 
months  of  pregnancy. 

Hence  this  material  is  not  truly  representative  of  the  entire 
period  of  gestation  but  the  same  thing  is  true  of  the  material  upon 
which  the  general  practitioner,  the  obstetrician  and  the  gynecologists 
have  based  their  opinions,  largely  upon  material  from  the  last  months 
of  pregnancy.  Hence  mainly  the  cases  of  hydatiform  degeneration 
which  survive  come  to  their  attention.  But  unless  we  can  assume 
that  the  incidence  of  hydatiform  degeneration  is  constant  during  the 
whole  period  of  gestation,  its  incidence  at  any  particular  time  of  this 
period  may  very  incorrectly  express  that  at  any  other  time.  This 
could  fail  to  be  true  only  if  the  incidence  of  death  of  the  conceptuses 
and  their  susceptibility  to  hydatiform  degeneration  were  exactly 
uniform  throughout  every  period  of  intrauterine  life.  But  we  know 
that  neither  is  true,  for  it  is  common  knowledge  that  by  far  the  great 
majority  of  the  cases  of  uterine  hydatiform  degeneration,  recorded 
in  the  literature,  are  mature  specimens  of  total  or  partial  degeneration 
obtained  in  the  later  months  of  pregnancy.  Although  such  speci- 
mens may  contain  villi  in  various  stages  of  degeneration,  they 
nevertheless  represent  end  or  near-end  results.  They  are  full-term 
or  near-term  products,  when  regarded  as  hydatiform  degenerations, 
and  unless  we  are  to  assume  that  conceptions  once  affected  by 
hydatiform  degeneration  always  survive  up  to  this  period,  statistical 
deductions  base,d  on  the  cases  that  do  survive  can  give  us  little  of 
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an  idea  of  the  actual  frequency  of  the  condition  throughout  the 
entire  period  of  antenatal  life. 

That  the  specimens  upon  which  past  and  also  present  opinion  is 
based  usually  were  large,  is  confirmed  by  the  belief  in  the  prevailing 
clinical  criterion  of  the  existence  of  a  disproportionately  large  uterus 
in  cases  of  hydatiform  mole.  The  emphasis  laid  on  this  by  clinicians 
is  well  illustrated  by  Seitz  (1904),  who  says  that  cases  in  which  the 
uterus  is  too  small  are  the  exception.  Indeed,  it  seems  that  the 
validity  of  this  clinical  dictum  has  been  questioned  only  very 
recently,  viz. ;  by  Briggs  (1912).  Since  most  early  conceptions  show- 
ing hydatiform  degeneration  have  been  inhibited  in  growth,  before 
being  aborted,  it  probably  is  only  the  specimens  which  persist  that 
produce  a  uterine  enlargement  greater  than  could  normally  be 
expected.  However,  as  emphasized  by  Gierse(47),  S  torches), 
Hiess  and  others,  most  hydatiform  moles  are  expelled  early  and 
spontaneously,  it  is  evident  that  these  cannot  have  been  adherent, 
that  is,  have  penetrated  very  deeply,  or  they  would  not  have 
been  expelled  early  and  spontaneously.  Furthermore,  maceration 
changes  so  commonly  present  in  aborted  hydatiform  moles  indicate 
very  clearly  that  a  large  percentage  of  them,  together  with  the  de- 
cidua,  had  been  more  or  less  completely  detached  from  the  uterine 
wall  some  time  before  abortion  occurred. 

As  far  as  one  can  gather  from  the  literature,  the  present  opinion 
regarding  the  incidence  of  hydatiform  degeneration  would  be 
paralleled  quite  correctly  if,  in  the  case  of  measles,  we  assumed  that 
it  was  as  common  in  octogenarians  as  in  children.  Measles,  indeed, 
is  an  extremely  rare  disease  in  advanced  age,  but  it  nevertheless  is 
very  common  in  infancy.  This  is  exactly  the  mistake  we  have  made 
regarding  hydatiform  degeneration.  It  may  be  and  undoubtedly 
is  a  rare  disease  at  or  near  term,  but  as  Gierse  stated,  it  probably  is 
the  commonest  of  all  diseases  during  the  earliest  months  of  gestation. 
The  typical  large  hydatiform  mole  is  an  end  result  which  it  has  taken 
months  to  develop.  No  one  seems  to  have  followed  its  evolution, 
although  hydatiform  degeneration,  whether  total  or  partial,  is,  of 
course,  gradual  in  its  advent. 

The  records  of  the  Mall  Collection  contained  eight  cases  of 
hydatiform  mole  in  the  first  2400  accessions,  showing  a  frequency 
eight  times  as  great  as  that  given  by  Williamson,  or  an  excess  of 
700  per  cent.  Since  the  first  2400  accessions  contain  309  cases  of 
tubal,  and  also  two  of  ovarian  pregnancy,  only  2089  uterine  speci- 
mens remain.  Hence,  the  recorded  incidence  in  the  uterine  speci- 
mens really  is  eight  in  2089  or  one  in  every  261  cases.     This  incidence 


MEYER:   HYDATIFORM    DEGENERATION  645 

is  only^slightly  lower  than  that  of  Kroemer,  and  somewhat  higher 
per  thousand,  than  that  given  by  Essen-Moller  for  the  Frauenklinik 
at  Lund,  or  the  personal  experience  of  Cortiguera. 

The  highest  incidence  of  hydatiform  degeneration  previously 
reported  is  that  of  Storch  (1878),  who  estimated  it  as  50  per  cent., 
but  he  unfortunately  did  not  give  a  record  of  his  cases.  However, 
Storch  emphasized,  that  the  typical  complete  hydatiform  mole  is  a 
relatively  rare  form  of  the  disease,  and  that  all  manner  of  transition 
forms  between  the  normal  chorionic  vesicle  and  the  completely 
degenerated  one  can  be  shown  to  exist.  Storch  further  emphasized 
the  commonness  of  hydatiform  degeneration,  especially  in  the  early 
months  of  pregnancy,  but  as  Yeit  well  said,  Storch  somehow  has  not 
received  sufficient  credit  for  his  investigations  and  Gierse  was 
forgotten  completely.  This  seems  strange,  especially  in  view  of  the 
fact  that  Storch's  work  was  done  in  Kopenhagen,  where  Panum 
(i860)  had  done,  and  indeed  was  then  still  doing,  such  fine  and  very 
suggestive,  indeed  epochal,  work  on  the  origin  of  monsters.  Although 
Storch  devoted  part  of  his  paper  to  myxoma  fibrosum,  and  reported 
only  five  cases  of  hydatiform  mole,  one  of  which  accompanied  a 
living  fetus,  his  opinions  on  the  whole  were  far  ahead  of  his  time. 

But  the  unregarded  observations  and  illustrations  of  Gierse  are 
still  more  startling  than  the  opinions  and  observations  of  Storch 
who  referred  to  Gierse's  observations  published  posthumously 
by  Meckel.  Meckel  quite  correctly  stated  that  such  careful  ob- 
servations as  those  made  by  Gierse  always  introduce  new  points  of 
view.  If  it  be  remembered  that  in  these  days,  almost  a  century 
later,  specimens  of  hydatiform  degeneration  which  are  4  cm.  in 
diameter  still  are  reported  separately  as  examples  of  early  hydati- 
form degeneration,  the  great  merit  of  Gierse's  observations  in  this 
regard  alone,  will  be  clearly  evident  for  Gierse  pictured  a  hydatiform 
villus  from  a  chorionic  vesicle  the  size  of  a  hazelnut — about  12  mm. — 
the  largest  hydatids  on  which  were  only  one-third  of  a  line  large. 
Gierse  added  that  these  pathological  changes  are  present  in  many 
abortions  and  seem  to  constitute  the  most  frequent  cause  for  abortions 
in  the  early  months  of  pregnancy.  How  such  an  epoch-making 
conclusion  could  not  only  be  forgotten  but  absolutely  overlooked  or 
disregarded  by  all  but  a  few  of  the  scores  upon  scores,  even  hundreds, 
who  have  written  upon  hydatiform  degeneration,  it  is  difficult  indeed 
to  understand.  Gierse,  who  also  took  steps  to  ascertain  the  ap- 
pearance of  normal  villi,  stated  that  villi  with  marked  irregularities 
as  described  by  Desormaux,  Breschet,  Raspail  and  Seiler,  undoubt- 
edly were  abnormal;  surmised  that  villi  in  abortions  seldom  are 
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normal  and  added  that  between  the  slight  pathologic  changes  in  the 
calibre  of  the  villi  and  the  most  evident  hydatiform  moles  the 
plainest  transition  can  be  found.  Among  other  important  things 
Gierse  also  recognized  the  early  fenestration  of  the  stroma  and 
pictured  a  villus  with  such  a  stroma  under  a  magnification  of  250 
diameters.  Although  reported  very  briefly,  Gierse's  findings,  while 
wholly  confirmed  here,  still  wait  for  general  recogn'tion. 


Fig.  i. — External  view  of  No.  70. 

Just  as  the  great  majority  of  specimens  described  in  the  literature 
are  large,  so  four  of  the  eight  specimens  originally  classed  as  such  in 
the  Mall  Collection  are  also  large,  and  none  of  the  eight  are  very 
young  as  the  following  protocols  show. 

No.  70  received  from  Dr.  Chas.  M  Ellis,  :s  a  small,  firm,  de- 
gene  ated,  almost  solid  mass,  40  X  30  X  28  mm.,  composed  of 
small  cysts,  degenerate  decidua,  exudate  and  degeneration  products 
As  Fig.  1  shows,  it  is  very  similar  to  a  very  much  larger  specimen, 
No.  323  received  from  Dr.  V  Van  Williams.  The  latter  is  a  large, 
firm,  felt-Ike  retained  mass  120  X  90  X  65  mm.,  which  is  repre- 
sented in  F  g.  2  The  ind  v  dual  cysts,  which  vary  from  1  to  20 
mm.,  are  packed  together  rather  firmly,  though  a  few  large  ones 
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are  free.  The  exterior  of  the  specimen  is  formed  by  a  thick 
layer  of  degenerate  decidua  which  gives  only  a  slight  indication 
of  its  true  nature  revealed  upon  closer  inspection  or  upon  ex- 
amination of  the  cut  surface.  No  fetal  remnants  were  noticed, 
and  microscopical  examination   shows  that  the  specimen  is  com- 


Fig.   2. — Appearance  of  the  cut  surface  of  Xo.  323. 


posed  merely  of  a  large  hydatiform  mass  which  was  retained  for 
a  long  time  and  then  aborted  in  toto  with  the  surrounding  decidua 
and  exudate. 

No.  749  received  from  Dr.  G.  B.  McCormick,  on  the  contrary,  is 
a  fresh,  typical  hydatiform  mass  composed  of  loose  hydatids  of 
various  sizes,  as  shown  in  Fig.  3.  As  the  specimen  floats  in  fluid 
it  fills  a  half  liter  jar  about  two-thirds.     A  considerable  portion  of 
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the  hydatids  arc  glued  into  the  solid  mass  by  blood,  exudate  and 
decidua,  which  forms  a  layer  on  the  exterior. 

No.  1323  received  from  Dr.  J.  W.  Schlieder  also  is  a  large  mass 
very  like  the  preceding,  but  tills  a  liter  jar  completely.  It  is  accom- 
panied by  much  clot  and  composed  mainly  of  a  large  thick-walled, 
hemorrhagic,  necrotic  mass,  So  X  50  X  45  mm.,  containing  a  large, 
thin-walled  cavity  65  X  30  X  2^  mm.,  which  is  broken  at  one  end. 


Fig 


Appearance  of  a  small  portion  of  Xo.  749. 


This  cavity,  which  apparently  is  that  of  the  chorionic  vesicle,  is 
empty,  smooth  and  thin-walled,  except  where  it  is  composed  of  a 
characteristic  hydatiform  mass  shown  in  Fig.  4. 

No.  1325  received  from  Dr.  Fred  R.  Ford,  is  a  small,  irregular 
mass  40  X  33  X  20  mm.,  the  exterior  of  most  of  which  is  formed  by 
a  thin  layer  of  decidua.  Within  this  is  a  small  group  _of  quite 
typical  cysts,  the  largest  of  which  measures  about  10  X  5  mm. 
The  appearance  of  the  specimen  as  shown  in  Fig.  5  suggests  that  it 
merely  is  a  fragment,  though  the  amount  of  decidua  present  indi- 
cates that  the  entire  specimen  probably  was  not  much  larger.  The 
history  of  this  specimen  is  especially  interesting  because  of  the 
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diagnosis  of  tubal  pregnancy,  caused  by  the  presence  of  a  cornual 
myoma  and  the  occurrence  of  repeated  bleeding. 

By  far  the  most  interesting  specimen,  in  some  respects  of  hydati- 
form  degeneration  among  those  diagnosed  as  such  upon  gross 
examination  in  the  Mall  Collection,  is  No.  1640.  This  abortus, 
received  through  the  courtesy  of  Dr.  J.  W.  Williams,  measured 
40  X  20  X  15  mm.  Upon  examination  Dr.  G.  S.  Streeter  found  it 
to  be  composed  of  a  flattened  decidual  and  chorionic  mass  which, 
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Fig.  4. — External  appearance  of  Xo.  1323. 


upon  section,  showed  "pearl-like  vesicular  enlargements  which 
suggest  hydatiform  degeneration."  The  exterior  of  this  specimen 
is  composed  of  a  thin  hemorrhagic  decidua  which  completely  sur- 
rounds the  villi.  The  hydatid  nature  of  this  clearly  is  recognizable 
upon  close  scrutiny  with  the  unaided  eye,  and  easily  becomes 
evident  upon  magnification  of  twelve  diameters  with  the  binocular 
microscope.  Examination  of  the  histologic  preparations  reveals  it 
to  be  a  very  good  specimen  of  relatively  early  hydatiform 
degeneration. 

No.  1914  (Dr.  G.  C.  McCormick)  is  a  very  characteristic  mass, 
part  of  which  is  shown  in  Fig.  6.     It  is  like  Nos.  749  and  1323  but 
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very  much  larger,  for  in  fluid  it  completely  fills  a  two  liter  jar. 
This  specimen  was  said  to  accompany  a  living  seven  months'  fetus, 
having  been  expelled  between  the  fetus  and  the  placenta.  Only 
a  small  amount  of  clot,  and  what  seems  to  be  a  small  portion  of 
placenta  and  membranes,  accompanied  the  specimen.  Since  the 
placenta  was  not  saved  it  is  impossible  to  say  whether  the  mass 
resulted  from  partial  degeneration  of  the  placenta  belonging  to 
the  living  child,  or  whether  it  represented  a  degenerate  twin  placenta, 
which  is  rather  unlikely  but  not  impossible,  in  view  of  the  well- 
authenticated    cases    found    in    the    literature.     This    specimen    is 


Fig.  5. — Group  of  quite  typical  hydatids  from  Xo.  1325. 


of  interest  not  only  for  the  numerous  large,  clear  cysts  which  it 
contains,  but  because  it  accompanied  the  birth  of  a  living  child, 
and  because  of  the  relative  rarity  of  such  a  coincidence.  In  regard 
to  the  latter,  Dr.  McCormick  added  that  in  his  experience  of  over 
1000  labors  he  had  never  before  met  with  this  coincidence.  The 
rarity  of  the  specimen  is  emphasized  still  further  by  the  state- 
ment of  Professor  Williams  that  such  a  case  has  not  been  observed 
in  a  large  series  of  obstetrical  cases  treated  by  the  department 
of  obstetrics  of  the  Johns  Hopkins  Medical  School  and  also  by  the 
small  series  of  such  cases  recorded  in  the  literature. 

No.  1926,  a  companion  specimen  to  No.  1640,  is  composed  of 
material  from  curettage  received  through  the  courtesy  of  Dr.  Karl 
Wilson  of  the  department  of  obstetrics  of  the  Johns  Hopkins  Medical 
School.  It  was  removed  from  the  same  patient  but  about  a  year 
later,  as  No.  1640.     Upon  gross  examination  the  hydropic  nature 
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of  some  of  the  villi  is  plainly  evident,  as  shown  in  Fig.  7,  and  upon 
microscopic  examination  the  diagnosis  of  hydatiform  degeneration 
could  be  confirmed,  although  the  villi  were  extremely  degenerate. 
The  menstrual  history  of  this  case  fortunately  is  known  and  is 
thoroughly  reliable.  The  last  menstruation  occurred  January 
24th  and  curettage  was  done  August  4th.     Bleeding  occurred  every 


Fig.  6. — Characteristic  appearance  of   Xo.  1914. 


two  or  three  weeks  during  March  and  April  and  was  repeated  through- 
out May.  Since  the  uterus,  which  had  reached  the  symphysis, 
had  not  enlarged  any  for  months,  in  spite  of  the  long  duration  of  the 
pregnancy,  the  curettage  was  done.  The  major  portion  of  the 
specimen,  as  shown  in  Fig.  7  is  very  small.  The  choriodecidual 
portion  was  felt-like  in  consistency  and  extremely  fibrous  due 
largely,  no  doubt,  to  the  long  retention.  Most  of  the  accompanying 
material  looks  like  mucosa  rather  than  decidua,  although  some  of  the 
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larger  pieces  very  evidently  contained  villi.  Some  of  these  were 
relatively  thick  and  fibrous,  and  others  were  vesicular.  All  of  the 
material  was  extremely  fibrous,  making  it  difficult  to  get  a  satis- 
factory teased  preparation.  Accompanying  this  material  was  a 
small  body  5  X  7.5  X  30  mm.,  shown  in  Fig.  8.  Both  nodule  and 
stalk  contained  some  remnants  of  the  embryo.  Although  the 
appearance  of  the  stalk  suggests  the  umbilical  cord,  microscopic 


Fig.   7. — External  appearance  of  the  larger  portion  of  No.  1926. 


examination  of  it  shows  that  it  contains  fragments  of  the  body  of  the 
embryo,  some  of  which  evidently  are  composed  of  nervous  tissue, 
either  from  the  brain  or  cord.  On  microscopic  examination  this 
pedunculated  mass  is  found  to  be  composed  of  degenerate  remnants 
of  organs,  tissues  and  cells.  It  is  partly  denuded  and  partly  covered 
by  a  layer  of  fibrous  connective  tissue  which  contains  local  thicken- 
ings. In  other  areas  this  fibrous  layer  gives  place  to  a  single- 
or  more-celled  layer,  or  to  polygonal  epithelioid  cells.     The  interior 
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of  this  specimen  is  composed  of  a  degenerate  jumble  including 
fragments  of  the  central  nervous  system,  of  the  heart,  liver  and 
cartilages.  The  entire  body  is  chaotic  in  its  structure,  and  small 
fragments  of  the  nervous  system  are  scattered  throughout  its  entire 
extent.  This  would  seem  to  indicate  that  the  disruption  of  the 
tissues  was  mechanical.  The  material  in  which  these  remnants 
are  contained  is  composed  of  coagulum,  some  mesenchyme,  cellular 
detritus,  blood  and  polymorphonuclear  leukocytes,  degenerated 
cells,  which  appear  to  have  been  phagocytic  but  which  are  more 


Fig.  8.— Embryonic  remnant  from  Xo.  1926. 

likely  fusion  products  or  "symplasma''  (as  Bonnet  called  them). 
A  few  remnants  of  vessels  are  found  only  in  the  remnants  of  cartilage. 
This  short  review  of  the  gross  appearance  of  the  cases  of  hydati- 
form  degeneration  recognized  by  the  unaided  eye  and  according  to 
the  usual  criteria,  originally  classed  as  such  in  the  Mall  Collection, 
shows  that  these  specimens  are  old  and  large  but  vary  decidedly  in 
their  gross,  naked-eye  characteristics,  both  as  to  size  and  appearance. 
No.  1640  scarcely  is  distinguishable  as  a  case  of  hydatiform  degenera- 
tion from  gross  appearances  alone,  unless  one's  attention  is  directed 
especially  to  the  matter,  but  all  the  rest  of  the  specimens,  both  small 
and  large,  not  only  are  easily  recognizable,  but  are  so  character- 
istic that  they  could  not  possibly  be  overlooked.     As  was  indicated 
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above,  the  incidence  of  these  specimens  of  hydatiform  degeneration 
among  the  first  2400  accessions  in  the  Mall  Collection  was  one  in 
every  300  abortions,  or  eight  times  the  incidence  given  by  Williamson 
and  1.4  times  that  given  by  Essen-Moller.  Although  this  inci- 
dence is  so  much  higher,  it  not  necessarily  contradicts  the  statements 
of  Williamson  or  Essen-Moller,  for  it  represents  the  incidence  of 
hydatiform  degeneration  in  abortions  very  largely  below  seven 
months.  But  it  does  not  tell  the  whole  story  for  these  months  for 
since  the  incidence  of  hvdatiform  degeneration  given  in  the  records 
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Fig.  9. — A  small  portion  of  a  section  of  specimen  11 89  X. 


of  the  Mall  Collection  is  based  upon  determinations  made  essentially 
in  the  usual  way.  that  is  by  unaided  inspection  of  the  gross  specimen 
alone,  we  must  regard  it  also  merely  as  an  apparent,  not  as  the  actual 
incidence.  For,  as  will  appear  later,  the  actual  incidence  can  be 
revealed  only  by  a  careful  gross  and  microscopic  study  of  all  speci- 
mens, both  normal  and  pathologic.  Such  a  study  has  not  as  yet 
been  completed,  but  348  uterine  specimens  classed  as  pathologic, 
and  106  pathologic  tubal  specimens,  contained  in  the  first  1187 
accessions,  were  carefully  examined.  The  actual  number  of  cases 
of  hydatiform  degeneration  found  among  the  348  uterine  abortions 
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classed  as  pathologic  was  113,  or  32.4  per  cent,  of  the  whole.  The 
incidence  of  hydatiform  degeneration  in  the  pathologic  tubal  preg- 
nancies was  somewhat  higher  even,  or  44  specimens  of  hydatiform 
degeneration  in  105  (41.9  per  cent.).  Since  nearly  all  the  tubal 
specimens  are  young,  while  the  uterine  series  contains  many  more 
relatively  older  ones,  the  effect  of  this  fact  upon  the  determined 


Fig.  10. — A  still  smaller  portion  of  the  same  section  X  30. 


relative  incidence  of  hydatiform  degeneration  among  the  pathologic 
tubal  and  uterine  specimens  must  be  borne  in  mind,  however.  For 
a  reliable  conclusion  regarding  the  relative  incidence  in  the  uterine 
and  tubal  pregnancies  it  would  be  necessary  to  select  a  series  from 
each,  composed  of  specimens  of  approximately  corresponding  ages. 
What  the  incidence  of  hydatiform  degeneration  is  among  the 
uterine  and  tubal  specimens  classed  as  normal  I  do  not  know,  but  it 
undoubtedly  is  far  below  that  in  those  classed  as  pathologic.     But 
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it  is  well  to  remember  that  many,  if  not  most  of  the  instances  of  be- 
ginning degeneration  very  likely  will  be  found  among  the  specimens 
classed  as  normal.  This  is  well  illustrated  by  a  hysterectomy  speci- 
men, No.  836.  If  we  assume  that  the  incidence  of  hydatiform  degen- 
eration among  the  pathologic  specimens  in  the  rest  of  the  Mall 
Collection  is  the  same  as  that  among  those  in  the  first  1 187  accessions, 
then  we  get  over  314  estimated  instances  of  hydatiform  degeneration 
in  pathologic  tubal  and  uterine  cases  alone.  Since  I  have  found 
a  number  of  chorionic  vesicles  accompanying  embryos  classed  as 
normal,  which  also  show  hydatiform  degeneration,  this  number  would 
be  increased  still  further,  but  unfortunately  too  few  of  the  specimens 
classed  as  normal  were  examined,  to  justify  an  estimate.  Yet  these 
normal  specimens  form  60.4  per  cent,  of  the  first  1000,  and  40.7  per 
cent,  of  the  first  2500  accessions.  This  supposed  increase,  due  to 
inclusion  of  specimens  contained  among  the  normal,  would  be 
offset  somewhat,  however,  by  the  fact  that  the  first  1000  accessions 
contain  a  somewhat  larger  proportion  of  young  conceptions,  each 
succeeding  thousand  probably  becoming  somewhat  more  represen- 
tative of  actual  life  conditions.  The  differences  between  the  com- 
position of  the  first  1000  accessions  and  that  of  the  thousand  between 
1500  and  2500  is  not  very  great,  however,  for  the  former  contains 
only  an  excess  of  17.6  per  cent,  of  cases  falling  in  the  first  five  groups 
of  the  Mall  classification,  which  groups  are  composed  largely  of 
specimens  below  an  embryonic  length  of  20  millimeters.  The 
relative  proportions  of  tubal  and  uterine  specimens  in  the  different 
thousands  must  also  be  taken  into  consideration.  But  in  any  case 
the  estimated  incidence  of  hydatiform  degeneration  in  the  Mall 
Collection,  calculated  without  regard  to  those  contained  among 
specimens  classed  as  normal,  is  7.5  per  cent.,  and  the  actual  incidence 
hence  probably  is  more  than  one  in  every  ten  accessions.  Including 
some  of  the  specimens  contained  among  the  normal  the  incidence 
among  the  uterine  specimens  would  be  10.9  per  cent,  and  among  all 
tubal  20.8  per  cent.  This  difference  in  incidence  of  100  per  cent, 
between  the  tubal  and  uterine  specimens,  is  sufficiently  marked  to 
have  a  probable  significance  in  connection  with  the  cause  of  hydati- 
form degeneration. 

If,  as  alleged  by  various  investigators,  the  great  majority  of 
abortions  occur  in  the  first  three  months,  it  is  highly  probable  that 
many  of  these  early  conceptions  are  lost  and  are  never  brought  to 
attention.  Hence  the  proportion  of  early  specimens  in  this  or 
in  any  other  collection  nevertheless  undoubtedly  is  too  small. 
Moreover,  in  quite  a  number  of  specimens  of  the  first  1000  accessions 
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the  chorionic  vesicles  were  too  degenerate  for  examination,  and  in 
others  they  were  absent,  but  we  have  reason  to  believe  that  this  is 
not  true  to  the  same  extent  in  the  material  beyond  the  first  iooo 
accessions.  Then,  too,  since  only  a  few  relatively  large  sections  from 
a  single  portion  of  the  chorionic  vesicles  were  examined,  it  is  evident 
that  some  cases  in  which  the  degeneration  may  have  been  purely  local, 
were  overlooked.  Hence  the  actual  incidence  of  hydatif  orm  degenera- 
tion in  this  Collection  is  probably  not  merely  eight  times,  but 
240  times  as  great  as  that  given  by  Williamson,  and  33.3  times  as 
great  as  that  given  by  Essen-Moller.  Most  persons  will,  I  pre- 
sume, be  willing  to  regard  an  increase  of  700  per  cent,  above  that  of 
Williamson  as  possible,  but  one  of  24,000  per  cent,  above  the  latter, 
or  even  3333  per  cent,  above  that  of  Essen-Moller,  as  wholly  out  of 
the  question.  Yet,  strange  as  it  may  seem  at  first  sight,  this  is  not 
a  random  guess  but  an  estimate  based  upon  the  actual  incidence  of 
hydatiform  degeneration  as  determined  by  a  careful  gross  and 
microscopic  examination  of  mounted  and  unmounted  material  from 
over  400  abortions.  However,  I  lay  no  special  emphasis  on  these 
percentages,  and  am  using  them  merely  to  call  attention  to  the  great 
frequency  of  hydatiform  degeneration.  It  matters  little  whether 
we  shall  ultimately  determine  an  incidence  of  10  or  of  5  per  cent., 
but  it  does  matter  considerably  whether  we  regard  the  frequency 
as  5  or  0.05  per  cent,  for  this  implies  a  difference  in  frequency  of, 
10,000  per  cent.  In  view  of  the  prevailing  opinion  I  realize  that 
these  findings  may  seem  incomprehensible  and  perhaps  incredible, 
unless  it  is  distinctly  borne  in  mind  that  it  is  not  stated  that  this 
incidence  refers  to  the  later  months  of  pregnancy  or  term.  What 
the  incidence  in  the  later  months  of  pregnancy  may  be  I  do  not  know, 
but  I  have  called  attention  to  an  apparently  well-founded  belief 
that  it  is  a  relatively  rare  condition,  the  estimates  ranging  from  1 
in  2000,  to  1  in  728  or  300  cases. 

Since  tubal  pregnancies  but  rarely  continue  their  development 
beyond  the  first  few  months,  and  especially  since  they  are  com- 
plicated by  very  untoward  conditions,  we  may  dismiss  them  from 
present  consideration.  They  are  considered  in  a  companion  article 
published  elsewhere  (Meyer,  18).  In  regard  to  the  occurrence  of 
hydatiform  degeneration  in  uterine  specimens,  it  should  be  remem- 
bered that  the  life  in  contrast  to  the  laboratory  incidence  for  the 
entire  period  of  gestation  is  higher,  not  only  because  the  chorionic 
vesicles  were  not  included  in  many  of  the  accessions,  and  others 
were  too  degenerate,  but  because  I  have  not  as  yet  been  able  to  recog- 
uize  the  very  earliest  stages  with  entire  certainty.     This  is  particu- 
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larly  true  because  many  specimens  of  hydatiform  degeneration 
from  the  early  months  of  pregnancy,  especially  the  first  and  second, 
are  Inevitably  lost.  The  increase  due  to  these  things  would  be  offset 
somewhat,  however, by  the  lower  incidence  of  hydatiform  degenera- 
tion in  specimens  from  the  last  months  of  pregnancy,  relatively 
few  abortuses  from  these  months  being  contained  in  the  Mall 
Collection. 

To  what  extent  the  material  in  this  Collection  is  truly  representa- 
tive of  actual  conditions  it  is  difficult,  if  not  impossible,  to  deter- 
mine. This  question  only  could  be  answered  if  all  the  abortuses  and 
material  from  abortions  actually  reached  physicians,  and  if  the 
latter  sent  all  of  them  to  the  laboratory.  My  own  impression  is 
that  the  material  representative  of  a  sufficiently  large  community 
probably  would  have  a  somewhat  lower  proportion,  notwithstanding 
the  fact  that  many  specimens  not  only  of  hydatiform  degeneration, 
but  of  abortuses  in  general,  especially  from  the  first  month  of  preg- 
nancy, are  lost.  However  since  the  presence  of  hydatiform  degenera- 
tion is  especially  common  among  early  specimens,  the  inclusion  of 
these  might  raise  the  number  for  the  whole  period  of  gestation 
more  than  the  inclusion  of  all  specimens,  particularly  those  of  the 
last  three  months,  would  lower  it.  But  it  must  be  borne  in  mind 
that  the  totals  thus  obtained  would  represent  the  incidence  of 
hydatiform  degeneration  in  abortions  alone,  and  not  that  in  all 
pregnancies.  The  latter  could  be  obtained  only  by  including  all 
normal  gestations. 

If  we  accept  Pearson's  estimate  that  approximately  50  per  cent. 
of  all  pregnancies  end  prematurely,  then  the  incidence  of  hydatiform 
degeneration  among  abortions  would  represent  very  nearly  twice 
that  in  all  pregnancies.  Mall's  estimate  of  a  pre-natal  mortality 
of  20  percent.,  on  the  other  hand,  would  give  us  an  actual  incidence 
only  one-fifth  as  great  as  that  among  abortions.  Hence,  the 
prevalence  of  hydatiform  degeneration  in  all  gestations  would  then 
be  one  in  ten  as  based  on  Pearson's  estimate,  and  one  in  twenty-five 
as  based  on  Mall's  estimate  of  mortality.  However,  even  if,  as 
estimated  on  this  basis,  4  or  10  per  cent,  of  all  conceptions  end 
in  hydatiform  degeneration,  this  not  necessarily  contradicts  the 
current  opinion  regarding  its  rareness  at  or  near  term. 

Although  a  careful  examination  with  the  binocular  microscope 
of  all  specimens  has  shown  that  hydatiform  degeneration  as  a  rule  is 
sufficiently  general  even  in  young  vesicles,  so  that  sections  of  a 
single  portion,  about  10  mm.  square,  would  enable  one  to  make 
a   fairlv  reliable  diagnosis.     Now  and  then,  however,  the  process 
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seems    to  be  gather  irregularly  developed,  especially  in  the  larger 
specimens. 

In  order  to  determine  accurately  the  question  of  distribution 
of  hydatiform  degeneration  over  various  portions  of  the  chorionic 
vesicle,  it  will  be  necessary  to  examine  a  series  of  sections  from 
different  portions.  This  has  not  as  yet  been  done,  but  since  the 
portions  used  for  microscopic  examination  had  been  taken  at  ran- 
dom without  previous  knowledge  of  the  existence  of  hydatiform  de- 
generation in  any  but  the  eight  specimens  above  described,  and  since 
a  series  of  419  specimens  was  examined,  I  cannot  believe  that  the 
change  is  limited  to  any  particular  area  on  relatively  young 
vesicles.     In  these  it  is  usually  universal  even  if  not  complete. 

It  is  of  special  interest  in  this  connection  that  Muggia  (1915), 
after  reviewing  the  small  list  of  cases  of  alleged  hydatiform  degenera- 
tion of  the  chorion  laeve,  in  connection  with  a  study  of  a  case  of  his 
own,  came  to  the  conclusion  that  these  cases  are  not  really  degenera- 
tions of  the  chorion  laeve,  but  merely  partial  degeneration  of  the 
placenta.  Although  I  have  given  no  thorough  attention  to  the 
normal  changes  in  the  chorion  laeve,  I  am  quite  certain  that  they  are 
not  the  cause  of  confusion  in  the  series  of  cases  from  the  Mall  Col- 
lection. Cases  in  which  whole  chorionic  vesicles  exquisitely 
hydatiform  in  character  were  contained  in  the  tubes,  and  a  series 
of  others  which  were  still  implanted  within  the  uterus,  showed 
equally  exquisite  hydatiform  changes  around  the  whole  perimeter. 
Such  .cases  as  these  ultimately  confirm  the  opinion  that  in  young 
vesicles  the  condition,  except  perhaps  at  its  very  inception,  is  gen- 
eral as  a  rule.  This  is  true  particularly  by  the  time  the  degeneration 
has  reached  a  stage  which  can  be  considered  at  all  typical  in  its  gross 
development,  as  determined  by  careful  examination  of  numerous 
specimens,  with  the  binocular. 

It  is  especially  interesting  that  just  as  soon  as  typical  hydatid, 
elliptical  villi  or  portions  of  the  same  begin  to  appear,  the  condition 
can  be  recognized  with  some  certainty  with  a  magnification  of  12 
to  20  diameters  under  the  binocular  microscope.  It  was  often 
surprising  how  relatively  early  stages  could  thus  be  detected  and  the 
diagnosis  confirmed  later  by  histologic  examination.  Indeed,  cel- 
loidin  blocks  of  tissues  from  which  sections  have  been  cut,  gave 
splendid  testimony  when  examined  in  fluid  under  the  binocular. 
One  of  the  not  very  early  stages,  contained  in  utero  and  represented 
in  Figs.  10  and  n  could  be  recognized  with  the  unaided  eye;  and  when 
examined  with  the  binocular  under  a  magnification  of  about  12  di- 
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ameters,  the  picture  was  an  unusually  fine  and  wholly  unmistakable 
one. 

That  hydatiform  degeneration  is  incomparably  more  common  in 
the  earlier  than  in  the  later  months  of  pregnancy,  thus  justifying 
the  comparison  made  with  measles,  is  substantiated  by  the  statistics 
covering  the  material  examined.  From  these  it  is  seen  that  excepting 
cases  of  large  hydatiform  masses  originally  classed  as  hydatiform 
degeneration  from  inspection  of  the  gross  specimens  alone,  practically 
all  the  rest  of  the  specimens  are  relatively  small  and  young.  This  is 
true  especially  of  those  from  tubal  pregnancies,  and  hence  we  may 
regard  it  as  established  that  hydatiform  degeneration  is  a  change 
which  is  exceedingly  common  in  the  earlier  months  of  pregnancy, 
just  as  measles  is  common  in  childhood,  and  that  it  becomes  pro- 
gressively less  common  as  the  end  of  pregnancy  is  approached,  just 
as  does  measles  as  senility  is  approached.  The  obstetrician  does 
not  see  most  of  the  cases  of  hydatiform  degeneration,  for  they  merely 
are  reported  as  miscarriages  and  the  specimens  often  are  destroyed 
or  retained  unrecognized  by  the  general  practitioner  or  the  midwife. 
They  often  are  aborted  spontaneously  and  completely  with  the  de- 
cidua,  and  rarely  are  contained  in  a  closed  decidual  cast  when  they 
reach  the  laboratory. 

The  spontaneity  of  the  abortion,  especially  in  early  cases,  was 
emphasized  also  by  Storch  in  the  above  quotation  from  him.  Cor- 
tiguera  (1906)  is  reported  by  Pazzi  (1908)  also  to  have  declared  that 
many  hydatid  moles  disappear  wholly  without  leaving  a  remnant, 
even  if  repeated  in  the  same  women,  and  Donskoj  likewise  stated 
that  many  of  those  aborted  do  not  come  to  the  attention  of  phy- 
sicians because  of  their  harmlessness.  This,  to  be  sure,  does  not 
imply  that  those  which  persist  and  develop  into  large  masses  are 
equally  harmless,  and  it  is  upon  these  that  the  current  opinion  regard- 
ing the  tendencies  to  malignancy  of  the  hydatiform  mole  are  based. 

The  conclusion  regarding  the  greater  incidence  of  hydatiform 
degeneration  in  the  early  months  of  pregnancy  is  conclusively  con- 
firmed by  the  occurrence  of  thirty-two  of  the  forty-eight  tubal  speci- 
mens within  the  first  two  classes  of  the  pathologic  division  of  Mall, 
and  104  of  the  144  uterine  specimens  in  the  first  six  classes  of  this 
division.  Most  of  the  specimens  in  these  classes  are  composed  of 
villi,  empty  chorionic  vesicles,  and  embryos  a  length  of  less  than  20 
to  30  mm.  That  hydatiform  degeneration  is  more  common  in  the 
early  months  of  pregnancy  is  indicated  also  by  the  well-known  reports 
of  Kehrer  (1894)  on  fifty  cases,  and  of  Dorland  and  Gerson  (1896), 
who  found  that  63  per  cent,  of  100  cases  aborted  in  the  fourth  and 
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fifth  months  of  pregnancy.  According  to  Seitz,  Hirtzmann  (1874) 
also  found  that  62.8  per  cent,  of  thirty-five  cases  aborted  between 
the  third  and  sixth  months.  Only  two,  or  4  per  cent,  of  Kehrer"s 
fifty  cases,  and  only  3  percent,  of  the  cases  of  Dorland  and  Gerson 
aborted  at  the  tenth  month.  Donskoj  stated  that  seven  of  the  ten 
cases  reported  by  him  aborted  in  the  fourth  month  and  none  after 
the  sixth  month,  44  per  cent,  aborted  later  than  this,  one  being  re- 
tained until  the  fourteenth  month.  The  latter  case  is  especially  in- 
teresting because  retention,  not  only  beyond  term  but  after  the  death 
of  the  mole,  seems  to  be  regarded  as  relatively  rare.  This,  however, 
does  not  imply  that  retention  beyond  the  period  of  growth  does  not 
occur,  although  Sternberg  (1910)  also  emphasized  the  great  rarity 
of  this  condition,  and  erroneously  stated  that  the  German  literature 
reveals  only  a  single  instance  of  missed  abortion  in  case  of  hydati- 
form  mole,  that  of  Poten  (1901).  In  this  case  a  hydatiform  mole  of 
the  size  of  a  duck  egg  was  said  to  have  been  aborted  approximately 
one  month  beyond  term.  Hence  growth  must  have  ceased  long 
before  and  the  mole  have  remained  in  liter 0.  To  this  case  of  Poten, 
Sternberg  adds  a  case  in  which  a  hydatiform  mole  14  X  9.6  X  4.3 
was  aborted  in  the  twelfth  month  after  the  cessation  of  menstruation. 
Although  Sternberg  includes  four  cases  from  other  countries,  among 
these  missed-abortion  moles,  viz.,  those  of  Shiel,  Ferguson,  Colorni 
(1908)  and  Gaifani  (1908),  one  can  hardly  doubt  that  more  cases 
could  be  added.  Since  the  case  of  Shiel  was  one  of  a  twin  pregnancy 
in  which  one  fetus  became  a  hydatiform  mole,  it  is  not  at  all  un- 
likely that  some  of  the  other  cases  among  this  rather  small  series 
of  twin  pregnancies  accompanied  by  hydatiform  degeneration 
may  belong  in  this  category.  Mayer  also  emphasized  the  fact  that, 
although  instances  of  retention  of  fetuses  are  very  common,  instances 
of  retention  of  hydatiform  mole  are  very  rare,  only  a  few  cases  hav- 
ing been  recorded.  Mayer  refers  to  two  cases  by  Kehrer,  three  of 
Dorland  and  Gerson,  to  one  case  of  Lange,  and  reports  four  of  his 
own.  These  four  were  found  among  ten  cases  of  hydatiform  mole, 
an  incidence  of  retention  of  40  per  cent.  These  cases  are  interest- 
ing, especially  in  connection  with  the  observation  of  Briggs  that,  con- 
trary to  current  belief,  uterine  enlargement  often  is  not  beyond  the 
normal.  Mayer  says  that  this  enlargement  was  too  great  in  but 
one  of  the  four  cases,  and  that  retention  lasted  up  to  four  to  five 
months. 

At  least  three  of  the  cases  of  hydatiform  mole  originally    recorded 
as  such  in  the  Mall  Collection  belong  among  retained  specimens, 
as  the  illustrations  alone  suggest.     But  the  appearance  of  a  fair 
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percentage  of  detached  chorionic  vesicles  included  in  the  list  of 
cases  here  reported  undoubtedly  also  were  retained  after  the  cessa- 
tion of  growth,  and  it  is  for  this  reason  that  I  further  emphasize 
the  fact  that  the  uterine  volume  in  a  considerable  percentage  of 
these  cases  also,  instead  of  being  too  great  for  the  duration  of  the 
pregnancy,  unquestionably  was  too  small.  This  is  well  illustrated 
by  the  histories  of  cases  No.  70,  323,  1640  and  1926,  and  also  by  the 
specimens  themselves. 

The  average  period  since  the  last  menstruation  in  51  of  the  113 
uterine  specimens  of  this  series  of  hydatiform  degenerations  in  which 
the  data  were  given  was  66.6  days,  or  two  and  one-fourth  months. 
As  will  be  seen,  this  is  a  far  lower  average  age  than  heretofore  re- 
ported, a  difference  which  explains  itself  from  what  has  been  said 
already.  It  is  interesting  that  the  average  menstrual  age  in  five  of 
the  eight  specimens  in  the  Mall  Collection  originally  classed  as 
hydatiform  degenerations,  is  168.2  days,  or  two  and  one-half  times 
as  great,  thus  being  in  substantial  agreement  with  the  usual  results. 
Three  of  these  five  are  large  specimens,  the  fourth  measures  40  X  20 
X  15  mm.,  and  the  other  is  composed  of  small  fragments  con- 
tained in  material  from  curettage.  From  this  alone  it  follows 
that  the  menstrual  age  is  a  very  uncertain  guide  especially  as  to  the 
size  of  a  hydatiform  mole. 

The  average  age  of  thirty-six  women  aborting  hydatiform  moles 
was  thirty-one  years.  Although  I  do  not  regard  the  alleged  ages  as 
necessarily  the  actual  ones,  this  average  age  agrees  very  well  with 
thatofsix  cases  reported  by  Poten,  ten  by  Donskoj,  twenty-three 
by  Briggs,  six  by  Grodmazki,  and  eight  reported  by  Robertson.  The 
average  age  of  Poten's  cases  was  thirty-two  years,  of  Donskoj 's 
twenty-five,  of  Briggs'  twenty-eight  years,  of  Grodmazki's  29.6 
years,  and  of  Robertson's  28.4  years.  Pozzi  (1908),  on  the  other 
hand,  stated  that  Briquel  placed  the  greatest  frequency  of  hydati- 
form degeneration  between  twenty  and  thirty  years.  These  aver- 
ages are  so  far  on  the  near  side  of  the  menopause  that  one  can  make 
liberal  allowances  for  the  proverbial  disinclination  of  women  to  state 
their  exact  age,  even  to  physicians,  and  nevertheless  regard  the 
prevaling  opinion  undoubtedly  as  illfounded.  If,  as  Lewis  (1906) 
states,  it  is  necessary  to  add  only  half  a  year  to  the  average  age  of  a 
large  group  of  women  in  order  to  ascertain  the  actual  average  age 
when  considering  general  social  statistics,  then  all  will  admit  that  still 
less  allowance  than  this  need  be  made  in  the  case  of  women  who  are 
speaking  to  their  physicians,  knowing  that  whatever  they  may  say  will 
be  regarded  as  strictly  confidential.    But  that  it  is  unnecessary  to  make 
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large  allowances  for  under-statement  of  their  age  on  the  part  of  these 
women,  is  indicated  also  by  the  average  duration  of  their  married 
life.  This,  in  the  case  of  twenty-nine  women,  was  7.1  years.  Hence. 
if  one  bears  in  mind  the  average  age  at  the  time  of  marriage, 
it  is  easily  seen  that  the  average  age  of  the  women  aborting 
hydatiform  moles,  which  was  given  as  29.6  years,  probably  is  not 
too  low  at  all,  thus  confirming  the  findings  of  Williamson, 
who  denied  that  hydatiform  mole  was  especially  common  near  the 
menopause.  The  conclusion  that  the  average  age  of  29.6  years 
undoubtedly  is  near  the  actual,  is  confirmed  also  by  the  fact  that 
a  hydatiform  mole  was  the  first  abortion  in  nineteen  out  of  forty- 
one  women,  or  almost  half  the  number.  Twelve,  or  almost  one-third, 
had  aborted  twice,  and  only  ten  had  aborted  more  than  twice.  But 
what  is  still  more  confirmatory  is  the  existence  of  a  surprising 
parallelism  between  the  data  on  abortion  and  those  on  births. 
Xine  of  thirty-three  women  had  given  birth  to  but  one  child,  and 
an  equal  number  had  given  birth  to  but  two.  Hence  over  50  per 
cent,  of  the  thirty-three  women  had  borne  children  twice  or  less 
than  twice,  and  only  fifteen,  or  less  than  half,  had  borne  oftener 
than  this. 

That  this  is  undoubted  evidence  of  the  youth  of  these  women  is 
confirmed  still  further  by  the  statement  of  Lewis  who,  from  an  analy- 
sis of  16,325  first  births,  found  that  nearly  one-half  of  them  occur 
between  the  ages  of  twenty  and  twenty-four,  almost  three-fourths 
between  twenty  and  twenty-nine  years,  and  that  first  births  are 
more  frequent  between  thirty  and  forty  than  between  fifteen  and 
nineteen  years.  I  realize,  to  be  sure,  that  social  statistics  cannot 
be  translated  from  one  country  to  another  without  modification, 
but  in  such  a  mixed  population  as  ours  this  modification  prob- 
ably need  be  less  rather  than  greater  than  in  case  of  some  countries. 

The  conclusion  that  the  occurrence  of  but  a  single  birth  before  the 
advent  of  hydatiform  degeneration  probably  implies  that  such  women 
are  relatively  young,  is  emphasized  still  further  by  the  statement 
of  Lewis  that  in  one-third  of  the  marriages  in  Scotland  ''the  bride 
has  a  child  when  unmarried  or  was  pregnant  at  the  time  of  marriage," 
and  that  50  per  cent,  of  the  first  births  in  Scotland  occur  within 
nine  to  twenty-four  months  after  marriage.  Lewis  also  gives  the 
average  interval  between  marriage  and  the  first  birth  in  16,176  first 
births  as  13.54  months,  but  little  more  than  one  year.  Since  Lewis 
states  that  the  interval  between  the  birth  of  the  first  and  that  of  the 
second  child  is  but  little  longer  than  between  marriage  and  the  birth 
of  the  first  child,  being  only  3.07  years,  it  is  evident  that  not  even 
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those  women  who  had  borne  two  children  before  the  advent  of 
hydatiform  degeneration  could  have  been  near  the  menopause.  This 
conclusion  is  emphasized  still  further  by  the  fact  that  in  96.22  per 
cent,  of  16,176  fruitful  marriages,  fertility  was  demonstrated  within 
three  years  after  marriage.  Nevertheless,  in  spite  of  the  clear 
implication  of  all  these  facts,  I  wish  to  emphasize  again  that  since 
what  have  heretofore  been  regarded  as  hydatiform  degenerations  were 
large  specimens  mainly,  it  may  well  be,  and  according  to  certain 
authors  it  is  true  that  such  cases  occur  later  in  the  reproductive  life 
of  women.  Nevertheless  it  certainly  is  significant  that  Findley 
in  tabulating  500  of  such  cases  from  the  literature  found  that  275, 
or  55  per  cent,  occurred  before  the  thirty-fifth  year  and  of  thirty-six 
specimens  from  the  Mall  Collection  twenty- three,  or  63.6  per  cent., 
came  from  women  below  this  age.  It  may  also  be  recalled  that  78 
per  cent,  of  Kehrer's  fifty  cases,  and  90  per  cent,  of  Bloch's  occurred 
before  the  fourth  decade.  Similar  evidence  is  obtained  also  from 
tubal  cases  reported  elsewhere  by  myself. 

Fourteen  out  of  twenty-three  cases,  or  61.3  per  cent,  of  this  series, 
in  which  the  age  was  given,  occurred  at  or  before  the  thirtieth  year, 
and  eighteen  out  of  twenty-three,  or  approximately  80  per  cent,  at 
or  before  the  thirty-fifth  year.  These  things  abundantly  emphasize 
the  conclusion  reached  by  some  investigators  that  hydatiform  mole 
is  not  absolutely  more  common  at  or  near  the  menopause,  but  may 
be  relatively  more  common.  That  is,  the  number  of  hydatiform  moles 
aborted  after  forty,  compared  with  the  total  number  of  pregnancies 
or  births  after  forty,  actually  may  be  greater  than  this  ratio  before 
forty  years.  From  calculations  based  on  data  given  by  Lewis 
the  average  number  of  births  occurring  after  forty  years  in  Sweden, 
Norway,  Denmark,  Brunswick,  Berlin,  Buda  Pesth,  France  and 
Scotland  is  9.9  per  cent.  This  agrees  remarkably  well  with  Bloch's 
estimate  of  10  per  cent.  But  if  77.2  per  cent,  of  the  cases  of  hydati- 
form mole  occur  below  forty,  and  22.8  per  cent,  after  that  year,  then 
it  is  evident  that  hydatiform  mole  nevertheless  is  relatively  more 
common  after  than  before  forty  years.  Approximately  one-fourth 
of  the  cases  of  hydatiform  degeneration  would  be  associated  with  one- 
tenth  of  the  births.  This  would  be  an  increased  frequency  of  300 
per  cent,  above  the  frequency  before  forty  years.  A  similar  result 
would  be  obtained  by  comparing  Findley's  or  Williamson's  series, 
and  hydatiform  degeneration  though  absolutely  less  frequent  in  fact 
is  relatively  more  frequent  in  later  life.  This  fact,  however,  does 
not  necessarily  imply  that  age  in  itself  is  responsible  for  the  in- 
creased incidence  after  forty.     A  comparison  of  the  incidences  of 
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hydatiform  degeneration  in  young  and  old  primiparae,  of  good  health 
might  elucidate  this  question. 

These  statistics  are  not  in  agreement  with  the  prevailing  opinion 
that  hydatiform  moles  are  absolutely  more  common  in  multiparas 
than  in  primiparag.  Indeed,  as  I  understand  these  statistics,  it  is 
rather  that  after  the  first  conception,  which  was  normal  in  a  large 
percentage  of  these  young  women,  something  happened  which 
interfered  with  the  normal  development  of  succeeding  conceptions. 
That,  it  seems  to  me,  is  extremely  significant  and  very  suggestive. 
Here  is  a  group  of  relatively  young  women,  over  50  per  cent,  of  whom 
had  borne  children  but  twice  or  some  only  once  and  then  gave  birth 
to  a  hydatiform  mole.  While  I  realize  the  necessity  for  circum- 
spection, especially  in  these  matters,  these  facts  seem  to  me  to  suggest 
that  something  happened  to  a  normal  endometrium.  Other  facts 
also  point  in  the  same  direction. 

Even  if  it  is  not  wholly  correct,  as  Findley  states,  that  more 
cases  of  hydatiform  mole  were  reported  in  the  last  decade  than  in 
the  previous  fourteen  centuries,  it  is  not  unlikely  that  approxi- 
mately as  many  specimens  of  this  condition  are  contained  in  the  Mall 
Collection  as  have  been  reported  in  previous  history.  Moreover, 
upon  the  basis  of  the  present  rate  of  accession,  a  large  number  of 
formerly  unrecognized  cases  of  hydatiform  moles  are  donated  to 
this  Collection  annually.  This  fact,  together  with  others  to  which 
attention  has  been  called,  ought  to  stimulate  further  investigation 
of  this  problem. 

It  is  not  my  intention  to  present  a  complete  discussion  of  the 
subject  here,  and  those  who  are  interested  will  find  other  aspects 
considered  in  the  Mall  Memorial  volume.  But  perhaps  I  may  here 
add  a  word  of  caution  in  regard  to  a  possible  change  in  attitude 
toward  the  question  of  malignancy  with  a  consequent  relaxation 
of  vigilance.  Such  a  change,  it  would  seem  to  me,  is  wholly  un- 
warranted, even  if,  as  T  fully  expect,  inquiries  now  in  progress  should 
reveal  the  fact  that  chorioepitheliomata  developed  in  very  few  of 
the  cases  here  concerned,  Out  of  the  twenty- one  cases  of  Briggs 
only  two  developed  chorioepitheliomata,  and  a  far  smaller  percentage 
of  our  series  probably  did  so;  but  it  must  not  be  forgotten  that  Briggs 
in  part  was,  and  I  to  a  far  larger  extent  am,  dealing  with  a  different 
class  of  hydatiform  moles  than  those  upon  a  study  of  which  the 
prevailing  conception  of  malignancy  is  based.  Hydatiform  moles 
which  continue  to  grow  and  which  survive  for  months  after  the 
death  of  the  embryo  evidently  are  more  vigorous,  and  hence  no 
doubt  also  more  dangerous  than  those  which  are  absorbed  earlv 
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and  spontaneously.  Since  the  latter  formed  the  great  majority 
of  all  moles  here  considered,  and  also  of  the  condition  as  it  actually 
occurs  in  life,  opinions  regarding  malignancy  formed  on  this  basis 
probably  would  lead  to  disaster  if  applied  in  practice.  Such  con- 
ceptions would  be  based  upon  a  totally  different  incidence  than  the 
current  one  of  one  hydatiform  mole  to  every  2000  cases.  Instead 
of  relaxing  our  vigilance  it  would  seem  wise  to  increase  it,  particularly 
in  the  cases  of  so-called  spontaneous  abortions,  the  cases  in  which  no 
ascertainable  cause  for  the  termination  of  pregnancy  can  be  found, 
particularly  if  the  chorionic  vesicle  is  empty  or  if  the  embryo  belongs 
in  one  of  the  early  groups  of  Mall's  classification. 

To  the  many  physicians  who  have  so  long  and  so  gladly  con- 
tributed to  the  Mall  Collection,  I  gladly  add  my  personal  gratitude. 
There  is  an  encouraging  opportunity  for  further  progress  in  this 
matter.  To  what  extent  this  opportunity  can  be  utilized  will 
depend  to  a  considerable  extent  upon  the  degree  of  cooperation 
between  the  laboratory  worker  and  the  practitioner. 

Carnegie  Institute.  Washington,  D.  C. 
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MULTIPLE  VASCULAR  ANOMALIES  OF  THE  GREAT 
VESSELS  IN  A  NEWBORN  CHILD.* 

BY 
E.  H.  XORRIS  AND  LOANA  M.  MILLER, 

Minneapolis,  Minn. 

(With  four  illustrations.) 
I.    INTRODUCTION 

In  recent  years  studies  on  the  vascular  system  of  higher  verte- 
brates have  gone  far  in  establishing  the  methods  by  which  vessels 
grow,  as  well  as  the  modes  of  derivation  of  the  definitive  trunks 
from  the  primitive  vessels.  These  studies,  which  have  been  carried 
on  by  a  large  number  of  investigators  by  the  application  of  various 
methods,  have  led  us  insistently  to  the  conclusion  that  the  vascular 
system  of  the  individual  is  fashioned  during  embryonic  life  ac- 
cording to  a  definite  plan  and  pattern  which  strikingly  manifests 
the  effects  both  of  phylogeny  and  heredity.  The  old  hypothesis 
introduced  by  Abey  (1868),  "of  a  uniform  all-pervading  capillary 
plexus  anlage  for  the  vascular  system,  is  far  too  crude  and  inexact 
for  the  facts"  Evans  (1912).  Some  of  the  most  convincing  evidence 
against  this  old  theory  is  that  obtained  from  the  study  of  the 
anomalies  which  the  vascular  system  presents. 

In  reporting  the  present  case  the  authors  have  not  attempted 
to  review  the  literature  extensively,  neither  have  we  purposed  to 
discuss  at  length  the  possible  interpretations  of  the  anomalies. 
Believing  that  the  individual  case  carefully  investigated  and  recorded 
in  the  literature  has  its  intrinsic  value,  we  have  been  content  to 
describe  and  offer  a  simple  interpretation  of  the  conditions  found. 
When  many  more  such  cases  have  been  given  literary  permanence, 

*  From  the  Department  of  Pathology,  University  of  Minnesota. 


NORMS    AND    MILLER:   MULTIPLE  VASCULAR   ANOMALIES       669 

it  will  remain  for  some  later  worker  to  assemble  them  in  a  compre- 
hensive synthetic  study  from  the  magnitude  of  which  far  more 
accurate  and  significant  conclusions  may  be  drawn  than  by  the 
study  of  a  single  case. 

The  specimen  about  to  be  described  is  the  body  of  a  female 
infant  born  alive  at  term,  but  which  lived  only  a  few  minutes  after 
delivery.  The  body  measured  44  centimeters,  total  length,  and 
weighed  3000  grams.  It  was  sent  into  the  Department  of  Pathology 
of  the  University  of  Minnesota  for  postmortem  examination. 
Besides  the  vascular  anomalies  which  are  fully  described  below, 
malformations  affecting  other  systems  were  also  present.  These 
were  as  follows:  slight  macroglossia,  imperforate  anus,  bicornate 
uterus,  and  hypoplasia  of  the  right  kidney.  Despite  the  unusual 
vascularization  of  the  lungs  and  of  the  left  lower  extremities  these 
structures  were  normally  developed. 


II.    DESCRIPTION    OF    ANOMALIES. 

i.- — Arterial  anomalies,     a.  Aplasia  of  the  pulmonary  arteries. 

The  conus  arteriosus  arises  from  the  right  ventricle,  as  shown 
in  Fig.  1,  and  passes  cranially  and  to  the  left  to  be  continued  as 
the  ductus  arteriosus.  The  ductus  joins  the  descending  portion 
of  the  aortic  arch  at  the  point  marked  13  in  Fig.  1,  forming  with 
the  latter  vessel  a  very  acute  angle.  In  this  specimen  the  conus 
and  ductus  arteriosus  constitute,  in  reality,  one  trunk  whose  caliber 
is  uniform  throughout  its  entire  course.  No  branches  are  given  off 
at  any  point  and  it  is  therefore  impossible  to  say  at  what  place 
the  conus  terminates  or  the  ductus  takes  origin.  No  trace  of  the 
right  or  left  pulmonary  artery  can  be  found  either  by  external  ex- 
amination of  the  trunk  or  by  a  study  of  its  intimal  surface. 

b.  Dysplasia  of  the  left  sciatic  and  femoral  arteries  with  aplasia 
of  the  left  common  iliac,  external  iliac,  and  umbilical  arteries. 

As  shown  in  Fig.  2,  the  abdominal  aorta  (A),  in  the  upper  part 
of  its  course,  gives  origin  to  its  usual  branches  in  their  accustomed 
order  and  position.  Just  caudal  to  the  point  of  origin  of  the  superior 
mesenteric  artery  (Fig.  2,  2)  the  aorta  is  slightly  deflected  toward 
the  right.  From  this  region  it  passes  obliquely  across  the  anterior 
surface  of  the  vertebral  column,  giving  rise  in  its  course  to  the  in- 
ferior mesenteric  artery  (Fig.  2,  3)  and  terminating  at  the  level 
of  the  lower  margin  of  the  second  lumbar  vertebra  by  dividing 
into  two  very  unequal  trunks — the  right  common  iliac  artery 
(Fig.  2,  5)  and  the  left  sciatic  artery  (Fig.  2,  4).     Of  these  terminal 


670       NORRIS    AND    MILLER!    MULTIPLE    VASCULAR    ANOMALIES 

trunks  the  right  and  larger  vessel,  which  appears  as  the  direct 
continuation  of  the  aorta,  is  regarded  as  the  right  common  iliac. 
It  passes  downward  and  laterally,  maintaining  the  general  course 
of  the  parent  trunk,  and  bifurcates  in  front  of  the  ileosacral  joint 
at  the  level  of  the  inferior  edge  of  the  fourth  lumbar  vertebra  into 


Fig.  i. — Antero-left  lateral  view  of  the  heart  and  great  vessels.  R.  A.,  right 
atrium;  L.  A.,  left  atrium;  R.  V.,  right  ventricle;  L.  V.,  left  ventricle;  C.  A., 
conus  arteriosus;  i,  right  subclavian  vein;  2,  right  internal  jugular  vein;  3,  right 
innominate  vein;  4,  right  vertebral  artery;  5,  right  common  carotid  artery;  6 
right  subclavian  artery;  7,  innominate  artery;  8,  left  common  carotid  artery; 
0,  left  vertebral  artery;  10,  left  thy reocer deal  trunk;  n,  left  subclavian  artery; 
12,  left  internal  jugular  vein;  13,  ductus  arteriosus;  14,  left  subclavian  vein; 
15,  left  superior  vena  cava;  16,  hemiazygos  vein;  17,  descending  portion  of 
aortic  arch;  18,  lower  left  pulmonary  vein;  19,  coronary  sinus.     X  1.4. 


the  right  umbilical  (Fig.  2,  R.  U.  A.)  and  the  right  external  iliac 
arteries  (Fig.  2,  6).  The  right  umbilical  artery,  which  is  the  larger 
of  these  two  branches,  passes  into  the  pelvis  where  it  gives  off 
four  small  vessels.  After  passing  along  the  medial  pole  of  the  right 
ovary  and  under  the  right  horn  of  the  uterus  just  medial  to  the 
uterine  attachment  of  the  round  ligament,  it  is  continued  onto  the 
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Fig.  2. — Drawing  of  a  dissection  of  the  structures  in  the  posterior  part  of  the 
abdominal  cavity  and  the  lower  thoracic  cavity;  dissected  to  show  the  vascular 
elements  of  these  regions  and  their  relations.  A.,  aorta;  B..  bladder;  D.,  dia- 
phragm; E.  I.  V.,  external  iliac  vein;  H.  V.,  hemiazygos  vein;  I.  V.  C,  inferior 
vena  cava;  K.,  kidney;  O.,  ovary;  P.  C.  V.,  posterior  cardinal  vein;  R.  U.  A., 
right  umbilical  artery;  Sp.,  suprarenal  gland;  U.,  ureter;  U.  T.,  uterine  tube; 
V.  C,  vertebral  column;  i,  celiac  axis;  2,  superior  mesenteric  artery;  3,  inferior 
mesenteric  artery;  4,  left  sciatic  artery;  5.  right  common  iliac  artery;  6,  right 
external  iliac  arterv.      X  1. 
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anterior  abdominal  wall.  Here  the  vessel  runs  obliquely  upward  and 
somewhat  medially  to  reach  the  umbilicus  through  which  it  courses. 
The  right  external  iliac  artery  is  the  smaller  of  the  terminal  branches 
of  the  common  iliac.  It  passes  forward  and  laterally  along  the 
superior  aperture  of  the  minor  pelvis,  resting  in  the  groove  between 
the  external  iliac  vein  medially  and  the  psoas  muscle  on  its  lateral 
side.  After  its  course  under  the  ovary  and  the  uterine  tube  it 
passes  beneath  the  inguinal  ligament  to  become  the  femoral  artery. 

The  left  terminal  branch  of  the  aorta,  as  pointed  out  above,  is 
considered  to  be  the  left  sciatic  artery  and  presents  quite  different 
relations  from  those  of  the  right  terminal  division.  As  shown  in 
Fig.  2,  the  size  of  this  vessel  is  much  less  than  that  of  the  right  common 
iliac.  It  passes  from  the  point  of  origin  directly  into  the  lower 
part  of  the  true  pelvis.  In  its  course,  besides  giving  origin  to  a 
single  minute  branch  which  arises  just  after  the  sciatic  leaves  the 
aorta  and  which  passes  for  a  short  distance  along  the  anterior  sur- 
face of  the  third  lumbar  vertebra  as  the  midsacral  artery,  three 
left  lumbar  arteries  are  given  off,  as  well.  It  runs  along  the  pos- 
teromedial aspect  of  the  left  posterior  cardinal  vein,  enters  the  pelvis 
medial  to  the  left  hypogastric  vein,  and  passes  to  the  region  of  the 
left  sciatic  foramen.  In  the  region  of  the  sciatic  foramen  a  branch, 
given  off  to  become  the  inferior  gluteal  artery,  accompanies  the  sci- 
atic nerve  through  the  foramen.  The  inferior  gluteal  artery  is 
a  very  small  vessel — the  major  part  of  the  sciatic  trunk  having 
an  entirely  intra-abdominal  course.  From  the  point  at  which  the 
inferior  gluteal  arises,  the  larger  vessel  turns  forward  and,  passing 
between  the  sciatic  nerve  on  its  medial  side  and  the  obturator  nerve 
on  its  lateral  side,  it  turns  upward  along  the  anterior  part  of  the 
left  lateral  wall  of  the  pelvis  to  associate  itself  with  the  termi- 
nal portion  of  the  left  external  iliac  vein.  It  then  turns  sharply 
downward  to  be  continued  into  the  thigh  as  the  femoral  artery.  The 
angle  formed  at  the  point  of  origin  of  the  femoral  artery  is  one  of 
approximately  90  degrees.  In  the  thigh  the  left  femoral  trunk 
assumes  its  ordinary  relations,  being  enclosed  in  the  medial  com- 
partment of  the  femoral  sheath. 

The  distal  portions  of  the  left  common  iliac,  the  left  external 
iliac,  and  the  left  umbilical  arteries  are  completely  absent. 

2.  Venous  anomalies,  a.  Persistence  of  the  left  cardinal  system 
with  aplasia  of  the  right  superior  vena  cava. 

The  great  venous  trunks  in  the  region  of  the  heart  present  num- 
erous anomalies.  The  right  superior  vena  cava  is  entirely  absent. 
The  right  internal  jugular  and  the  right  subclavian  veins  unite  at 
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the  sternal  end  of  the  clavicle  to  form  the  right  innominate  vein. 
This  trunk  is  much  longer  than  in  a  normal  specimen  and  presents 
quite  different  relations.  It  courses  almost  horizontally  across  the 
anterior  aspect  of  the  base  of  the  heart,  passing  in  front  of  the  right 
atrium,  the  conus  arteriosus,  and  the  ascending  portion  of  the  aortic 
arch,  and  receives  the  right  and  left  inferior  thyroid  veins  as  tribu- 
tary branches.  In  the  region  posterior  to  the  left  sternoclavicular 
junction  and  in  front  of  the  medial  margin  of  the  left  atrium  the 
trunk  is  joined  by  a  very  short  vessel  (left  innominate  vein)  formed 
by  the  union  of  the  left  internal  jugular  and  left  subclavian  veins. 
By  the  confluence  of  the  two  innominate  trunks  the  left  superior 
vena  cava  is  formed  and  is  immediately  joined  on  its  posterior  as- 
pect by  the  large  hemiazygos  vein.  The  vessel  thus  formed  passes 
obliquely  downward  lateral  to  the  left  side  of  the  left  atrium  and  in 
i:ront  of  the  lower  left  pulmonary  vein.  It  reaches  the  coronary 
sulcus  through  which  it  runs  as  the  coronary  sinus  and  terminates  by 
opening  into  the  right  atrium  just  to  the  left  of  the  inferior  vena 
cava  orifice.  The  hemiazygos  vein,  which  begins  in  the  region 
of  the  left  kidney,  is  a  relatively  large  trunk  (Fig.  2).  It  forms  an- 
astomoses with  the  upper  lumbar  veins,  pierces  the  left  crus  of  the 
diaphragm  and,  in  the  thoracic  cavity,  is  joined  by  the  much  smaller 
azygos  vein  from  the  right  side,  as  well  as  by  the  left  bronchial  veins 
and  a  number  of  left  intercostal  veins.  Its  termination  in  the  left 
superior  vena  cava,  which  was  described  above,  is  shown  in  Fig.  1. 

The  inferior  vena  cava,  which  is  present  in  this  specimen  as  a 
relatively  short  trunk,  is  formed  by  the  union  of  the  two  posterior 
cardinal  veins.  The  trunk  thus  formed  courses  cranialwards, 
resting  upon  the  anterior  surface  of  the  vertebral  column,  and 
pierces  the  diaphragm  approximately  in  the  midline.  Its  intra- 
thoracic portion  is  very  short  and  the  vessel  terminates  by  opening 
into  the  lower  extremity  of  the  right  atrium.  This  trunk  receives 
as  its  tributaries  not  only  the  posterior  cardinal  veins  but  also  the 
right  suprarenal  and  the  hepatic  veins. 

The  posterior  cardinal  veins  are  bilaterally  symmetrical  but 
their  relations,  as  determined  by  the  asymmetry  of  contiguous  struc- 
tures, are  quite  different  on  the  two  sides.  The  right  posterior 
cardinal  in  the  upper  part  of  its  extent  lies  immediately  to  the  right 
of  the  aorta,  while  in  its  lower  portion  the  latter  vessel  crosses  the 
cardinal  and  comes  to  lie  anterior  to  it.  The  left  posterior  cardinal 
vein,  on  the  other  hand,  is  not  immediately  related  to  the  aorta  in 
any  part  of  its  course  except  at  the  point  at  which  it  joins  its  fellow 
of  the  opposite  side.     It  passes  caudalwards  along  the  posterior 


674        NORRIS    AND    MILLER:    MULTIPLE    VASCULAR    ANOMALIES 

abdominal  wall  and  at  the  level  of  the  fourth  lumbar  vertebra 
associates  itself  with  the  sciatic  artery,  lying  lateral  and  slightly 
anterior  to  that  vessel.  The  two  posterior  cardinal  trunks  arise 
in  the  pelvic  region  by  the  union  of  the  hypogastric  and  external 
iliac  veins  of  their  respective  sides.  They  also  receive  as  tributaries 
a  number  of  small  vessels  from  the  posterior  abdominal  wall  and  the 
efferent  branches  from  the  kidneys. 

III.    EMBRYOLOGICAL    INTERPRETATION    OF    THE    ANOMALIES. 

A  rational  interpretation  of  the  vascular  anomalies  described 
above  can  only  be  adduced  when  their  ontogeny  is  perfectly  under- 
stood, and  our  ability  to  interpret  them  seems  to  vary  directly 
with  the  completeness  of  our  knowledge  of  the  normal  develop- 
mental processes. 

The  aplasia  of  the  pulmonary  arteries  results  from  some  inter- 
ference with  the  normal  course  of  development  of  the  sixth  pair  of 
aortic  arches.  On  the  right  side  either  the  sixth  arch  totally  failed 
of  development  or  this  structure  may  have  been  lost  at  an  early 
stage.  On  the  left  side,  however,  the  presence  of  the  ductus  arterio- 
sus, joining  the  conus  arteriosus  and  the  aorta,  indicates  that  the 
sixth  arch  on  this  side  must  have  been  formed,  and  the  absence  of 
the  left  pulmonary  artery  seems  to  be  explained  only  by  assuming 
that  the  definitive  branch  to  the  left  lung  failed  to  develop. 

The  complete  aplasia  of  the  pulmonary  arteries  is  apparently 
an  unusual  anomaly.  For  a  study  of  the  abnormalities  arising  in 
the  development  of  the  aortic  arches  and  the  literature  considering 
such  conditions  the  reader  is  cited  to  the  work  of  Poynter  (1916). 

The  specimen  described  above  presents  an  instance  in  which  the 
left  sciatic  artery  arises  directly  from  the  aorta.  This  condition, 
which  has  been  described  by  Hochstetter  (1890)  in  mammalian 
embryos,  apparently  has  never  been  observed  in  man.  Our  knowl- 
edge regarding  the  ontogeny  of  the  posterior  limb  vessels  in  man  is 
as  yet  very  imperfect  and  any  explanation  of  anomalous  formations 
must  be  based  largely  on  the  few  more  complete  studies  of  compara- 
tive forms.  The  accompanying  diagram  (Fig.  3)  offers  our  inter- 
pretation as  regards  the  development  of  this  unusual  type  of  vascular 
system  to  the  left  lowrer  extremity.  The  solid  lines  in  the  diagram 
express  the  conditions  as  they  exist  in  the  specimen  and  the  broken 
lines  indicate  the  condition  of  normal  development  as  it  is  supposed 
to  occur.  It  would  seem  that  the  distal  portion  of  the  common  iliac, 
the  external  iliac,  and  the  umbilical  arteries  had  dropped  out  at  a 
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certain  stage  of  development  and  that,  in  consequence  of  the  oblitera- 
tion of  these  paths,  the  primitive  sciatic  trunk  had  been  retained. 
But  only  the  intra-abdominal  part  of  this  trunk  has  persisted  as 
a  major  vessel,  for,  as  shown  in  the  diagram  and  described  above,  a 
secondary  connection,  by  way  of  a  junctional  vessel,  has  been  es- 
tablished between  the  sciatic  and  the  femoral  arteries.  As  a  result 
of  this  arrangement,  the  condition  which  at  first  seems  to  be  a  per- 
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Fig.  3. — Diagram  of  the  arterial  anomalies  of  the  vascular  elements  to  the 
left  lower  extremity.  The  solid  lines  express  the  conditions  as  they  are  found 
in  the  specimen;  the  broken  lines  indicate  the  parts  normally  developed  but 
which  are  absent  in  this  specimen.  A.,  aorta;  C.  I.  A.,  common  iliac  artery; 
E.  I.  A.,  external  iliac  artery;  F.  A.,  femoral  artery;  I.  G.  A.,  inferior  gluteal 
artery;  J.  V.,  junctional  vessel;  M.  S.  A.,  midsacral  artery;  R.  C.  I.,  right  com- 
mon iliac  artery;  S.  A.,  sciatic  artery;  U.  A.,  umbilical  artery. 

sistence  of  the  most  primitive  circulation  of  the  limb  is,  in  reality, 
only  the  retention  of  the  proximal  portion  of  the  primordial  vascular 
trunk,  and  the  development  of  the  junctional  vessel  so  brings  it 
about  that  the  limb  receives  its  ultimate  major  vascularization 
through  the  femoral  quite  like  the  usual  case.  The  inferior  gluteal 
artery,  which  is  the  final  derivative  of  the  distal  portion  of  the  sci- 
atic trunk,  exists  in  this    specimen  as  a  relatively  minor  vessel. 
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The    numerous    venous    anomalies    involving   the   great   vessels 
around  the  heart  create  a  condition  quite  different  from  the  normal. 


Tig.4. 

Fig.  4. — A  series  of  diagrams  expressing  the  authors'  interpretations  of  the 
methods  of  development  of  the  multiple  venous  anomalies  described. 

(a)  Diagram  of  the  venous  system  of  a  very  young  embryo. 

(b)  Diagram  of  the  venous  system  as  it  exists  in  normal  ontogeny  after  the 
definitive  trunks  (structures  in  solid  black)  have  been  derived  from  the  primitive 
system  shown  in  (a).  The  broken  lines  indicate  the  parts  of  the  primitive  system 
which  are  ordinarily  lost  in  the  developmental  process. 

(c)  Diagram  of  the  venous  system  as  it  exists  in  the  specimen.  The  broken 
lines  indicate  the  parts  of  the  primitive  system  shown  in  (a),  which  have  been 
lost  in  the  developmental  process. 

A.,  anastomotic  communication  between  anterior  cardinals;  A'.,  anastomotic 
communication  between  posterior  cardinals;  A.  C,  anterior  cardinal;  A.  V., 
aaygos  vein;  C.  C,  common  cardinal;  C.  S.,  coronary  sinus;  D.  V.,  ductus 
venosus;  H.  A.,  hemiazygos  vein;  I.  J.,  internal  jugular;  I.  V.  C,  inferior  vena 
cava;  L.  I.,  left  innominate;  L.  I.  I.,  left  internal  iliac;  L.  P.  C,  left  posterior 
cardinal;  L.  R.  V.,  left  renal  vein;  P.  I.  V.  C,  primitive  inferior  vena  cava; 
R.  I.  I.,  right  internal  iliac;  R.  I.,  right  innominate;  R.  P.  C,  right  posterior 
cardinal;  R.  R.  V.,  right  renal  vein;  S.,  subclavian;  S.  C,  subcardinal  veins; 
S.  V.  C,  superior  vena  cava. 

The  anatomical  relations  which  appear  to  be  so  widely  at  variance 
from  the  ordinary  arrangement  can  be  readily  explained  only  on  the 
basis  of  the  ontogenetic  history  of  the  venous  system.     The  accom- 
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panying  diagrams  express  our  interpretation  as  regards  the  mode  of 
development  of  these  conditions.  Fig.  4a  is  a  schematic  representa- 
tion of  the  venous  system  as  it  exists  in  young  embryos.  This 
primitive  system  is  composed  of  the  bilaterally  symmetrical  ante- 
rior and  posterior  cardinal  veins,  which  open  on  either  side  into 
the  sinus  venosus  through  the  medium  of  the  ductus  Cuvieri  (com- 
mon cardinal  veins).  There  is  also  present  at  this  stage  an  anasto- 
motic communication  between  the  anterior  cardinals  at  points  a 
little  cephalad  to  the  heart  as  well  as  the  transitory  subcardinal  ves- 
sels. It  is  by  means  of  the  alterations  occurring  in  this  simply  con- 
structed system  that  the  definitive  vessels  are  formed.  These  well- 
known  changes,  which  are  diagrammatically  represented  in  Fig.  4b, 
need  not  be  recounted  here.  Fig.  4c  shows  schematically  the 
anomalous  arrangement  of  the  vessels  found  in  the  case  under  dis- 
cussion and  its  appearance  contrasts  strikingly  with  the  normal  con- 
dition shown  in  Fig.  46.  According  to  our  interpretation  the  anoma- 
lous complex  must  have  passed  through  a  stage  of  development 
which  presented  structural  arrangements  quite  like  those  diagramed 
in  Fig.  4a.  In  other  words,  the  earliest  development  of  the  venous 
system  in  this  case  appears  to  have  been  normal  and  the  anoma- 
lies seem  to  date  to  that  period  of  ontogeny  in  which  the  trans- 
formations directed  toward  the  derivation  of  the  definitive  trunks 
occur.  As  is  clearly  shown  by  comparison  of  Figs.  46  and  4c,  that 
portion  of  the  right  anterior  cardinal  vein  which  intervenes  between 
the  right  extremity  of  the  anastomotic  branch  and  the  sinus  venosus 
has  been  lost,  thus  explaining  the  absence  of  the  right  superior 
vena  cava.  The  anastomotic  channel  has  persisted  as  the  right 
innominate  vein.  The  entire  left  cardinal  system  has  been  re- 
tained almost  without  change.  The  intermediate  portion  of  that 
part  of  the  left  anterior  cardinal  vein  which  intervenes  between  the  left 
extremity  of  the  anastomotic  branch  and  the  sinus  venosus,  which 
is  ordinarily  lost,  is  retained  as  the  left  superior  vena  cava.  The 
left  superior  vena  cava,  as  pointed  out  in  the  above  description, 
opens  directly  into  the  heart  through  the  coronary  sinus.  The 
cardiac  extremity  of  the  left  posterior  cardinal  has  persisted  so  that 
the  hemiazygos  vein  joins  the  left  superior  vena  cava  just  before 
that  trunk  opens  into  the  coronary  sinus. 

McCotter  (191 6)  has  assembled  the  recorded  cases  of  similar 
venous  anomalies  and  the  reader  is  cited  to  his  paper  for  a  literary  re- 
view of  the  subject. 

The  interpretation  of  the  anomalies  related  to  the  ontogeny  of 
the  inferior  vena  cava  is  shown  graphically  in  Fig.  4.     In  tracing 
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this  trunk  caudally  from  the  heart  it  appears  that  the  cranial  por- 
tion, which  is  formed  in  conjunction  with  the  hepatic  circulation  of 
the  embryo,  has  developed  in  the  usual  way.  That  portion  of  the 
inferior  vena  cava  derived  from  the  right  subcardial  and  right 
posterior  cardinal  veins  also  shows  nothing  exceptional.  On  the 
left  side,  however,  the  caudal  part  of  the  posterior  cardinal,  which 
ordinarily  undergoes  complete  degeneration,  has  persisted  and  is 
joined  to  its  fellow  of  the  opposite  side  by  the  persistent  anastomotic 
channel  located  between  the  subcardinal  and  posterior  cardinal 
systems.  The  anastomotic  vessel  between  the  caudal  extremities 
of  the  postcardinals,  which  ordinarily  forms  the  proximal  part  of 
the  left  common  iliac  veins,  either  never  developed  or  has  been  lost 
without  trace. 
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SOME  REMARKS  ON  THE  RELATIONSHIP  OF  SYPHILIS 
TO  ABORTION,  MISCARRIAGE  AND  FETAL  AB- 
NORMALITIES. 

BY 
•       FRED  L.  ADAIR,  M.  D., 

Associate  Professor  of  Obstetrics,  University  of  Minnesota  Medical  School, 
Minneapolis,  Minn. 

Syphilis  has  always  been  of  tremendous  importance  to  those 
who  take  care  of  the  prospective  mother  and  infant.  We  should 
make  every  effort  to  understand  the  effect  which  it  may  have  upon 
the  maternal  and  fetal  organisms. 

The  newer  methods  for  a  more  accurate  diagnosis  of  this  disease 
afford  us  the  opportunity  for  making  a  more  accurate  study.  Such  a 
study  is  of  special  importance  to  those  who  are  interested  in  the 
many  problems  associated  with  the  reproduction  of  mankind.     It  is 
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extremely  important  from  the  standpoint  of  the  infection  with  this 
disease  of  one  parent  by  the  other.  It  is  of  the  greatest  value  to 
know  the  possibility  of  transmission  from  father  to  offspring,  and 
particularly  from  the  mother  to  the  fetus. 

The  problem  should  be  viewed  from  the  standpoint  of  the  effect 
of  the  disease  on  the  development  of  the  ovum,  and  the  production 
of  disease  in  the  fetus,  with  the  termination  of  pregnancy  before 
full-term  either  in  a  stillbirth  (premature  or  at  term)  or  in  the  birth 
of  a  diseased  infant,  which  sooner  or  later  shows  signs  of  congenital 
syphilis. 

In  considering  the  possible  ways  in  which  the  offspring  could  be 
affected,  we  should  have  to  mention  the  direct  invasion  of  the  ovum 
or  fetus  with  the  treponema  pallidum.  This  might  take  place  from 
the  father  or  mother.  In  the  former  instance,  granting  the  possi- 
bility, it  would  probably  mean  an  early  and  serious  interference 
with  the  development  of  the  ovum,  producing  total  destruction;  or 
possibly  the  development  of  some  of  the  pathologic  ova,  which  are 
not  uncommonly  found  in  early  abortion. 

In  later  stages  of  gestation,  the  luetic  organisms  might  produce 
fatal  disease  of  the  fetus  at  varying  stages  of  pregnancy;  mani- 
festations of  disease  might  be  present  at,  or  soon  after  birth,  or  the 
spirochete  might  remain  dormant,  to  produce  the  late  lesions  of 
congenital  syphilis.  The  direct  effect  of  toxins  on  the  fetus  without 
the  presence  of  these  organisms  must  be  considered. 

What  other  possibilities  are  there  aside  from  the  direct  invasion 
of  the  fetus  itself?  The  growing  fetus  could  be  affected  indirectly 
from  lesions  produced  in  the  chorion  or  umbilical  cord  by  the  organ- 
ism or  its  toxins.  It  could  also  be  affected  by  syphilitic  lesions  in  the 
maternal  organism,  more  particularly  of  the  genitalia,  and  especially 
by  any  abnormal  condition  of  the  decidua. 

I  have  made  no  attempt  in  this  study  to  answer  the  above-men- 
tioned problems.  This  is  primarily  a  clinical  and  statistical  study, 
which  is  far  from  complete  and  might  be  of  greater  value  when 
considered  as  a  part  of  a  symposium,  combined  with  the  data  of 
•  other  observers  in  different  localities. 

It  seems  to  be  a  general  impression  that  syphilis  is  a  common  cause 
of  abortion,  miscarriage  and  fetal  malformations.  When  one  finds  a 
case  with  a  history  of  these  conditions  lues  is  the  etiologic  factor 
which  first  comes  to  the  mind. 

In  a  consideration  of  actual  cases  it  has  been  my  impression  that 
syphilis  could  not  be  demonstrated  in  most  of  these  cases.  In 
viewing  the  literature  suggestions  are  creeping  in  that  this  disease 
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is  not  such  a  common  cause  of  the  termination  of  pregnancy  in  the 
first  six  months  as  is  usually  supposed.  Very  little  proof  however  is 
advanced  to  substantiate  these  impressions. 

A  few  years  ago  we  started  taking  the  Wassermann  test  as  a  part 
of  the  routine  examination  of  patients  in  the  obstetric  service  of  the 
University  of  Minnesota  Hospital.  It  seemed  that  an  analysis  of 
these  cases  might  give  some  indication  of  the  truth  or  falseness  of 
these  impressions. 

It  is  important  that  we  know  the  effect  of  syphilis  on  pregnancy  to 
understand  the  truth  and  if  it  is  not  the  common  cause  of  abortion 
and  miscarriage,  we  should  seek  the  real  etiologic  factor.  So  long 
as  we  are  satisfied  with  one  explanation  of  these  conditions  we  will 
not  look  for  other  causes.  It  is  not  possible  for  me  to  offer  absolute 
proof,  but  I  wish  to  state  as  my  belief  that  syphilis  is  not  such  a 
common  cause  of  abortion,  miscarriage  or  fetal  abnormalities  as  is 
usually  assumed.  The  relative  f  requency  of  abortion  and  miscarriage 
is  not  much  greater  in  syphilitics  than  in  nonsyphilitics. 

Malformations  are  a  little  more  frequent  in  children  with  luetic 
parents  than  in  those  who  have  not  such  parents.  On  the  other 
hand  as  has  been  demonstrated  by  a  number  of  observers  (Williams 
and  others),  premature  births  and  stillbirths  are  quite  frequently 
due  to  syphilis,  it  being  the  most  frequent  single  cause.  My  opinion 
is  in  accord  with  these  observations  and  is  supported  by  an  analysis 
of  the  cases  which  will  now  be  considered. 

The  material  was  collected  from  the  records  of  cases  entering  the 
Hospital  of  the  University  of  Minnesota  Medical  School.  The  total 
number  of  records  studied  is  1095.  In  this  series  there  are  518 
primiparae,  574  multipara,  and  three  in  which  the  records  are  not 
clear.  The  total  number  of  pregnancies  in  these  cases  was  2773. 
Of  these  eleven  were  multiple,  of  which  eight  were  premature, 
making  in  all  2784  fetuses  and  new-born  infants. 

The  pregnancies  ended  at  term  in  2422  cases,  making  a  total  of 
2425  full-term  infants.  The  remainder  ended  before  term,  though  in 
five  instances  the  time  of  delivery  was  not  stated. 

The  cases  may  be  divided  as  follows:  (I),  those  in  whom  there 
was  a  positive  Wassermann  or  other  definite  evidence  of  syphilis. 
(II)  nonsyphilitic  in  whom  the  Wassermann  was  negative,  and  there 
was  no  definite  evidence  of  lues,  and  (III)  those  in  whom  no  Wasser- 
mann test  was  made  and  there  was  no  definite  indication  of  syphilis. 

In  a  study  of  these  records  the  cases  have  been  divided  into  those 
ending  at  term;  prematurely  in  the  last  trimester;  in  a  miscarriage 
during  the  second  trimester;  and  in  abortion  in  the  first  trimester 


ADAIR:    RELATIONSHIP   OF    SYPHILIS    TO   ABORTION  681 

of  gestation.  According  to  this  division  there  were  197  abortions 
(.4);  sixty- two  miscarriages  (B)  and  eighty-four  premature  births 
(C)  from  sixty-eight  mothers.  In  eight  instances  the  period  of  gesta- 
tion was  too  uncertain  to  be  approximated.  There  were  eight  pairs 
of  twins  and  three  ectopic  pregnancies.  In  this  series  there  were 
seventy-six  stillbirths  from  sixty-six  mothers.  Fetal  malformations 
were  present  in  sixteen  infants.  A  positive  Wassermann  reaction 
was  obtained  in  twenty-six  cases,  in  which  there  were  no  abor- 
tions, miscarriages,  premature  births  or  stillbirths.  There  were 
five  cases  of  hemorrhage  of  the  new-born. 

The  Wassermann  reaction  was  done  with  the  mother's  blood 
857  times  with  negative  results  in  804  cases,  and  a  positive  reaction 
in  fifty-three.  The  blood  of  the  new-born  was  tested  393  times, 
with  a  positive  reaction  in  twelve  and  negative  in  381.  All  ques- 
tionable and  unsatisfactory  tests  were  disregarded. 

A.  In  the  109  cases  which  gave  a  history  of  abortion  there  were 
thirteen  which  gave  evidence  of  syphilis.  There  were  621  preg- 
nancies in  these  cases,  one  of  which  was  ectopic.  Of  these  390 
ended  at  term,  fifteen  were  premature,  there  were  thirteen  mis- 
carriages and  197  abortions,  with  five  uncertain  as  to  which  of  the 
first  two  trimesters  marked  the  end  of  the  pregnancy.  There  were 
eighteen  stillbirths.  The  Wassermann  reaction  was  done  on  the 
blood  of  the  mother  91  times,  and  on  that  of  the  child  47  times. 
The  mother's  blood  gave  a  positive  reaction  n  times,  and  that  of 
the  child  twice.  In  nine  instances  where  the  maternal  blood  gave 
a  positive  test,  there  was  none  made  of  the  child. 

I.  In  the  thirteen  luetic  cases,  there  were  seventy-four  pregnancies, 
twenty-three  abortions,  no  miscarriages  (though  there  were  five  ending 
in  the  first  two  trimesters) ,  four  premature  births,  one  premature  still- 
birth, a  total  of  five  stillbirths  and  forty-two  pregnancies  ending  at 
term.  There  were  thirteen  children  born  to  these  mothers  in  the 
hospital,  where  they  were  under  observation  for  ten  days  or  two 
weeks.  Eight  of  them  appeared  to  be  well,  four  gave  definite  evi- 
dence of  congenital  syphilis,  and  there  was  one  stillbirth  apparently 
caused  by  syphilis.  There  were  no  malformations  in  this  group  of 
infants  born  in  the  hospital,  though  one  of  these  mothers  gave  a 
history  of  having  given  birth  to  a  hydrocephalic  child. 

II.  There  were  eighty-three  cases  in  which  the  Wassermann  was 
negative  in  mother  or  child  or  both,  and  in  whom  there  was  no 
definite  evidence  of  syphilis. 

These  women  had  464  pregnancies,  298  of  which  ended  at  term, 
ten  were  premature  (one  set  of  twins),  there  were  thirteen  mis- 
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carriages,  twelve  stillbirths,  and  142  abortions.  There  was  one 
ectopic  pregnancy  in  this  series. 

III.  There  were  thirteen  cases,  in  the  group  of  those  who  gave  a 
history  of  abortion,  in  which  there  was  no  clinical  evidence  of  syphilis 
and  where  no  Wassermann  test  was  made  on  either  mother  or  child. 
There  were  eighty-three  pregnancies  and  thirty-two  abortions  in 
these  cases.  There  were  fifty  babies  born  at  term,  one  premature 
birth,  and  one  stillbirth.  None  of  the  children  gave  evidence  of 
syphilis  while  in  the  hospital.  There  was  no  history  or  evidence  of 
malformation  in  this  group.  There  was  one  case  of  abortion  at  the 
third  mor).th,  in  the  hospital.  There  were  twelve  new-born  babes. 
Of  these  ten  were  apparently  well,  and  one  died  of  acute  infection. 
There  was  one  stillbirth  resulting  from  placenta  previa. 

B.  There  were  forty  cases  which  gave  a  history  of  miscarriage. 
Seven  of  these  gave  evidence  of  syphilis.  The  total  number  of  preg- 
nancies in  these  cases  was  202  of  which  no  ended  at  term  and  eleven 
were  premature.  There  were  sixty-two  miscarriages,  fourteen  abor- 
tions and  five  indefinite  cases,  four  stillbirths,  and  one  malformation. 
The  mother's  Wassermann  reaction  was  positive  in  four  instances; 
negative  in  thirty-two,  and  not  taken  in  four.  In  the  child  it  was 
positive  in  two  instances,  negative  in  eight,  and  not  taken  in  thirty. 

I.  In  the  seven  cases  giving  evidence  of  syphilis  there  were  twenty- 
seven  pregnancies,  ten  of  which  ended  at  term,  and  two  were  pre- 
mature. There  were  ten  miscarriages  and  no  abortions,  though 
five  were  uncertain  as  to  time.  There  were  three  stillbirths.  Of 
the  seven  deliveries  in  the  hospital,  three  children  remained  healthy 
while  in  the  institution,  one  gave  evidence  of  congenital  syphilis, 
and  there  was  one  stillbirth  from  a  craniotomy.  Two  terminated 
at  about  the  fifth  month,  the  fetuses  of  course  dying.  There  were 
no  fetal  malformations.  One  case  in  which  the  new-born  developed 
congenital  syphilis  had  hydramnios. 

II.  There  were  thirty  cases  with  negative  tests  in  whom  there 
were  161  pregnancies,  fourteen  abortions,  forty-nine  miscarriages, 
six  premature  labors,  ninety-two  full-term  pregnancies  and  one  still- 
birth. There  was  one  hydrocephalic  infant  born  prematurely.  Of 
the  thirty  deliveries  in  the  hospital,  two  were  miscarriages  at  the  fifth 
and  sixth  month,  three  were  premature  of  which  one  was  hydro- 
cephalic, another  resulted  in  twins  both  of  which  died  (the  cause 
not  being  determined),  the  child  from  the  third  mother  lived  and  was 
apparently  well.  Twenty-four  were  delivered  at  term  and  left  the 
hospital  free  from  disease,  one  full-term  child  died  from  a  non- 
syphilitic  condition. 
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III.  There  were  only  three  cases  in  which  a  Wassermann  was  not 
done  on  either  mother  or  child,  and  who  gave  no  definite  evidence 
of  syphilis.  Among  these  cases  there  were  fourteen  pregnancies, 
three  miscarriages,  three  premature  births,  and  eight  full-term  in- 
fants. Three  of  these  were  delivered  in  the  hospital,  one  died  from 
a  complicated  delivery,  the  other  two  were  apparently  healthy. 

C.  There  were  sixty-eight  cases  in  which  premature  births  occurred, 
in  eight  of  these  the  pregnancy  was  multiple.  In  this  group  of  cases 
there  were  eighty-four  premature  births  in  241  pregnancies,  of  those 
remaining  107  went  to  term,  ten  had  miscarriages  and  thirty-eight 
ended  as  abortions.  Of  the  latter,  one  woman  admitted  a  total  of 
twelve  induced  abortions,  and  another  confessed  to  ten,  which  would 
reduce  the  number  to  not  more  than  fifteen  spontaneous  abortions. 
There  were  twenty-two  stillbirths  and  three  malformations  in  this 
group. 

The  Wassermann  reacXion  was  done  in  fifty-eight  cases  and  not 
made  in  ten.  There  were  thirteen  positive  and  forty-five  negative 
tests.  Congenital  syphilis  was  present  in  five  of  the  fifty  cases 
born  in  the  hospital. 

There  were  fifty  premature  infants  born  in  the  hospital.  Of  these 
eighteen  lived  and  appeared  healthy,  thirteen  were  stillborn,  four 
due  to  syphilis,  six  from  nonsyphilitic  causes,  three  in  which  the 
cause  was  not  determined.  There  were  nineteen  deaths  in  the  hos- 
pital, five  due  to  syphilis,  six  from  nonspecific  causes,  and  in  eight 
the  cause  was  not  determined.  There  were  three  monsters  born  in 
the  hospital. 

D.  There  were  sixty-six  cases  who  had  stillbirths  in  this  series 
in  a  total  of  276  pregnancies  with  forty-seven  abortions  (twenty- 
two  admittedly  induced),  seven  miscarriages,  twenty-seven  pre- 
mature births  and  195  deliveries  at  term.  There  was  a  total  of 
seventy-six  stillbirths.  Malformations  were  present  three  times, 
two  monsters  being  born  to  the  same  mother.  The  Wassermann 
reaction  was  positive  in  ten  cases,  negative  in  forty-nine,  and  not 
taken  in  seven.  Of  these  stillbirths  thirty-four  occurred  in  the  hos- 
pital. Syphilis  was  present  in  four  of  these,  the  stillbirths  were 
due  to  other  causes  in  eighteen  instances.  The  etiology  was  not 
determined  in  ten  cases.  Two  monsters  were  stillborn.  There  were 
seven  who  had  more  than  one  stillbirth  and  of  these  two  were  syphi- 
litic, three  questionable,  and  in  two  cases  other  causes  explained 
the  stillbirth.     The   fetuses  were  macerated  in  eight  cases. 

E.  In  this  series  there  were  sixteen  fetal  malformations  born  to 
fifteen   mothers.     There  were  sixty-six  pregnancies  in  this  group, 
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six  abortions,  one  miscarriage,  four  premature  births,  fifty-five 
deliveries  at  term,  and  seven  stillbirths. 

The  Wassermann  test  was  done  in  all  but  one,  with  a  positive 
reaction  in  two,  one  of  which  gave  definite  clinical  evidence  of  con- 
genital syphilis. 

It  is  interesting  to  note  that  there  were  two  cases  of  hydramnios 
in  this  series  associated  with  serious  malformation,  an  anencephalic 
monster,  and  a  hydrocephalic  infant.  It  is  also  of  interest  to  note 
that  there  was  only  one  primipara  in  this  series.  She  gave  birth 
to  a  child  with  "clubfeet."  Twelve  of  these  cases  were  born  in 
the  hospital  and  as  stated  above  one  of  them  died  of  congenital 
syphilis.  The  infant  was  premature  and  had  an  abnormality  of 
minor  importance.  Three  of  the  stillbirths  were  in  the  hospital, 
all  in  cases  with  major  malformations.  Of  those  not  occurring 
there,  all  but  one  appear  to  have  been  in  monsters. 

F.  There  were  twenty-six  cases  in  which  a  positive  Wassermann 
was  obtained,  none  of  whom  had  abortions,  miscarriages,  premature 
births,  or  stillbirths.  Two  of  the  mothers  had  syphilis,  whose 
children  remained  well  while  they  were  in  the  hospital.  One  child 
had  a  slight  deformity  and  also  congenital  syphilis.  Of  the  children 
born  in  the  hospital  six  had  congenital  syphilis,  three  dying  in  the 
hospital,  while  twenty  remained  apparently  in  good  condition. 
Seventeen  of  these  cases  were  primiparae.  Four  of  the  six  cases 
of  congenital  syphilis  appeared  in  the  offspring  of  these  mothers. 

G.  There  were  eleven  cases  of  hydramnios  in  only  two  of  which 
were  there  fetal  malformations,  both  being  monstrosities.  All 
but  two  were  multipara?.  There  were  fifty-seven  labors  (two 
pair  of  twins)  and  forty-six  at  term.  There  were  ten  stillbirths, 
seven  of  them  in  three  mothers.  Three  of  these  occurred  in  the 
hospital,  none  of  them  due.  to  syphilis.  Of  the  total  number  of 
stillbirths  five  occurred  in  luetic  mothers.  The  Wassermann 
reaction  was  positive  twice  and  negative  in  nine  cases. 

There  were  five  cases  of  hemorrhage  of  the  new-born,  one  child 
was  definitely  syphilitic  with  positive  evidence  in  the  parents.  In 
another  case  the  father  was  syphilitic  and  the  child  was  probably 
syphilitic. 

I  wish  to  express  my  thanks  to  Dr.  W.  P.  Larson  for  his  careful 
work  in  making  the  numerous  Wassermann  tests  and  to  Dr.  Elizabeth 
Barnard  for  manv  hours  of  careful  scrutinv  of  case  records. 
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SUMMARY. 

i.  There  were  1095  cases  in  whom  there  were  a  history  of  2773 
pregnancies,  of  which  2422  ended  at  term. 

2.  There  were  109  cases  who  had  197  abortions  in  a  total  of  621 
pregnancies  or  approximately  one  abortion  to  three  pregnancies. 

3.  In  the  nonsyphilitic  and  negative  Wassermann  group  there 
were  eighty-three  cases  with  142  abortions  in  464  pregnancies,  or 
about  one  to  three. 

The  thirteen  syphilitic  cases  had  twenty-three  abortions  in 
seventy-four  pregnancies,  or  about  one  to  three.  Apparently  syphi- 
lis is  not  a  very  potent  factor  in  producing  the  termination  of 
pregnancy  during  the  first  trimester. 

4.  There  were  forty  cases  who  had  sixty-two  miscarriages  in  a 
total  of  202  pregnancies,  or  about  one  to  three. 

There  were  thirty  cases  without  evidence  of  syphilis  in  whom 
there  were  forty-nine  miscarriages  in  161  pregnancies,  or  nearly 
one  in  three.  In  seven  cases  with  indications  of  lues  there  were 
ten  miscarriages  in  twenty-seven  pregnancies,  or  a  little  more  than 
one  to  three. 

This  indicates  that  syphilis  is  not  responsible  for  any  high  per- 
centage of  miscarriages. 

5.  When  we  consider  the  premature  births  in  this  series  we  find 
about  one-third  of  the  mothers  giving  evidence  of  syphilis.  About 
20  per  cent,  of  the  premature  infants  give  positive  evidence 
of  luetic  infection. 

6.  About  10  per  cent,  of  the  mothers  who  had  stillbirths  gave 
positive  Wassermann  reactions.  Of  the  stillbirths  in  the  hospital 
12  per  cent,  were  proved  syphilitic. 

7.  Two  of  the  malformed  infants  were  born  to  syphilitic  mothers. 
This  is  a  higher  ratio  for  those  having  syphilis  than  for  those  who 
did  not. 

8.  Syphilis  was  proved  in  two  out  of  five  cases  of  hemorrhage 
of  the  new-born. 
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ADDRESS  OF  THE  PRESIDENT.* 

ANNUAL  MEETING  OF  THE  AMERICAN  ASSOCIATION  OF  OBSTETRICIANS 
AND  GYNECOLOGISTS. 

BY 
ALBERT  GOLDSPOHX.  M.  S..  M.  I).. 
Chicago,  111.   x 

Esteemed  Fellows: 

We  have  met  again  at  this  annual  event  for  mutual  exchange 
of  our  experiences,  discoveries,  and  achievements  in  truly  altruistic 
manner.  We  come  to  this,  one  of  the  highest  and  most  virile 
national  scientific  tribunals,  for  a  final  judgment  upon  our  produc- 
tions and  achievements;  so  that  that  which  is  real,  important, 
and  practical  may  be  divested  of  that  which  is  imaginary, 
overestimated,  or  visionary;  so  that  the  pure  gold  of  truth  may 
be  gathered  from  the  dross,  in  the  fire  of  kindly  but  fearless 
discussion. 

To  preside  at  a  scientific  congress  where  rules  and  methods  of 
procedure,  akin  to  laws,  are  to  be  established  to  govern  practitioners 
in  our  specialty,  and  to  conduct  a  meeting  where  measures  are 
determined  that  profoundly  affect  the  health  and  life  of  a  large 
part  of  the  confiding  public;  these  are  privileges  which  are  inclined 
to  make  one  feel  his  littleness  as  well  as  to  appreciate  the  honor 
bestowed  by  his  fellows.  Therefore  I  wish  to  assure  you,  gentlemen, 
that  I  most  highly  esteem  your  kindness  to  me,  in  the  honor  conferred, 
and  that  I  am  grateful  to  all  who  contribute  to  our  program.  But 
nobler  far  than  any  of  our  deeds,  and  entitled  to  greater  consideration, 
are  those  of  our  Fellows  who  are  not  with  us  this  year,  because  they 
are  engaged  on  that  higher  plane  of  duty,  sacrifice,  hardships,  and 
danger  to  which  they  have  been  drawn  by  patriotism  toward  our 
country  in  its  present  struggle.  My  suggestion  would  be,  therefore, 
that  their  names  be  gathered,  in  due  time,  in  a  list  to  be  inserted  in 
our  transactions  as  a  roll  of  honor. 

As  a  theme  for  this  occasion  my  natural  preference  would  have 
been  to  dwell  on  the  altruism  and  noble  traits  which,  in  the  main, 
characterize  our  profession;  but  defects  and  wrongs  also  exist 
among  us.  Furthermore,  while  commemoration  of  the  great  and 
numerous  gifts  to  our  science  by  illustrious  predecessors  and  con- 
temporaries is  always  appropriate  and  inspiring,  and  while  laudatory 

*  Delivered  at  Detroit,  Mich.,  September  17,  iqiS. 
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reviews  of  our  collective  attainments  are  normal  and  pleasing, 
nevertheless,  this  type  of  address  has  abounded  in  the  past.  It 
seems  to  me,  therefore,  that  pointing  out  some  of  our  defects,  errors, 
and  conditions  that  work  wrongs  to  both  the  profession  and  the 
public  may  be  more  useful,  although  less  sublime  and  pleasing,  than 
a  contemplation  of  our  virtues  would  be. 

Permit  me  to  invite  your  attention  to  some  thoughts  and  sugges- 
tions, first,  on  the  subject  of  standardization  of  specialists  in  surgery 
and  its  various  branches,  including  obstetrics.  A  better  conception 
of  the  difference  between  a  general  practitioner  and  a  specialist  is 
needed  by  the  general  public.  They  should  understand  that  the 
former,  with  his  doctor's  and  hospital  diploma  and  State  permit  to 
practice,  is  one  who  knows  some  parts  of  all  the  different  branches  in 
medicine  and  surgery,  but  does  not  know  all  about  any  one  of  them; 
while  the  latter  is  one  who  began  with  this  preliminary  knowledge  as 
merely  a  foundation,  to  which  he  has  added  the  relatively  complete 
knowledge  and  special  skill  required  in  some  one  of  the  specialties, 
by  a  second  medical  course  of  particular  study  and  training,  such 
as  will  be  suggested  later. 

The  instances  are  too  numerous  in  which  a  mere  student,  who  has 
no  knowledge  of  what  branch  of  medicine  he  will  be  most  efficient  in, 
chooses  a  specialty  which,  to  his  childish  vision,  appears  least  irksome 
or  most  lucrative,  and  then  aims  for  that  by  the  shortest  route, 
without  obtaining  the  necessary  basis  of  a  sufficiently  general  and 
practical  knowledge  of  every  branch  of  medicine  and  surgery.  The 
field  of  vision  of  such  specialists,  even  if  they  are  well  informed  in 
their  own  branch  of  the  profession,  is  so  narrow  that  they  will 
attempt  to  treat  too  many  diverse  and  general  disorders  in  their 
special  way,  when  these  would  be  much  more  successfully  handled 
by  a  good  general  practitioner.  For  instance,  we  note  the  pub- 
lished and  more  numerous  unpublished  cases  of  stomach  opera- 
tions in  cases  with  tabetic  crises,  or  with  referred  functional  dis- 
orders due  to  diseases  in  other  parts  of  the  body;  operations  for 
floating  kidney  in  cases  where  this  is  not  pathological,  or  where  it 
is  but  a  part  of  a  general  viseroptosis  that  causes  the  symptoms; 
removal  of  the  vermiform  appendix  in  cases  with  a  painful  tube  or 
ovary  which  are  often  amenable  to  nonoperative  treatment,  or  mis- 
takenly for  ureteral  calculus,  or  for  various  indefinite  assumptions 
of  disease;  operations  on  the  cervix  uteri  for  blemishes  that  do 
not  affect  the  health  of  the  patient;  removal  of  the  coccyx  for  pain 
which  is  due  mostly  to  varicose  conditions  about  the  sacral  nerves, 
together  with  other  pelvic  or  spinal  disorders;  the  prescribing  of 
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glasses  for  headaches  that  are  due  to  defective  alimentation  or 
metabolism,  etc.  Furthermore,  the  instances  are  numerous  where 
mere  and  meager  general  practitioners  with  feeble  consciences 
venture  to  perform  the  serious  major  duties  of  a  specialist,  even 
though  they  have  had  little  or  no  special  training.  The  writer  has 
repeatedly  observed  cases  similar  to  the  following.  A  well-to-do 
student  attending  a  reputable  medical  college  aimed  at  a  specialty 
before  he  graduated.  With  the  exception  of  a  year  spent  in  an  eye 
and  ear  infirmary,  he  had  never  served  as  an  assistant  or  as  an  interne. 
He  then  began  practice  as  a  specialist  in  diseases  of  the  eye,  ear,  nose 
and  throat;  and  all  ability  that  he  now  has  in  the  treatment  of 
the  ear,  nose  and  throat,  through  which  he  chiefly  prospers,  he  has 
not  developed  normally  by  the  expenditure  of  his  own  time,  means, 
and  effort  as  an  assistant  to  a  master  and  by  special  studies,  but  has 
gained  it  at  the  expense  of  his  patients'  means,  health,  and  lives; 
for  the  numerous  instances  in  which  mere  tonsilectomies,  in  his 
hands,  were  attended  by  extreme  hemorrhage  that  was  fatal  in  at 
least  one  case  and  nearly  so  in  many  others,  have  been  appalling. 
Nevertheless,  these  atrocities  continued  for  several  years.  Another 
example:  A  like  tyro,  without  even  an  ordinary  knowledge  of 
pathology  and  with  little  diagnostic  ability  assisted  me  for  a  short 
time,  until  I  learned  that  he  was  obtaining  major  cases  for  himself 
on  grossly  false  pretenses,  and  then  expected  me  in  consultation 
to  uphold  him  in  erroneously  proposed  operations  and  to  shield  him 
from  just  condemnation  for  the  evil  results  of  some  of  his  operations. 
He  received  several  warm  exhortations  and  was  then  promptly 
dropped  from  recognition;  but  he  would  also  have  been  exposed  as 
an  imposter,  if  such  cases  were  better  provided  for  by  our  code  of 
ethics.  Again,  in  numerous  instances  fair  internists  or  general 
practitioners  who  have  gained  the  confidence  and  esteem  of  patients 
by  successful  treatment  of  purely  medical  disorders,  will  betray  this 
confidence  by  asking  or  consenting  to  do  major  surgical  operations 
for  them,  for  which  they  have  no  fitness  or  training.  The  writer  has 
consulted  a  goodly  number  of  eminent  senior  men  in  various 
specialties  on  this  subject,  verbally  and  by  letter.  Some  say  in 
words  and  others  in  substance  that  there  are  criminals  in  the  medical 
profession  whose  crimes  are  of  this  nature.  They  all  affirm  that 
these  evil  conditions  exist  among  us,  and  that,  as  prevention  is 
easier  and  better  than  a  cure,  standardization  of  specialists  in  medi- 
cine is  greatly  needed. 

Dr.  William  J.  Mayo  says:  '"The  evils  in  our  present  methods  of 
developing  specialties  which  you  point  out  in  your  letter  are  well 
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known  to  us  all  and  are  daily  in  evidence.  The  remedies  that  you 
propose  are  practical  and  within  the  reach  of  every  deserving  young 
man.     Doctor  Charles  Mayo  and  I  endorse  your  position  fully." 

Dr.  Edward  E.  Montgomery,  after  affirming  the  necessity  of  a 
good  general  practitioner's  training  as  a  foundation  for  a  specialty, 
says:  "These  errors  are  not  confined  to  any  one  kind  of  specialist, 
but  are  common  to  the  internal  man  as  well  as  the  operator.  Indeed, 
I  think  that  the  internal  medical  man  has  learned  much  at  the  opera- 
ting table.  Thus  I  have  seen  cases  treated  for  typhoid  due  to  the 
presence  of  pus  in  the  pelvis;  sciatica  cured  by  the  removal  of  an 
imprisoned  fibroid  or  an  ovarian  cyst;  the  appendix  removed  when 
the  condition  was  located  in  the  uterine  appendages;  the  diagnosis  of 
renal  and  ureteral  calculi  when  the  appendix  was  guilty;  various 
operations  on  the  upper  abdomen  when  the  symptoms  were  the  result 
of  displacements  of  the  uterus,  backward  particularly,  and  enlarge- 
ments of  the  pelvic  organs  from  fibroids  and  ovarian  growths. 
Cholecystitis,  ulcer  of  the  stomach  and  duodenum,  visceroptosis,  and 
acute  and  chronic  pancreatitis  are  all  conditions  which  afford  op- 
portunities for  error  with  the  unwary  and  uneducated." 

Dr.  Charles  G.  Stockton,  of  Buffalo,  N.  Y.,  says:  "Of  course  I 
have  seen  numerous  instances  of  poor  work  by  ignorant  and  inexperi- 
enced so-called  specialists.  I  think  the  trouble  is  increasing  rather 
than  otherwise.  To  some  extent  this  is  a  result  of  the  taking  of 
short  courses  at  post-graduate  schools.  These  courses  are  good 
enough  as  far  as  they  go;  but  these  alone  are  not  what  is  required  to 
make  a  specialist  out  of  a  poorly  trained  general  practitioner." 

Dr.  Arthur  Dean  Bevan,  in  addressing  the  surgical  sections  of 
the  American  Medical  Association  in  191 7,  after  saying  that  most  of 
the  surgeons  in  our  country  are  competent  and  that  their  work  is 
good,  declared:  "On  the  other  hand,  those  who  are  in  touch  actively 
with  surgical  therapy,  who  see  a  large  number  of  surgical  cases,  and 
who  come  into  contact  with  a  large  number  of  men  doing  surgical 
operations,  can  but  be  impressed  by  the  fact  that  there  is  a  certain 
considerable  number  of  operations  being  performed  in  this  country 
that  are  unnecessary  and  unwarranted,  and  there  is  a  considerable 
number  of  men  operating  who  are  not  qualified  to  do  the  work." 
Again,  he  says :  "  What  shall  be  done  about  the  unnecessary  operations 
done  by  dishonest  men  for  a  fee;  the  unnecessary  appendix  operations 
done  for  imaginary  appendicitis;  the  unnecessary  fixations  of  the 
kidney;  the  unnecessary  amputations  of  the  breast  done  for  benign 
or  imaginary  breast  tumors;  the  unnecessary  operations  on  the 
female  genitals,  on  tonsils,  on  gall-bladder,  etc.?     What  shall  be 
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done  about  the  operations  that  are  clue  to  lack  of  good  judgment  and 
misguided  enthusiasm;  the  unnecessary  operations  on  fractures; 
the  fantastic  operations  for  intestinal  stasis  without  gross  pathology; 
operations  for  supposed  inefficiency  of  the  ileocecal  valve  based  on 
misinterpreted  Rontgen  evidence;  intestinal  anastomosis  or  resec- 
tions of  large  intestine  for  the  cure  of  epilepsy?  These  are  problems 
which  we  should  meet  frankly,  investigate  fully,  and  find  means  to 
correct;  and  this  should  be  done  by  some  properly  qualified  instru- 
ment of  the  American  Medical  Association."  Our  worthy  fellow, 
Doctor  Aaron  Benjamin  Miller,  in  his  presidential  address  before  this 
body  in  1910,  speaks  briefly  of  the  menace  of  permitting  incompetent 
men  to  perform  operations,  and  operations  that  are  often  unnecessary 
or  improper;  and  he  asks  whether  a  license  or  diploma  should  not  be 
possessed  by  qualified  surgeons.  In  1909  our  esteemed  fellow, 
Doctor  J.  Henry  Carstens,  in  a  paper  before  this  body,  clearly  set 
forth  that  the  venturesome  student  or  general  practitioner  of  this 
generation  has  no  excuse  for  wanting  to  develop  into  a  specialist 
at  the  expense  of  his  patients  by  practising  upon  them  and  that  the 
needed  theoretical  and  practical  knowledge  and  methods  of  proce- 
dure have  been  accessibly  recorded  by  men  of  earlier  generations 
who  blazed  the  way. 

Dr.  Albert  J.  Ochsner,  chairman  of  the  committee  on  credentials 
of  the  American  College  of  Surgeons,  says:  "Regarding  the  abuses  to 
which  patients  are  exposed  because  of  the  lack  of  standardization  of 
specialists,  one  could  write  volumes.  Less  than  half  a  century  ago 
the  young  medical  man  who  desired  to  become  a  specialist  had  very 
few,  if  any,  opportunities  to  obtain  the  necessary  training  outside 
of  continental  Europe,  hence  many  of  the  very  best  men  were  forced 
to  obtain  their  skill  after  an  improvised  plan  for  each  individual 
case;  but  what  then  was  a  necessity  for  men  of  extraordinary  intel- 
lect, industry,  intuition,  perseverance,  and  endurance,  together 
with  a  willingness  to  practice  self-denial  to  an  almpst  unreasonable 
extent,  does  not  exist  at  the  present  time;  and  a  man  who  now  enters 
a  specialty  without  making  use  of  the  opportunities  beforehand,  lacks 
the  very  qualities  that  distinguished  the  great  specialists  of  the 
past  generation."  Doctor  Ochsner  thinks  that  a  national  organiza- 
tion should  control  this  subject,  and  he  regards  the  American  College 
of  Surgeons  as  a  good  candidate. 

The  choice  of  a  consultant  or  of  a  specialist  is  a  serious  matter  to 
the  patient,  which  he  naturally,  in  most  instances  leaves  chiefly 
to  his  attending  physician  or  surgeon,  and  when  the  latter  advises 
his  patient  in  an  unselfish,  careful,  and  conscientious  manner,  he 
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renders  a  service  which  is  not  always  duly  appreciated  by  the 
patient.  But  we  know  that  the  confidence  of  the  patient  in  his 
doctor  at  such  times  is  often  betrayed  either  by  selfish  or  mercenary 
motives  influencing  the  doctor  in  the  choice  of  another  physician  or 
surgeon,  or  by  his  venturing  to  do  himself  some  important  act  which 
he  knows  he  is  not  properly  qualified  to  perform,  and  which  therefore 
amounts  to  nothing  less  than  gross  experimentation  upon  his  patients. 
For  this  reason,  if  justice  to  the  patients  and  to  qualified  specialists 
is  to  be,more  uniformly  obtained,  it  becomes  increasingly  necessary 
for  the  laity  to  be  enabled  independently,  to  choose  men  of  desired 
ability  from  an  accessible  roster  and  by  inspecting  their  individual 
specialist  diplomas.  The  importance  of  this  is  set  forth  by  E.  P. 
Lyon,  Ph.  D.,  M.  D.,  dean  of  the  University  of  Minnesota,  at  the 
commencement  exercises  of  Rush  Medical  College,  June  13,  1917. 
After  declaring  that  medical  specialties  are  necessary,  he  said: 
"The  safeguarding  of  the  public  demands  some  method  of  certifi- 
cation for  specialists.  This  is  perhaps  quite  as  important  as  the 
primary  certification  or  licensure.  How  is  the  average  citizen  at  the 
present  time  to  proceed  in  order  to  intelligently  select  a  competent 
surgeon?  The  answer  is :  it  cannot  be  done.  Perhaps  as  good  a  way 
as  any  is  that  of  the  Minneapolis  lady  who  went  into  a  big  office 
building,  stood  in  front  of  the  directory  of  physicians,  closed  her 
eyes  and  said  a  little  prayer,  put  out  her  hand,  and  had  her  appendix 
removed  by  the  physician  whose  name  her  fingers  thus  blindly  hit 
on." 

The  Executive  Board  for  Standardization  of  Specialists  in  the 
Various  Branches  of  Surgery  should  be,  first,  a  national  one  in  order 
to  secure  uniform  requirements  in  all  the  states.  Secondly,  its 
members  should  all  be  prominent  or  distinguished,  each  in  his  respec- 
tive specialty.  Thirdly,  they  should  have  the  general  endorsement  of 
a  leading  representative  national  medical  organization.  Fourthly, 
an  automatic  succession  in  membership  to  fill  vacancies  as  terms  of 
office  expire,  would  be  an  advantage.  Fifthly,  three  such  men 
would  be  sufficient  as  a  subcommittee  in  charge  of  any  one  specialty. 
These  requirements  would  be  fulfilled  by  a  board  composed  of  the 
executive  committees  of  all  the  surgical  sections  of  the  American 
Medical  Association,  including  obstetrics.  Practically  all  the 
members  of  such  a  board  would  also  be  members  of  the  American 
College  of  Surgeons,  a  noble  concurrent  organization  with  similar 
aims,  but  of  smaller  scope.  The  high  principles  of  this  college  would 
therefore  automatically  become  active  also  in  the  enterprise  of 
standardization,  while  under  the  auspices  of  the  American  Medical 
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Association,  this  board  would  be  representative  also  of  those  surgical 
practitioners  who  are  not  members  of  the  College  of  Surgeons. 
The  American  Medical  Association  stands  most  nearly  for  the  entire 
medical  profession  of  the  United  States. 

The  appointment  of  such  an  executive  board  for  standardization 
of  specialists,  the  outlining  of  its  duties,  powers,  and  mode  of  Dro- 
cedure,  the  determination  of  the  exact  requirements  of  candidates 
in  these  various  specialties,  as  well  as  deciding  the  manner  of  certi- 
fication of  accredited  specialists,  would  be  duties  for  the  House  of 
Delegates  of  the  American  Medical  Association  to  perform.  The 
requirements  for  admission  of  candidates  to  these  various  specialties 
by  such  a  board  should  be  fully  equivalent  to  the  requirements  for 
admission  to  the  American  College  of  Surgeons,  whose  members  are 
very  carefully  chosen,  and  should  be  fully  accredited  and  certified 
as  specialists  by  the  specialists'  board  without  further  process  than 
the  payment  of  a  registration  fee. 

The  writer's  suggestions  as  to  these  requirements  are  approxi- 
mately as  follows:  First,  to  begin  with,  the  candidate  should  have 
(a)  a  diploma  from  a  medical  college  in  good  standing;  (b)  a  diploma 
or  certificate  for  service  as  interne  for  at  least  one  year  in  a  general 
hospital  of  sufficient  size  to  provide  clinical  observation  of  most 
of  the  commonly  occurring  disorders  in  every  branch  of  medicine  and 
surgery;  and  (c)  a  state  permit  to  practice.  He  should  also  sign  a 
pledge  to  avoid  fraternal  bribery.  Secondly,  he  should  serve  at 
least  three  years  as  assistant  to  one  or  more  masters  in  his  specialty 
who  are  in  need  of  such  assistance,  and  who  are  themselves  active 
members  in  good  standing  of  at  least  two  national  organizations  of 
men  in  their  respective  specialty.  Such  an  assistant  should  receive 
a  moderate  salary  and  should  not  be  permitted  to  practice  privately. 
He  should  aid  his  chief  in  diagnostic,  laboratory,  and  research  as 
well  as  clinical  work;  and  by  engaging  in  such  work  himself  he 
should  gather  material  for  original  publication,  at  least  for  a  credit- 
able graduation  thesis.  These  requirements  should  be  standardized 
by  a  system  of  credits  that  would  secure  uniform  equivalents  through- 
out the  United  States.  Thirdly,  the  candidate  should  pass  a  suffi- 
cient examination  to  show  that  he  is  not  merely  a  mechanical  opera- 
tor, but  an  intelligent  physiological  surgeon;  that  he  is  not  only 
familiar  with  the  etiology,  natural  course,  symptoms,  and  treatment 
of  the  disorders  that  he  claims  to  have  special  knowledge  of,  but 
that  he  is  also  able  to  demonstrate  their  pathology  and,  if  need  be, 
his  skill  in  their  treatment.  He  should  present,  the  results  of  credit- 
able original  research  on  some  subject  in  his  line,  in  a  graduating 
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thesis;  and  additional  productions  should  be  credited  according  to 
their  number  and  merits. 

At  each  annual  meeting  of  the  American  Medical  Association, 
the  executive  committee  of  each  of  the  surgical  sections  of  the  asso- 
ciation, acting  as  a  sub-committee  of  the  specialist  board  with 
power  to  act,  should  officiate  and  give  sufficient  opportunity  to 
candidates  for  these  fraternal  degrees  and  diplomas,  to  obtain  them 
by  presenting  their  credits  and  their  theses  to  the  respective  sub- 
committees of  the  board,  taking  whatever  examination  that  may  be 
prescribed,  and  paying  a  registration  fee  which  should  not  be  return- 
able, and  should  be  sufficient  not  merely  to  defray  all  incidental 
expenses  and  necessary  expenditures,  but  also  to  pay  for  the  publica- 
tion, by  the  American  Medical  Association,  of  an  annual  official 
register  of  specialists,  which  should  be  distributed  gratuitously 
to  all  recorded  specialists,  to  all  hospitals,  and  to  all  boards  of 
health  of  states  and  larger  cities,  for  general  public  use. 

The  American  Medical  profession  in  general,  and  the  laity  in 
particular,  need  to  come  to  a  better  understanding  of  the  fact  that 
a  real  specialist  among  doctors  of  medicine  is  not  so  much  one  who 
claims  that  his  practice  is  limited  to  a  certain  branch  of  the  profession 
as  one  who  has  taken  two  courses  of  medical  education:  the  first 
of  about  five  years  to  become  an  average  general  practitioner,  and 
the  second  of  at  least  three  years  of  special  study  and  training,  or  its 
equivalent;  and  who,  in  the  near  future,  should  have  a  diploma  for 
each  course.  We  know  that  the  laity  now  are  frequently  duped  by 
mercenary,  unprincipled,  and  venturesome  men  in  our  ranks,  in 
whom  they  have  helplessly  put  their  trust.  These  wrongs  will 
scarcely  be  eliminated  unless  the  laity  are  provided  with  accessible 
authentic  registers  or  directories  from  which  they  may  choose 
reliable  men  and  women  for  special  medical  services,  without  the 
advice  of  any  doctor  interested  in  their  case.  This  condition  is  a 
stain  upon  the  character  of  our  profession  that  must  be  erased  if  we 
would  preserve  our  self-respect  as  a  body  whose  noble  principles  and 
high  ideals  are  unexcelled. 

Secondly,  permit  me  gentlemen,  to  invite  your  attention  to  our 
deplorable  mortality  statistics.  Competent  authorities  show  them 
to  be  mostly  conjectural  and  of  no  scientific  value,  because  of  the 
gross  neglect  of  autopsies  and  other  postmortem  investigations  in 
our  country. 

Dr.  Horst  Oertel,  director  of  the  Russell  Sage  Institute  of 
Pathology  in  New  York  City,  in  his  share  in  the  "  Report  on  Post- 
mortem Examinations  in  the  United  States,"  by  the  Public  Health 
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Hospital  and  Budget  Committee  of  the  Academy  of  Medicine  of 
New  York,  makes  the  classic  statement,  "It  is  an  interesting  obser- 
vation to  the  student  of  the  history  of  medicine,  that  the  develop- 
ment of  scientific  medicine  and  therapy  in  any  country  and  in  all 
nations  has  been  inaugurated  by  the  systematic  performance  of  post- 
mortem examinations,  which  made  possible  the  establishment  of 
pathologic  anatomy.  Its  neglect  has  invariably  been  attended  by 
stagnation  and  scientific  decay."  He  shows  that  it  was  wholly 
by  systematic  postmortem  study  that  it  became  possible  for  the 
great  pathologists  Morgagni,  Richat,  Corvisart,  Laennec,  Rokitanski 
and  Virchow  in  succession,  to  lay  a  firm  foundation  for  the  modern 
temple  of  scientific  medicine  in  the  midst  of  the  morass  and  general 
chaos  of  superstition,  mysticism,  scholasticism  and  conflicting  sys- 
tems or  schools  of  healing  that  formerly  prevailed.  He  points  out 
that  even  in  the  diseases  caused  by  known  microorganisms,  we  need 
the  autopsy  and  the  microscope  to  learn  everything  of  practical 
value:  how  the  germs  enter,  what  parts  of  the  body  become  involved 
and  how,  what  are  the  characteristic  cellular  changes,  etc.;  and 
in  diseases  like  arteriosclerosis,  angina  pectoris,  the  effects  of  alcohol, 
etc.,  there  can  be  no  progress  without  postmortem  study.  Dr. 
Oertel  says  that  systematic  performance  of  autopsies  is  indispensable 
for  the  collection  of  trustworthy  mortality  statistics,  "  that  a  correct 
scientific  diagnosis  of  a  disease,  such  as  is  demanded  for  a  useful 
record,  can  be  made  only  after  death  by  one  well  trained  in  pathologic 
anatomy,"  and  that  "our  present  American  statistics  as  kept  by 
almost  all  boards  of  health  in  this  country,  are  extremely  faulty  and 
of  no  scientific  value.  Even  not  considering  those  returns  of  the 
cause  of  death  that  are  made  worthless  by  neglect,  stupidity  and  by 
intent,  all  purely  clinical  diagnoses  that  are  based  on  uncertain  symp- 
toms only,  must  remain  pure  conjectures  that  lack  the  necessary  objective 
proof.  But  reliable  statistics  are  of  the  greatest  consequence  to  a 
nation.  Take  alone  the  cancer  questions,  Is  cancer  really  on  the 
increase  or  only  apparently  so?" 

E.  H.  Lewtnski-Corwin,  Ph.  D.,  Executive  Secretary  of  the  same 
committee  of  the  New  York  Academy  of  Medicine,  made  extensive 
inquiries  during  prewar  years  in  the  chief  European  and  American 
hospitals,  and  found  that  only  one-eighth  as  many  autopsies  were 
made  in  the  United  States  as  in  Europe,  in  the  same  number  of 
deaths.  He  says  the  reason  is  adverse  public  opinion  and  prejudice, 
which  are  equivalent  to  ignorance  that  we  ourselves  are  to  be  blamed 
for. 

Dr.  John  J.  Walsh  (in  the  Ecclesiastical  Review,  April,  1918) 
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says:  "Nearly  all  of  our  real  progress  in  medicine — that  is  the  pro- 
gress that  stayed  by  us  and  formed  the  basis  for  ever-advancing 
knowledge — has  come  from  postmortem  examinations.  Whenever 
and  wherever  the  opportunity  is  afforded  for  many  autopsies, 
medicine  and  surgery  make  great  advances;  an  immense  amount  of 
human  suffering  is  saved,  lives  are  prolonged,  etc." 

Dr.  Richard  C.  Cabot,  an  expert  diagnostician  of  the  Massa- 
chusetts General  Hospital — a  model  institution— in  an  admirable 
work  (paper)  reports  the  percentage  of  clinically  correct  diagnoses  in 
3000  cases  that  came  to  an  autopsy.  In  only  three  of  twenty-eight 
disorders  reported  on,  was  the  clinical  diagnosis  correct  in  over  75  per 
cent,  of  the  cases.  In  twelve  diseases  it  was  correct  in  from  50  to  74 
per  cent. ;  in  eight  in  from  33  to  50  per  cent. ;  and  in  five  in  less  than  23 
per  cent,  of  the  cases.  Dr.  Cabot  says  that  acute  uremia  is  not  an  in- 
frequent clinical  diagnosis,  but  that  in  this  study  of  3000  autopsies 
and  in  his  private  practice  outside  of  that,  he  has  never  met  a  case. 
He  says  that  only  thirty-one  cases  of  cirrhosis  of  the  liver  out  of  eighty 
cases  were  recognized  during  life;  that  out  of  forty- three  cases  of 
cancer  of  the  colon,  eleven  were  not  recognized,  two  of  them  oot 
even  after  operation;  that  in  thirty  cases  of  nonamebic  hepatic 
abscess,  the  diagnosis  was  made  in  only  six  cases,  and  that  it  could 
reasonably  have  been  made  in  only  three  others.  In  twenty  cases  of 
cancer  of  the  esophagus,  it  was  not  discovered  in  four  cases  because 
of  anatomical  peculiarities. 

Samuel  L.  Rogers,  director  of  the  Bureau  of  Census  of  our  Depart- 
ment of  Commerce,  at  the  request  of  the  American  Society  for  the 
Control  of  Cancer,  made  an  inquiry  by  letter  of  3500  physicians  of 
whom  80  per  cent,  replied.  The  result  was  that  of  all  the  cases 
reported,  only  58.3  per  cent,  were  "reasonably  certain;  "all  the  others 
were  "uncertain"  or  "unknown." 

Our  mortality  statistics  suffer  vitally  not  merely  from  lack  of 
autopsies;  but  also  from  being  gathered  by  unscientific  men  and  sys- 
tems, so  that  "mere  worthless  tabulations  of  figures,"  resulted  with- 
out statistical  value,  as  our  fellow,  Doctor  William  Seaman  Bain- 
bridge  says,  in  his  creditable  book, "  The  Cancer  Problem."  He  says : 
"American  methods  and  their  results  justified  Professor  Bashford 
(Director  of  the  Imperial  Cancer  Research  fund  of  England,  when 
addressing  the  New  York  Pathological  Society  in  October,  191 2), 
to  say  that  he  knew  more  about  the  occurrence  of  cancer  in  the  dif- 
ferent native  races  of  Ceylon,  than  his  audience  did  about  cancer 
among  the  different  races  in  their  own  city.  His  criticism  has  not 
been  answered." 
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The  Registrar-General  of  England  has  worked  out  a  table  for 
fifteen  European  countries,  for  every  year  from  1881  to  1910  in- 
clusive, which  shows  the  number  of  cancer  deaths  for  each  1000 
promiscuous  persons  living,  and  also  the  number  when  corrected 
according  to  age  and  sex  constitution;  but  he  has  omitted  Ameri- 
cans because  they  could  not  furnish  the  correct  details. 

Louis  B.  Wilson,  of  the  Mayo  clinic,  points  out  that  it  is  a  matter 
of  real  personal  interest  and  importance  for  anyone  to  learn  by  a 
postmortem  examination,  what  bodily  defects,  proclivities  to  disease 
and  intercurrent  affections  his  deceased  relatives  had,  in  order  to  be 
guided  thereby  in  his  own  life,  and  that  the  force  of  this  fact  is  shown 
in  the  great  concern  that  the  stockbreeder  has  to  find  out  all  about 
these  features  and  the  exact  cause  of  death,  when  his  blooded  ani- 
mals die.  He  says  that  when  relatives  of  a  dead  person  are  made 
to  understand  this,  and  that  the  results  of  an  autopsy  will  be  care- 
fully explained  to  them  afterward,  they  become  interested  and  cease 
to  object  to  an  autopsy.  He  also  points  out  that  the  most  nearly 
correct  mortality  statistics  in  the  United  States  are  from  large  charity 
hospitals.  Here  the  patients  are  observed  and  treated  most  cor- 
rectly, and  get  autopsies  after  death.  But,  he  says:  "  these  are  more 
or  less  misleading  when  applied  to  specific  cases  in  the  estimation 
of  family  inheritance  or  life  expectancy  in  the  well-to-do.  Mendell's 
laws  as  to  heredity  are  of  service  only  on  a  basis  of  accurately  ob- 
served individual  family  incidence.  In  all  those  fields  of  investi- 
gation in  which  a  knowledge  of  the  exact  cause  of  death  is  important, 
the  necropsy  stands  in  the  first  place."  Likewise,  he  says:  "that 
aside  from  infectious  disease  and  accidents,  most  of  the  fatal  diseases 
of  mankind  can  be  diagnosed  with  accuracy  only  after  death  by 
an  examination  of  the  body,  both  grossly  and  microscopically.  This 
is  particularly  true  of  the  three  diseases  that  chiefly  result  in  death 
of  adults;  namely,  tuberculosis,  cancer,  and  diseases  presenting 
the  cardiovascular  renal  syndrom."  Wilson  says:  "that  we  should 
refer  to  the  experience  of  the  best  large  hospitals:  that  even  in  cases 
there  observed  for  some  time  like  cancer,  the  clinical  diagnoses  are 
correct  in  only  about  three-fourths  of  the  cases,  in  tuberculosis 
in  less  than  one-half  and  in  cardiovascular  diseases,  in  less  than 
40  per  cent,  of  the  cases — thus  admitting  to  the  intelligent  laity, 
the  severe  limitations  of  the  best  of  human  medical  knowledge 
when  only  clinically  applied;  so  that  the  importance  of  exact  study 
of  the  human  body  after  death  may  become  better  understood." 

The  temple  of  scientific  medicine  that  our  profession  in  all  en- 
lightened countries  occupies,  is  built  upon  the  foundation  of  patho- 
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logical  anatomy.  This  foundation  was  very  laboriously  laid,  mostly 
by  the  toil  of  our  European  confreres.  It  has  been  so  easy  and 
inviting  for  medical  men  in  America  to  imbibe  freely  at  the  European 
fountains,  as  welcome  guests,  in  countries  where  public  opinion 
and  the  laws  on  the  subject,  regard  postmortem  studies  as  an  impor- 
tant part  of  modern  civilization.  But,  while  these  our  fundamental 
needs  were  freely  supplied  from  there,  we  have  permitted  our 
general  public  to  grow  up  in  dense  ignorance  on  this  vital  subject, 
and  to  cultivate  a  superstitious  sanctity  about  the  dead  human  body, 
that  is  akin  to  idolatry.  The  popular  sentiment  and  ignorance  on 
this  subject  in  our  country  is  a  blot  on  the  face  of  real  intelligence. 
Our  legislators  even  do  not  seem  to  know  the  difference  between  a 
decent  autopsy  and  a  student's  anatomical  dissection.  Our  laws 
concerning  it  are  practically  almost  prohibitive,  and  seem  warranted 
only  on  the  supposition,  that  medical  men  in  our  country  are  largely 
ruthless  desperadoes  with  a  penchant  for  villainous  mutilation  of 
dead  human  bodies.  We  must  first  arouse  the  many  members  in  our 
ranks  who  are  indifferent  on  this  subject.  They  must  be  made  to 
see  what  a  sacrilege  they  are  committing  when  they,  in  the  vesture 
and  unction  of  scientific  men,  pledged  to  be  votaries  of  truth  and 
fact,  will  carelessly  execute  the  last  official  document  pertaining  to 
the  life  of  a  human  being,  by  signing  it  with  a  mere  guess.  They 
must  be  made  to  realize  that  their  indolence  and  complacency  in  this 
matter  implies  turpitude,  retrogression  and  decay  in  their  pro- 
fessional career.  The  general  public  needs  to  be  taught  that  the 
aversion  and  prejudice  against  autopsies  in  our  country  is  not  the 
offspring  of  real  civilization.  They  need  to  learn  that  normal  and 
pathological  anatomy  are  not  merely  needed  as  a  foundation  for  a 
rudimentary  medical  education,  but  that  the  normal  growth, 
improvement,  and  evolution  of  such  an  education,  and  the  propor- 
tionate good  to  the  public  itself,  are  directly  dependent  upon  con- 
tinuous systematic  postmortem  examinations  and  studies  as  a 
normal  routine,  at  least  in  all  cases  where  any  doubt  exists  as  to  the 
exact  cause  of  the  death,  and  as  to  intercurrent  or  contributory 
affections,  and  in  all  instances  where  suspected  hereditary  taint  or 
abnormalities  deserve  attention.  The  laity  need  to  be  assured,  that 
a  complete  but  respectful  autopsy  is  not  a  desecration  and  does  not 
necessitate  disfigurement;  that  it  constitutes  a  test  of  the  merit  of 
the  medical  or  surgical  service  that  was  rendered;  that  it  may 
reveal  facts  that  are  of  great  prophylactic  value  to  them- 
selves; and  that  it  may  contribute  good  to  untold  numbers  in 
future.     The     various    medical    organizations     in    our    country', 
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notably  the  American  Medical  Association,  should  espouse  it  as 
a  duty  to  furnish  suitable  instructive  articles  on  this  subject  in 
popular  magazines  and  for  the  public  press.  Propaganda  of 
this  kind  persisted  in  and  uniformly  endorsed  by  the  individual 
testimony  of  all  the  more  influential  practitioners,  would  soon  create 
sentiment  in  favor  of  autopsies.  Not  only  would  the  laggard 
in  our  ranks  then  be  compelled  to  fall  into  line,  but  our  legislators 
also  would  soon  see  the  light,  and  would  hasten  to  restore  and  to 
preserve,  in  our  country  also,  the  chief  support  of  medical  science, 
which  serves  to  man  his  greatest  finite  good. 

When  this  wrong  to  our  profession  and  harm  to  the  public  shall 
have  been  eliminated;  and  when  all  members  in  our  ranks  will 
measure  up  to  just  standards,  then  we  can  more  consistently  point 
to  the  noble  principles  and  high  ideals  that  guide  our  life  and  practice. 
While  the  medical  profession  enlarges  the  world  by  redeeming  its 
uninhabitable  regions  for  the  general  good  of  mankind;  for  itself,  it 
reduces  the  sources  of  its  usual  income  by  similar  scientific  conquests. 
Its  discoveries  and  inventions  are  freely  distributed  to  the  world  and 
are  not  limited  in  use  by  financial  restrictions.  Live  wires  of 
scientific  interest  impel  its  votaries  along  unpleasant  paths  amid 
noxious  surroundings  and  under  repellant  conditions,  when  hardships 
and  fatigue  would  declare  a  halt.  The  call  of  human  suffering  from 
rich  and  poor,  good  and  bad,  friend  and  foe,  receives  willing  attention 
without  legal  mandate,  and  often  without  reward  or  thanks.  Of 
such  men  Voltaire  could  correctly  say:  "Men  who  are  occupied  in 
restoration  of  health  to  other  men,  by  the  joint  exercise  of  skill  and 
humanity,  are  above  all  the  great  of  the  earth.  They  even  partake 
of  the  Divinity,  since  to  preserve  and  to  renew  is  almost  as  noble  as 
to  create." 

2 1 20  Cleveland  Avenue. 
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SOME  CLINICAL  ASPECTS  OF  CANCER  IMMUNITY. 

BY 

TRUMAN  ABBE,  M.  D., 

Washington,  D.  C. 

I  desire  to  report  this  case  of  scirrhus  carcinoma  of  the  breast 
and  offer  some  suggestions  as  to  its  interpretation,  believing  that 
the  careful  study  of  the  unusual  example  of  a  well-known  condition 
is  one  of  the  best  methods  of  learning  fundamental  pathological 
physiology. 

The  patient  was  Mrs.  S.,  aged  fifty.  Her  previous  health  had  been 
excellent  except  for  occasional  so-called  attacks  of  rheumatism. 
She  had  three  children,  living  and  well.  Her  mother  had  died  of 
carcinoma  of  the  uterus. 

In  May,  191 2,  she  noticed  a  lump  in  the  upper  outer  quadrant  of 
her  left  breast.  The  mass  was  hard,  the  size  of  a  filbert.  It  was 
excised  under  cocain,  removing  a  portion  of  tissue  at  least'three- 
quarters  of  an  inch  from  the  neoplasm  in  each  direction.  While 
recognized  as  probably  malignant,  the  mass  was  submitted  to  the 
pathologist  for  section  and  reported  a  scirrhus  carcinoma.  One 
week  after  the  primary  operation  the  entire  breast  was  removed 
and  the  axilla  cleaned  of  all  lymphatic  tissue.  This  was  followed 
two  weeks  later  by  £-ray  treatment  of  the  chest.  No  signs  of  local 
recurrence,  or  symptoms  that  could  be  attributed  to  a  reappearance 
of  the  condition  were  present  for  over  two  years  from  the  time  of 
the  operation  and  the  patient  was  considered  in  excellent  health 
apparently  free  from  all  disease. 

In  November,  1914,  two  and  a  half  years  after  the  discovery  of  the 
primary  nodule,  the  patient  began  to  have  pains  in  the  back,  at 
first  thought  to  be  in  the  lumbar  muscles,  then  involving  the  left  hip 
and  thigh.  A"-ray  photographs  at  that  time  showed  what  seemed 
to  be  a  slight  cystic  condition  of  the  left  ilium  at  the  sacroiliac  joint 
with  a  suspicion  of  softening  of  the  first  lumbar  vertebra.  In  view 
of  the  operation  two  and  a  half  years  before,  the  suggestion  of 
malignant  involvement  of  the  bones  was  considered  but  could  not 
be  verified.     It  was  treated  by  muscle  massage  and  spinal  support. 

Slowly  increasing  pains  in  the  legs,  first  on  one  side  and  then  on 
the  other,  and  pains  in  the  lower  part  of  the  back  along  with  inter- 
ference with  the  mobility  of  the  spine  led,  a  year  later  to  a  further 
Rontgenographic  study  of  the  back  bone  which  showed  a  decrease 
in  the  calcium  salts  in  all  the  vertebrae  making  all  the  bony  shadows 
uniformly  light.  There  seemed  to  be  some  overgrowth  at  the  inter- 
vertebral edges  and  facets,  suggesting  an  arthritis  of  the  hyper- 
trophic type,  and  some  disturbed  metabolism  in  the  bones.  There 
were  one  or  two  vertebras  in  the  dorsolumbar  region  which  showed 
softening  and  distortion.  A  diagnosis  of  spinal  metastasis  from  the 
original  neoplasm  was  made  and  £-ray  treatment  again  instituted. 
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Intense  pains  appeared  very  irregularly  in  the  chest,  lasting  a 
week  or  so  in  one  spot  then  shifting  elsewhere.  The  back  became 
more  painful  and  more  rigid.  After  December,  1015,  she  went  out 
of  the  house  only  for  treatment  or  a  very  short  walk.  Repeated 
examinations  of  the  back  and  hip  showed  the  involvement  of  several 
vertebrae  in  a  destructive  process.  Spinal  support  became  unsatis- 
factory from  the  difficulties  of  getting  support  on  account  of  the 
increasing  and  extreme  sensitiveness  in  the  chest  to  any  compression. 
Meanwhile  there  were  no  signs  of  local  trouble  in  or  near  the  site  of 
operation  and  no  suggestion  of  lung  involvement. 

On  the  morning  of  June  15,  1916,  while  turning  over  to  get  out 
of  bed  the  patient  snapped  the  left  femur  just  below  the  lesser 
trochanter.  The  photograph  that  had  been  taken  four  months 
earlier  on  careful  examination  now  showed  a  spot  of  slight  thinning 
in  that  neighborhood.  There  followed  firm  healing  of  the  fractured 
femur  in  good  position  so  that  all  splints  were  removed  with  perfect 
comfort  and  good  function  some  six  weeks  later. 

Pain  on  turning  our  patient  in  bed  increased  as  the  vertebrae 
became  more  involved.  Toward  the  end  of  July  the  involvement  of 
the  lower  cervical  and  upper  dorsal  vertebras  made  lifting  of  the 
head  from  the  pillow  extremely  painful.  Eating  became  more  and 
more  distasteful  and  even  the  little  simple  foods  that  were  taken 
were  frequently  vomited.  This  we  attributed  at  times  to  the  codein, 
at  times  to  nerve  irritation  at  the  nerve  roots.  Again  we  believed 
we  could  feel  a  mass  in  the  stomach  to  account  for  the  vomiting. 

During  the  first  part  of  August,  in  order  better  to  study  the  bony 
conditions  we  had  extensive  .r-ray  pictures  of  the  trunk  and  thighs 
made.  Every  vertebra  and  rib,  both  femurs,  and  the  pelvic  bones, 
practically  every  bone  on  the  plates  showred  areas  of  destruction. 
Several  ribs  had  been  fractured  and  had  reunited. 

Within  a  few  weeks  from  the  time  these  pictures  were  taken  there 
came  attacks  or  syncope  and  collapse  that  made  the  pulse  very  weak 
for  hours  together.  Toward  the  end  of  the  month  she  went 
quietly  to  sleep  just  four  and  a  half  years  after  the  appearance  of 
the  primary  nodule  in  the  breast  and  one  and  a  half  years  after  the 
first  symptoms  of  the  subsequent  spinal  trouble. 

One  of  the  most  interesting  features  was  the  postmortem  examina- 
tion. The  general  condition  of  the  patient  was  excellent,  the  skin 
but  slightly  paler  than  normal.  There  wras  considerable  subcu- 
taneous fat  though  but  little  in  the  omentum.  There  was  no 
sign  of  local  recurrence  or  subcutaneous  metastasis  anywhere  in 
the  body.  There  are  no  enlarged  lymph  nodes  in  any  of  the  superficial 
palpable  areas.  Likewise  in  the  abdomen  there  were  no  signs  of 
neoplasm  anywhere.  The  cul-de-sac  was  free,  the  ovaries  small, 
the  stomach  the  size  of  an  infant's,  perfectly  free  and  soft.  The 
liver  was  very  smooth,  small,  and  slightly  softer  than  normal.  Its 
edge  was  very  thin.     Evidently  all  available  nutrition  had  been 
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absorbed  from  it,  but  it  was  not  involved  in  the  disease.  In  the 
chest  we  expected  to  find  extensive  lymph  node  involvement  and 
lung  metastases.  We  found  neither.  The  lungs  were  perfectly  soft 
and  collapsible  and  normal  except  for  a  few  very  old  adhesions  at  the 
left  apex.  The  pleura  both  pulmonary  and  parietal,  was  perfectly 
smooth  and  normal  with  the  exception  of  the  old  apical  adhesion. 
There  were  no  lymph  nodes  palpable  in  the  hila  of  the  lungs  or  in  the 
mediastinum.  The  vertebral  column  was  palpated  throughout 
the  length  of  the  chest  and  abdomen  in  the  endeavor  to  find  a 
lymph  node  or  a  marked  variation  in  its  contour.  The  only  abnormal 
features  were  the  sharp  bony  irregularities  in  the  areas  of  the  greatest 
bone  destruction,  where  fragments  of  vertebrae  could  be  felt,  making 
an  uneven  bony  surface  under  the  smooth  and  clear  peritoneum  or 
pleura.  As  far  as  the  soft  tissue  autopsy  went  there  were  no  signs 
of  disease.  Yet  the  Rontgenograms  had  shown  that  practically 
every  bone  in  the  body  was  the  seat  of  a  destructive  process  which 
we  believed  to  be  a  metastatic  neoplasm.  We  removed  a  portion 
of  a  rib  that  we  could  feel  had  been  fractured  and  reunited.  Its 
consistency  was  so  soft  that  it  was  easily  cut  with  a  scalpel  at  any 
point.  It  broke  easily  in  the  fingers  showing  its  extensive  involve- 
ment in  the  disease  and  yet  the  adjacent  tissues  both  subcutaneous 
and  pleural  showed  no  evidence  of  disease.  We  chose  a  rib  imme- 
diately under  the  operative  scar  in  order  to  find  infiltration  from  the 
site  of  operation  to  the  metastases  in  the  bone  if  possible,  but  on 
gross  examination  none  was  present. 

Microscopical  examination  by  Dr.  Hunter  of  George  Washington 
University  showed  the  presence  of  the  scirrhus  in  the  bone  just  as 
had  been  found  in  the  primary  breast  nodule.  The  study  of  the 
periosteum  and  the  tissues  adjacent  to  the  bone  on  all  sides,  failed 
to  show  any  evidence  of  cancer,  and  the  pathologist  came  to  the 
conclusion  that  the  growth  had  been  disseminated  by  the  blood 
stream. 

To  interpret  these  findings  we  seem  to  be  obliged  to  modify 
some  of  our  ideas  of  cancer  pathophysiology.  The  patient  started 
with  a  primary  scirrhus  carcinoma  of  the  breast.  This  was  excised 
and  followed  by  the  invasion  of  the  entire  osseous  system  with  the 
same  growth,  and  yet  there  was  no  further  involvement  of  any  other 
tissue.  The  only  physiological  way  to  get  this  widespread  dissemi- 
nation of  the  disease  was  by  distribution  through  the  blood  stream 
in  which  case  all  the  tissues  in  the  body  must  have  been  equally 
exposed  to  the  same  factor  which  caused  the  involvement  of  the 
bones.     However  since  none  of  the  other  tissues  were  involved  there 
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must  have  been  either  a  special  immunity  of  all  the  other  tissues  or  a 
special  susceptibility  of  the  bony  tissue  to  this  cancerous  invasion. 

If  we  look  for  examples  of  involvement  of  one  tissue  to  the 
exclusion  of  all  others  by  a  disease  we  can  find  many  suggestive 
comparisons  in  the  infections.  For  example  in  tetanus  and  in 
hydrophobia  the  toxins  distributed  from  a  subcutaneous  focus 
are  carried  by  the  bood  stream  and  produce  lesions  which  appear 
exclusively  in  the  nervous  system.  And  again  the  work  of  Rosenau 
on  the  tendency  of  special  strains  of  the  streptococcus  to  limit 
their  effects  to  special  localities  is  very  similar. 

If  we  look  for  examples  of  similar  conditions  of  a  single  tissue 
invasion  by  a  neoplasm  we  also  find  some  interesting  comparison. 

Among  the  benign  neoplasms  susceptibility  of  one  tissue  and 
immunity  of  all  others  to  the  neoplastic  growth  is  very  distinct 
and  common.  It  is  considered  the  normal  characteristic,  the  dis- 
tinguishing feature  of  benign  growths,  even  when  the  neoplasms  are 
multiple  and  disseminated  throughout  the  body.  We  all  have  seen 
multiple  lipomata  in  the  subcutaneous  tissues.  But  associated 
therewith  there  are  never  any  lipomata  in  the  other  tissues  not  even 
in  the  omentum  which  is  equally  a  fatty  tissue.  We  also  all  know 
the  multiple  exostoses  growing  at  times  from  nearly  all  the  long 
bones,  again  a  systemic  neoplasm.  But  here  also  the  flat  bones,  the 
skull  and  the  limb  girdles,  seem  to  be  free  from  the  neoplasms. 
Fibromyomata  of  the  muscular  uterine  wall  are  extremely  common, 
but  even  in  the  most  extensive  of  these  conditions  fibromyomata 
of  other  smooth  muscle  tissues  never  occurs. 

In  all  these  benign  neoplasms  one  tissue  has  lost  its  balance  of 
growth  perhaps  in  certain  special  areas  while  other  special  areas 
never  seem  to  be  involved  in  the  neoplastic  changes  although  they 
are  the  same  type  of  tissue. 

Again  pernicious  anemia  has  been  called  a  cancer  of  the  blood  in 
which  the  red  blood  cells  are  affected.  So  too  the  leukemias  have 
been  called  cancer  of  the  white  blood  cells  or  more  broadly  of  the 
white  cell  forming  tissues.  If  we  look  on  these  two  conditions 
as  neoplasms,  the  limitation  of  the  susceptibility  of  the  one  tissue 
and  the  immunity  of  all  other  tissues  is  very  definite.  These  may 
be  far  fetched  examples  for  comparison  with  the  solid  tissues  but 
at  least  they  are  interesting  for  consideration. 

Among  the  malignant  growths  we  find  a  similar  example  in  the 
lymphosarcoma,  where  the  lymph  nodes  throughout  the  body  are 
involved  in  the  neoplastic  process  and  the  other  tissues  remain 
remarkably   free   therefrom.     Again   there   are  a   certain  number 
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of  instances  where  following  a  breast  cancer  there  develops  a  con- 
dition called  "Cancer  en  Cuirasse."  Here  there  is  an  extensive 
involvement  of  the  subcutaneous  tissue  over  the  entire  torso  giving 
the  skin  the  appearance  of  well-cured  pigskin,  but  free  from  any 
metastatic  nodule?.  As  to  the  other  tissues,  even  if  they  show  meta- 
static growths  the  proportion  of  the  other  tissue  involved  is  far  less 
than  the  proportion  of  the  subcutaneous  tissue  that  is  involved. 

Similarly  we  note  that  in  abdominal  cancers  we  find  that  starting 
from  some  primary  focus  perhaps  in  an  ovary,  there  develops  an 
'extremely  extensive  invasion  of  the  peritoneum  with  but  little 
if  any  involvement  of  other  tissues  and  comparatively  slight 
development  of  the  primary  growth.  The  same  is  true  of  pleural 
metastases.  The  whole  pleural  surface  is  often  seen  studded  with 
neoplastic  nodules  all  in  about  the  same  stage  of  development  as 
though  they  were  tubercles  of  bacterial  infection.  We  usually 
explain  such  a  distribution  of  cancer  areas  as  due  to  a  spread  of 
cancer  products  over  the  surface  of  the  serosa.  Might  it  not  equally 
well  be  due  to  a  blood  stream  distribution  with  a  special  susceptibility 
of  the  serous  membrane  and  an  immunity  of  other  tissues?  We 
also  call  to  mind  the  cases  of  intestinal  cancer  where  there  have 
been  multiple  distant  metastases  in  the  intestinal  mucosa  some 
several  feet  away  from  the  nearest  nodules,  while  the  other  tissues 
of  the  body  are  free.  Such  conditions  have  been  described  as  due 
to  lymphatic  spread  of  the  cancer  products  but  in  accepting  such  an 
explanation  we  explain  that  the  direction  of  spread  of  the  cancer 
products  in  the  lymphatics  is  just  opposite  or  across  the  direction  of 
the  line  of  circulation  of  other  substances  in  the  lymph  stream.  WTe 
cannot  deny  that  these  cancers  are  lymph  spread  but  we  submit 
that  an  equally  if  not  more  reasonable  explanation  would  be  found 
in  the  specific  susceptibility  of  the  intestinal  mucous  membrane 
while  the  other  tissues  have  retained  their  immunity  to  a  blood 
spread  distribution  of  the  cancer. 

In  contrast  with  the  susceptibility  of  a  specific  tissue  we  all  appre- 
ciate a  specific  tissue  immunity  to  cancer.  We  all  know  that 
certain  tissues  persistently  show  an  immunity  to  cancer  metastases. 
Muscle  tissue  is  very  rarely  the  seat  of  origin  of  either  a  primary  or  a 
secondary  metastatic  cancer  growth.  To  almost  as  great  a  degree 
the  nervous  tissue  is  immune  from  cancer.  For  while  true  neuro- 
mata are  recognized  (and  when  they  occur  may  be  multiple,  involving 
many  nerves  in  various  parts  of  the  body)  yet  it  is  commented  on  by 
Delafield  that  "not  infrequently  nerves  pass  through  these  tumors 
(sarcomata  and  carcinomata)  without  being  in  the  least  involved 
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in  their  peculiar  structure."  The  spleen  may  perhaps  also  be 
grouped  as  one  of  the  tissues  with  considerable  immunity  to  new 
growths. 

On  the  other  hand  there  are  certain  tissues  which  are  specially 
susceptible  to  metastasis:  The  subcutaneous  tissue,  the  liver  and 
after  certain  types  of  tumor  the  bony  system.  We  all  recognize  the 
liver  as  a  very  common  seat  of  cancer  metastasis.  We  think  of  it 
as  the  general  nitration  plant  and  also  as  being  the  first  capillary 
filter  from  the  gastrointestinal  system.  May  it  not  also  be  a  tissue 
with  a  low  cancer  immunity  although  it  is  one  of  the  tissues  very* 
rarely  the  site  of  primary  cancer? 

In  connection  with  specific  tissue  immunity  to  cancer  there  is 
another  point  of  interest  noted  in  the  history  of  this  case  of  bone 
metastases.  Although  there  had  been  a  very  extensive  osteo- 
clasis there  was  no  interference  with  osteogenesis  for  the  bones  that 
were  accidentally  fractured  during  the  course  of  the  cancer  all 
healed  with  a  reasonable  callus  which  became  calcined  similar  to 
the  calcification  of  normal  bone  and  the  new  bone  formation  and  the 
new  growth  formation  went  on  at  the  same  time  in  the  same  bone. 
Since,  then  we  have  new  growth  formation  and  new  bone  formation 
going  on  in  the  body  at  the  same  time  (and  in  this  case  in  several 
areas  of  the  body  all  at  the  same  time)  then  the  metastasis  formation 
is  due  to  the  presence  of  some  agent  in  the  blood  which  does  not 
interfere  with  new  bone  formation  nor  involve  the  new  formed  bone. 
The  forming  bone  is  immune  while  the  old  bone  is  susceptible. 

Another  side  light  from  radiotherapy  is  also  of  interest  here. 
Epithelioma  of  the  skin  is  cured  by  radiotherapy  in  a  vast  majority 
of  the  cases  where  the  epithelium  alone  is  affected.  It  is  cured 
very  often  when  the  subcutaneous  tissue  also  is  affected.  But 
when  the  cartilage  or  bone  becomes  involved  the  percentage  of  cures 
is  exceedingly  small.  This  sudden  drop  in  the  percentage  of  cures 
when  the  bony  tissues  are  involved  cannot  be  due  solely  to  the 
greater  amount  of  tissue  in  the  neoplasm  for  even  where  small  areas 
of  bone  are  invaded,  the  cures  are  much  fewer,  while  with  large  areas 
of  soft  cancerous  tissue  the  cures  are  still  relatively  frequent. 

In  this  age  of  investigation  we  are  all  of  us  revising  our  ideas  of 
the  tumors  in  line  with  the  developments  of  cancer  research  and  of 
clinical  cancer  study,  and  are  looking  for  reasonable  suggestions  that 
point  toward  an  understanding  of  the  tremendous  cancer  problem, 
the  causes  of  the  cancers  and  their  treatment.  In  order  to  simplify 
our  problems  we  are  dividing  up  the  neoplasms  as  we  have  divided 
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up  the  infections.  Typhoid  fever,  rheumatism,  indigestion,  as 
they  were  described  thirty  years  ago  are  now  greatly  subdivided. 

In  the  classification  of  our  tumors  so  far  we  have  followed  the 
initiative  of  the  pathologists  and  have  recognized  only  the  mor- 
phological basis  dependent  on  the  type  of  cell  in  the  neoplasm. 
Such  a  classification  has  great  advantages,  but  would  it  not  also 
be  worth  while  to  think  of  the  neoplasms  from  the  point  of  view  of  the 
pathological  physiology?  The  mode  of  growth  of  cancers  suggests 
that  we  might  group  the  neoplasms  for  clinical  study  according  to 
tissue  immunity. 

We  find  one  group  of  neoplasms  that  remains  local  does  not 
form  metastases  and  spreads  only  by  local  growth.  Among  such 
are  the  unilocular  benign  growths  and  certain  basal  cell  epithelial 
tumors. 

We -find  a  second  group  which  involves  a  single  tissue  such  as 
the  multilocular  benign  tumors,  the  fibromas,  the  neuromas,  the 
pernicious  anemias,  the  leukemias,  the  lymphosarcomas,  perhaps  the 
sarcomas  in  general,  and  the  carcinomas  of  the  type  to  which  the 
case  here  reported  belongs. 

We  have  thirdly  the  group  of  malignant  tumors  of  general  tissue 
invasion  in  which  we  find  the  most  of  the  malignant  tumors,  where 
all  the  tissues  of  the  body  are  involved. 

In  the  first  group  we  have  a  general  body  immunity  and  a  local 
susceptibility.  The  loss  of  immunity  comes  from  direct  contact 
with  the  primary  neoplasm.  There  is  no  spread  by  lymph  stream 
or  blood  carriers.     The  disease  remains  local  until  death. 

In  the  second  group  there  is  a  single  tissue  susceptibility  and 
all  the  other  tissues  remain  immune.  Here  the  immunity  would 
seem  to  have  been  general  at  the  start,  but  due  to  the  destruction 
or  absence  of  some  element  in  the  immunity  giving  process  some 
element  modifying  the  immunity  of  one  tissue  is  lacking  and  that 
one  tissue  throughout  the  body  becomes  the  seat  of  neoplastic 
growth. 

In  the  third  group  there  is  no  immunity.  All  the  tissues  are 
susceptible  and  the  metastases  appear  anywhere  in  the  body,  some 
due  to  local  growth,  some  to  the  primary  tissue  susceptibility  and 
some  due  to  general  susceptibility. 

Following  these  ideas  certain  features  of  cancer  clinical  records 
become  of  new  interest. 

We  know  that  injury  decreases  local  immunity  to  bacterial  in- 
vasion, we  see  the  same  in  neoplasm  immunity.  The  origin  of 
sarcoma  in  a  traumatism  is  recognized  and  metastases  at  the  site 
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of  an  injury  are  very  common.  For  example,  after  operation  the 
reappearance  of  cancer  in  the  scar  and  in  the  stitch  holes.  An 
interesting  case  in  point  was  reported  by  Cullen  from  Leopold's 
clinic  of  cancer  in  the  labium  majus  where  the  labium  had  been 
injured  by  a  leg  holder  in  an  operation  for  cancer  of  the  uterus. 

As  to  single  tissue  immunity  we  have  less  evident  factors. 
There  is  one  which  we  would  like  to  suggest  for  study  although  the 
proof  is  certainly  not  at  hand.  In  our  x-ray  treatment  of  our 
cancers  we  make  our  subcutaneous  nodules  disappear.  Do  we 
produce  an  immunity  in  the  subcutaneous  tissue?  And  another 
suggestion  we  scarcely  dare  breathe,  it  has  been  suggested  that  x-ray 
treatment  causes  the  spread  of  cancer,  may  it  be  true  that  the  same 
treatment  which  causes  immunity  in  the  subcutaneous  tissues 
causes  susceptibility  in  some  other  tissue,  possibly  the  bony  tissue? 
The  history  of  this  case  is  suggestive  along  that  line. 

We  all  know  that  the  general  immunity  of  the  patient  is  decreased 
by  certain  constitutional  conditions ;  by  pregnancy,  by  the  administra- 
tion of  a  general  anesthetic ;  by  hemorrhage,  and  by  the  all  too  evident 
effects  of  increasing  age. 

Stoneleigh  Court. 


CONSERVATIVE  AND   RADICAL   METHODS   OF  TREAT- 
MENT IN  OBSTETRICS.* 

BY 
AUSTIN  FLINT,  M.  D., 

Professor  o£  Obstetrics  and  Clinical  Professor  of  Gynecology,  University 

and  Eellevue  Hospital  Medical  College, 

New  York. 

As  a  general  rule  new  methods  of  treatment  are  brought  forward 
by  those  who  must  be  considered  radical  rather  than  conservative 
in  their  ideas.  Before  any  new  method  of  treatment  is  really 
accepted  by  the  profession  at  large  it  must  stand  the  test  of  time  and 
experience  and  also  the  criticism  of  those  who  are  conservative  in 
their  ideas.  For  example,  we  have,  not  so  very  long  ago,  witnessed 
the  re-introduction  of  the  operation  of  symphysiotomy  and  its 
modifications,  its  too  frequent  employment,  and  its  gradual  decline 
until  now  it  occupies  its  true  place  in  obstetrics.  That  place  is 
hard  to  define  in  a  few  words,  but  it  must  be  admitted  that  the 
modern  operation  of  ischiopubiotomy  has  a  definite  indication  under 

*  Read  at  the  Annual  Meeting  of  the  Tri-State  Medical  Society,  August 
21,  1918. 
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rare  conditions,  and,  although  infrequently  performed,  it  now  repre- 
sents a  true  and  valuable  addition  to  our  obstetric  resources. 

With  the  history  of  symphysiotomy  in  mind,  the  history  of  Cesa- 
rean section  is  most  interesting,  especially  when  reviewed  from  a 
standpoint  of  conservatism,  and  particularly  when  we  contemplate 
the  rapidly  widening  list  of  indications  which  are  proposed  from  time 
to  time  by  enthusiastic  operators  who  must  be  classed  as  radical. 

The  pendulum  has  already  begun  to  swing  back  again.  With  in- 
creasing frequency  we  read  articles  advising  further  restrictions 
in  its  indications  written  by  the  more  conservative  element.  Per- 
sonally I  feel  very  strongly  that  the  operation  is  done  far  too  fre- 
quently and  on  much  too  slight  an  indication. 

The  dictum  ''  once  a  Cesarean,  always  a  Cesarean"  is  not  literally 
true  but  very  nearly  so.  If  it  is  borne  in  mind  when  considering 
the  operation  in  the  case  of  a  primipara,  the  result  will  often  be  the 
choice  of  a  less  radical  method  of  delivery.  Those  of  us  who  have 
practised  obstetrics  extensively  have  seen  numerous  instances  of 
Cesarean  section  done  for  insufficient  indications.  The  operation 
itself  is  so  easy  to  perform  that  it  is  done  in  cases  of  difficult  delivery 
arising  from  almost  any  cause.  It  is  time  to  warn  the  profession 
to  stop  and  think. 

There  are  certain  disadvantages  not  so  often  spoken  of.  With 
a  theoretical  mortality  of  half  of  i  per  cent,  the  actual  average  mor- 
tality is  about  5  per  cent.  A  great  many  recoveries  in  the  95  per  cent, 
who  do  get  well,  are  made  only  with  great  difficulty,  and  after  a 
great  variety  of  complications  during  convalescence.  The  advisa- 
bility of  performing  Cesarean  section  in  all  subsequent  deliveries  is, 
to  my  mind,  one  of  the  chief  objections  to  its  indication  for  placenta 
previa. 

In  a  subsequent  pregnancy  it  is  impossible  to  know  what  the 
real  condition  of  the  uterine  scar  is,  and  therefore  a  delivery  by  the 
natural  passages  has  an  element  of  danger  so  great  that  we  are  hardly 
ever  justified  in  permitting  it  to  take  place.  Two  or  three  cases 
illustrating  this  might  be  of  sufficient  interest  to  quote. 

Three  or  four  years  ago  a  patient  was  admitted  to  my  service  at 
Bellevue  Hospital  who  gave  a  history  of  having  had  a  Cesarean 
section  by  a  well-known  operator  at  a  New  York  hospital.  She  did 
not  know  why  it  had  been  done  and  an  examination  of  her  pelvis 
showed  only  a  trivial  contraction.  Although  her  pains  were  moder- 
ately severe  the  cervix  was  dilating  rather  slowly,  so  that  a  second 
Cesarean  section  was  decided  on  and  performed  several  hours  after 
the  onset  of  labor,  about  midnight.     When  the  abdomen  was  opened 
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it  was  found  that  the  uterine  muscle  had  separated  for  2  or  3 
inches  in  the  upper  part  of  the  old  scar,  the  membranes  were  pro- 
truding in  a  well-defined  "bag  of  waters"  and  contained  the  child's 
foot.  I  am  convinced  that  in  this  case  one  or  two  more  pains  would 
have  resulted  in  the  complete  rupture  of  the  uterus  at  the  site  of 
the  scar  and  the  probable  death  of  the  patient. 

In  June  of  this  year  a  patient  came  back  to  the  hospital  for  a  third 
delivery;  both  the  previous  deliveries  were  by  Cesarean  section, 
done  by  me  for  contracted  pelvis.  The  third  operation  was  done  at 
what  was  calculated  to  be  full  term,  but  before  actual  labor  had 
commenced.  When  the  abdomen  was  opened  it  was  found  that  the 
uterine  scar  had  separated  for  its  entire  length  and  the  uterine  con- 
tents were  covered  only  by  peritoneum.  The  scar  of  one  of  the 
previous  operations  was  firm  and  sound.  In  both  of  these  instances 
the  patients  recovered  without  any  special  incidents. 

This  experience  makes  me  feel  that  it  is  always  safer  to  do  a  second 
operation  than  to  allow  labor  to  go  on  naturally.  It  is  a  strong  argu- 
ment for  conservatism  in  considering  the  indications  for  Cesarean 
section,  especially  in  a  primipara. 

There  is  another  condition  in  which  conservatism  should  be  much 
more  generally  employed,  so  I  shall  not  dwell  longer  on  this.  I  refer 
to  the  condition  known  as  eclampsia  and  the  toxemias  of  pregnancy. 

It  is  not  possible  to  discuss  the  treatment  of  eclampsia,  and 
what  is  more  important,  its  prevention,  without  including  pre- 
eclamptic toxemia  or  the  toxemia  of  pregnancy.  Fortunately  the 
early  recognition  of  toxemia  is  easy,  and  its  early  treatment  will 
almost  invariably  prevent  the  development  of  convulsions.  I  firmly 
believe  that  it  is  possible  to  make  the  occurrence  of  convulsions 
one  of  the  rarer  of  the  complications  of  pregnancy  and  so  take  a  long 
step  toward  eliminating  the  most  terrible  of  the  causes  of  death 
during  childbirth.  When  convulsions  have  once  appeared  there- 
are  a  certain  number  of  cases  that  are  doomed,  no  matter  what 
methods  of  treatment  may  be  used  or  skill  employed. 

If  all  this  be  true,  the  early  recognition  and  treatment  of  toxemia 
becomes  of  extreme  importance. 

1  shall  not  attempt  to  more  than  outline  the  diagnosis  and  treat- 
ment of  preeclamptic  toxemia  because  the  subject  has  been  gone- 
over  so  thoroughly  and  so  often. 

Symptoms  may  come  on  suddenly,  but  as  a  rule  there  is  ample 
warning.  Every  pregnant  woman  should  be  told  of  the  importance 
of  having  regular  and  frequent  urine  examinations  made,  and  also 
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should  be  instructed  to  promptly  send  an  extra  specimen  at  any 
time  that  she  may  not  feel  well. 

The  urinary  findings,  high  blood  pressure,  nausea,  vomiting,  head- 
ache, edema,  eye  symptoms,  nervous  symptoms,  gradually  develop- 
ing and  increasing  in  intensity  make  up  a  clinical  picture  easily 
recognized.  In  spite  of  all  theories  the  practical  management 
of  such  a  case  seems  to  me  almost  self-evident — elimination  of 
the  toxins  and  in  the  majority  of  cases  termination  of  the  preg- 
nancy. Because  the  latter  is  not  always  thought  necessary,  but 
mainly  because  symptoms  are  ignored  and  so  not  even  eliminative 
treatment  is  begun,  convulsions  appear. 

Prevention  of  eclampsia  then,  resolves  itself  into  vigilant  care  of 
all  pregnant  women  from  the  beginning  of  pregnancy.  In  private 
practice,  it  means  that  patients  must  be  seen  frequently  and  have 
regular  examinations  of  the  urine,  regular  physical  examinations 
including  taking  the  blood  pressure,  with  a  careful  regulation  of 
diet  and  of  elimination.  This  must  be  carried  out  as  a  routine.  In 
hospitals,  it  means  the  establishment  of  prenatal  clinics  and  a  fol- 
low-up system  so  that  trained  clinical  observers,  either  a  specially 
trained  nurse  or  a  physician,  shall  regularly  and  frequently  see  these 
patients  in  their  homes.  As  soon  as  any  suspicious  symptoms  appear 
prompt  eliminative  treatment  along  the  well-recognized  lines  should 
be  instituted.  If  the  symptoms  in  any  given  case  are  due  to  definite 
causes,  such  as  neglect  of  the  bowels,  too  high  a  nitrogen  intake  or 
too  much  alcohol  or  all  of  these,  eliminative  treatment  with  the 
correction  of  the  cause  of  the  symptoms  will  be  enough.  If  the 
symptoms  develop  without  definite  cause,  and  eliminative  treat- 
ment is  not  followed  by  prompt  and  absolute  disappearance  of  all 
symptoms,  pregnancy  should  be  terminated.  Such  preventive 
measures  are  now  gradually  being  developed  in  our  larger  cities  and 
the  improvement  is  already  very  marked. 

After  the  occurrence  of  convulsions  the  indication  for  treatment 
is  again,  elimination  of  the  toxins,  termination  of  the  pregnancy, 
and  also  the  control  of  the  convulsions.  There  are  two  methods 
of  carrying  out  these  well-recognized  procedures,  conservative  and 
radical.  The  conservative  method  is  typified  by  the  procedure  of 
Stroganoff,  to  whom  must  be  given  the  credit  for  what  I  regard  as 
a  great  advance  in  our  modern  methods  of  treatment.  He  relied 
almost  entirely  on  morphine  given  in  large  doses  and  did  nothing 
to  hasten  the  delivery  of  the  child.  In  a  large  number  of  cases 
reported  (369)  he  had  a  mortality  of  6.6  per  cent.,  by  far  the  best 
result  that  anv  method  has  shown.     Tweedv  of  the  Dublin  Rotunda 
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has  reported  a  smaller  number,  seventy-four  cases,  with  a  mortality 
of  8. ii.  His  treatment  differs  somewhat  from  that  of  Stroganoff, 
particularly  in  the  fact  that  he  delivered  by  forceps  after  the  cervix 
was  dilated.  More  recently  McPherson  has  reported  a  mortality 
of  8.6  from  the  Lying-in  Hospital  in  New  York.  His  cases  were 
few  in  number  and  phlebotomy  was  done  as  a  routine  whenever  the 
blood  pressure  was  175  or  over. 

The  radical  method  consists  in  active  elimination,  the  so-called 
medical  treatment,  combined  with  prompt  and  rapid  emptying  of 
the  uterus  by  some  kind  of  operation  which  is  called  the  obstetrical 
treatment.  The  usual  procedure  is  a  rapid  dilatation  of  the  cervix 
followed  by  a  version  and  breech  extraction,  or  a  forceps  operation. 
In  cases  in  which  the  cervix  is  unchanged,  that  is,  not  yet  softened, 
vaginal  or  abdominal  Cesarean  section  is  often  performed. 

At  the  present  time  there  is  an  infinite  variety  in  the  management 
of  these  cases  ranging  from  ultra-radical  to  ultra-conservative  with 
every  possible  variation  between  these  two  extremes.  There  is  also 
a  mass  of  literature,  and  a  mass  of  statistical  results,  that  leaves  the 
reader  all  too  uncertain  when  he  attempts  to  find  out  the  best  es- 
tablished practice. 

Up  to  four  or  five  years  ago  I  believed  in  and  taught,  what  1 
now  think  to  be,  a  far  too  radical  treatment  of  eclampsia.  I  regarded 
morphine  as  an  extremely  dangerous  drug  and  rarely  used  it.  I  did 
believe  in  veratrum  viride  and  frequently  used  it  as  a  substitute  for 
phlebotomy-  I  was,  and  am  still  influenced  by  the  clinical  fact,  ob- 
served for  many  years,  that  the  sooner  the  uterus  is  emptied  after  a 
convulsion,  the  sooner  the  patient  begins  to  improve.  Otherwise 
I  should  unhesitatingly  adopt  the  morphine  treatment  and  not  inter- 
fere at  all  with  the  pregnancy. 

In  preparing  this  paper  I  have  had  tables  made  of  the  eclamptic 
cases  occurring  at  the  Manhattan  Maternity  Hospital,  and  have 
classified  them  according  to  radical  and  conservative  methods  of 
treatment.  A  study  of  these  cases  shows  some  very  striking  and 
valuable  facts,  and  I  think  shows  the  advantages  of  a  moderately 
conservative  treatment. 

In  eclampsia  more  than  in  any  other  condition  that  I  know  of, 
deductions  based  on  mortality  results  are  apt  to  be  misleading. 
For  example,  I  have  seen  quoted  series  of  thirty  or  more  cases  treated 
by  various  methods  without  a  single  death.  A  careful  analysis  of 
these  cases  proves  to  my  mind  merely  that  early  treatment  is  better 
than  late  treatment.  This  in  itself  is  a  most  valuable  lesson  and 
one  that  does  not  seem  to  be  generally  appreciated.     It  is  valuable 
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not  only  from  the  standpoint  of  the  treatment  of  actual  convulsive 
toxemia  but  also  from  the  standpoint  of  prevention. 

In  the  tables  that  I  present  here,  I  want  to  draw  attention  to  the 
many  complications  and  obstetric  injuries  directly  due  to  methods 
of  delivery,  which  must  add  enormously  to  the  mortality  of  those 
who  still  practise  radical  means  of  delivery.  We  must  recognize 
that  an  eclamptic  patient  is  a  poor  surgical  risk.  She  stands  shock- 
producing  operations,  and  shock-producing  methods  of  treatment 
very  badly.  This  fact  partially  explains  the  high  mortality  of  Cesa- 
rean section  and  the  danger  of  otherwise  valuable  methods  of 
treatment  such  as  veratrum  viride  and  hot,  wet  packs. 

Forcible  delivery  through  an  unprepared  canal  is  under  any 
circumstances  an  obstetric  sin.  In  an  eclamptic  patient,  the  ad- 
vantage of  time  gained  by  a  rapid  delivery  through  an  unprepared 
canal,  is  more  than  counterbalanced  by  the  necessity  of  repairing 
the  damage  done,  and  the  patient's  chances  of  ultimate  recover}'  are 
much  lessened.  The  procedure  known  as  accouchement  force  has 
no  place  in  the  modern  treatment  of  eclampsia. 

With  these  facts  before  us,  the  question  suggests  itself — what  is 
the  best  way  to  manage  an  average  case  of  toxemia,  or  of  eclampsia. 
by  the  average  well-informed  practitioner.  It  seems  to  me  that 
the  answer  to  this  question  is,  by  a  moderate  or  rational  conserva- 
tism. Conservative  treatment  may  be  divided  into  the  surgical 
'or  obstetrical)  treatment,  and  the  medical  treatment.  In  convul- 
sive toxemias  the  conservative  surgical  treatment  should  consist 
of  absolutely  nothing,  if  the  patient  is  in  labor,  and  the  introduction 
of  a  bag  if  the  patient  is  not  in  labor.  The  ideal  treatment  is  non- 
interference, but  an  induction  of  labor  by  the  introduction  of  a 
hydrostatic  bag  is,  to  my  mind,  rational  and  is  indicated  unless 
labor  comes  on  spontaneously  and  promptly.  The  cause  of  the  onset 
of  labor  is,  of  course,  the  toxemia,  and  it  may  not  be  operative  unless 
the  toxemia  is  profound.  Profound  toxemia  is  exactly  what  we  are 
trying  to  avoid  by  our  medical  treatment,  and  morphine,  which  is 
becoming  our  chief  reliance  for  the  control  of  the  convulsions, 
retards  the  onset  of  labor.  Therefore  I  contend,  a  bag  should  be  in- 
troduced, as  gently  as  possible,  in  all  cases  unless  labor  comes  on 
spontaneously.  In  certain  cases  the  introduction  of  a  bag  may 
be  delayed  in  the  hope  that  labor  will  come  on  spontaneously, 
but  not  as  a  rule. 

Other  obstetric  operations  should  not  be  done  on  an  eclamptic 
patient,  but  unfortunately  must  be  performed  at  times  for  other 
indications  which  are  imperative.     The  least  harmful,  and  the  most 
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often  performed,  is  a  simple  low-forceps  operation.  In  breech 
presentations  it  is,  of  course,  necessary  to  extract  manually,  but  the 
operation  should  be  done  late,  after  full  dilatation  of  cervix.  In 
transverse  presentations,  version  and  breech  extraction  is  necessary. 

I  do  not  believe  that  Cesarean  section  is  indicated  for  eclampsia. 
It  is  necessary  when  the  pelvis  is  contracted  in  an  eclamptic  patient. 
Theoretically,  it  is  better  to  do  a  simple  Cesarean  section  in  a  primi- 
para  with  a  long  hard  cervix,  but  practically,  better  results 
are  obtained  by  conservative  waiting. 

In  my  hospital  practice  I  have  many  times  been  called  to  see  an 
eclamptic  case  which  was  described  to  me  by  one  of  my  own  staff 
as  a  "good  case  for  a  Cesarean,''  but  so  far  I  have  not  performed 
the  operation  and  have  never  regretted  my  decision. 

Let  us  now  consider  the  medical  treatment.  Extreme  conserva- 
tism relying  only  upon  one  drug,  is  not  more  rational  than  the 
empirical  use  of  many  drugs.  The  indications  for  treatment  are  the 
same  as  they  always  have  been,  namely,  to  control  the  convulsions 
and  eliminate  the  toxins.  The  details  must  differ  according  to 
the  severity  of  the  case.  Perhaps  a  better  idea  can  be  had,  if  we 
try  to  follow  a  typical  case  from  the  moment  of  her  entrance  into 
the  hospital.  She  is  at  once  put  to  bed  in  a  room  separated  from 
the  ward,  and  the  room  is  kept  darkened  and  quiet.  A  catheterized 
specimen  of  urine  is  obtained  and  immediately  examined,  and  the 
blood  pressure  is  taken.  She  is  then  given  half  a  grain  of  morphine 
hypodermatically,  and  the  drug  is  repeated  in  one-quarter  grain 
doses  sufficiently  often  to  control  the  convulsions  or  to  keep  the 
respirations  down  to  twelve.  The  stomach  should  be  washed  out 
with  a  hot  bicarbonate  of  soda  solution,  a  dram  to  the  pint, 
after  which  2  ounces  of  sulphate  of  magnesia  in  solution  is  in- 
troduced through  the  tube  and  left  in  the  stomach.  Depending 
on  her  condition,  colon  irrigations  are  started  within  a  short  time, 
using  from  4  to  6  gallons  of  hot  bicarbonate  of  soda  solution, 
and  repeating  it  every  six  hours.  Glucose  solution,  3  to  5  per 
cent,  may  be  used,  but  I  do  not  use' salt  solution.  If  the  blood, 
pressure  is  high,  she  is  given  one-fiftieth  of  a  grain  of  nitroglycerine 
by  hypodermic  every  one  or  two  hours  until  the  pressure  drops. 
In  some  cases  phlebotomy  may  be  done,  but  not  often.  During 
this  time  the  history  has  been  obtained,  and  after  an  examination, 
a  diagnosis  as  to  whether  she  is  in  labor  or  not  is  made.  So  much 
is  routine.  In  most  cases  if  the  patient  is  not  in  labor  a  bag  is  now 
introduced,  but  in  others,  depending  on  the  period  of  gestation, 
the  condition  of  the  cervix,  the  urinary  findings,  blood  pressure 
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and  severity  of  the  convulsions  this  measure  may  be  delayed  for 
a  few  hours. 

Thus  far  elimination  through  the  bowels  and  kidneys  only  has  been 
undertaken,  and  elimination  through  the  skin,  almost  as  effective, 
should  be  utilized.  Formerly  I  relied  a  great  deal  on  a  hot  wet 
pack,  but  think  that  it  is  possible  to  have  too  free  a  perspiration, 
so  prefer  to  wrap  the  patient  in  warm  dry  blankets  and  use  an  electric 
light  apparatus  which  can  be  so  regulated  that  only  a  gentle  per- 
spiration is  induced. 

The  patient  is  kept  as  quiet  as  possible,  except  that  she  is  given 
frequent  small  doses  of  water  by  mouth  if  she  can  swallow.  The 
electric  light  pack  may  be  used  for  periods  of  two  or  three  hours 
at  a  time.  As  a  rule  labor  has  begun,  or  will  begin,  by  this  time, 
and  convulsions  in  favorable  cases  have  ceased.  As  soon  as  the 
patient  is  taken  out  of  the  warm  pack,  unless  labor  has  begun,  a 
bag  is  introduced  through  the  cervix.  It  is  a  better  plan,  and  saves 
time,  to  do  this  after  the  colon  irrigation  has  been  given,  but  oc- 
casionally, as  before  mentioned,  it  may  be  wiser  to  delay  until  after 
the  warm  pack  has  been  used. 

The  introduction  of  a  number  two  or  three  size  bag  can  be  easily 
done  in  almost  all  instances,  but  occasionally  the  cervix  is  hard 
and  long,  so  that  its  introduction  may  be  difficult  and  necessitate 
prolonged  and  painful  manipulations  In  such  cases  it  is  better, 
either  to  wait  for  a  few  hours  longer,  or  to  introduce  a  bougie  or  a 
small  rectal  tube  into  the  uterus  at  once.  Prolonged  manipulations 
are  not  permissible  and  are  inconsistent  with  the  conservative 
method  of  treatment.  The  actual  delivery  of  the  patient  should  be 
done  with  as  little  interference  as  possible.  I  recognize,  however, 
that  a  simple  low-forceps  operation  will  sometimes  prove  more 
conservative  than  waiting.  The  actual  indication  for  this  amount 
of  interference  depends  on  the  judgment  of  the  obstetrician  and 
cannot  be  formulated  very  easily- 
Such  in  general  is  the  present-day  method  of  treatment,  and  it  is 
to  my  mind  a  vast  improvement  over  the  more  radical  methods 
of  rapidly  emptying  the  uterus. 

At  the  Manhattan  Maternity  Hospital  the  total  number  of 
eclampsia  cases  in  14,000  deliveries  was  ninety-one,  or  about  one 
in  154. 

Of  these  ninety-one  cases,  four  were  admitted  too  late  for  treat- 
ment, and  in  thirteen,  convulsions  first  appeared  after  the  delivery  of 
the  child.  This  leaves  seventy-four  cases  who  received  treatment  at 
the  hospital  before  and  during  delivery.     Of  these,  forty-one  were 
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treated  by  the  radical  method  and  thirty-three  by  the  conservative 
method.  I  have  tabulated  the  forty-one  cases  treated  according  to 
radical  methods,  the  thirty-three  cases  treated  conservatively,  and 
have  also  made  a  table  showing  the  number  of  operations  and 
complications  occurring  in  the  radical  cases.  In  order  to  make 
a  complete  report  of  all  the  ninety-one  histories  which  were  studied 
I  have  added  a  list  of  the  postpartum  eclampsias  and  the  cases 
admitted  who  died  without  any  treatment. 

These  tables  will  be  found  at  the  end  of  this  paper. 

The  most  important  and  instructive  fact  resulting  from  a  study 
of  these  seventy-four  cases  is  the  great  improvement  in  the  mortality 
following  the  introduction  of  conservative  methods  of  treatment. 

In  forty-one  cases  treated  radically,  the  maternal  mortality  was 
29.2  per  cent,  and  the  fetal  mortality  73.1  per  cent. 

In  thirty-three  cases  treated  conservatively,  the  maternal  mor- 
tality was  15. 1  per  cent,  and  the  fetal  mortality  33.3  per  cent.  In 
other  words  the  maternal  mortality  was  reduced  one-half,  and  there 
was  even  a  greater  reduction  in  fetal  mortality.  This  reduction 
in  mortality  is  not  only  encouraging,  but  is  to  me  very  significant 
when  I  take  into  account  several  facts.  In  the  first  place  the  change 
from  radical  to  conservative  methods  was  not  made  suddenly  but 
gradually,  and  the  details  of  the  eliminative  treatment  were  also 
gradually  evolved.  This  means  that  not  all  the  good  effects  of 
the  moderately  conservative  treatment,  which  is  in  use  at  the  pres- 
ent time,  were  operative  except  in  a  certain  proportion  of  these 
cases.  The  mortality  is  still  too  high  and  I  confidently  expect  to  see 
it  reduced  below  10  per  cent,  in  the  near  future.  In  the  thirty-three 
conservatively  treated  cases,  bags  were  used  thirteen  times,  and  forceps 
twelve  times,  about  the  proper  proportion  for  the  use  of  bags,  but 
rather  too  frequent  a  use  of  forceps.  Induction  of  labor  by  bags  and 
the  use  of  forceps  on  the  same  case  occurred  five  times,  and  in  one 
of  these  the  pelvis  was  contracted,  so  that  operative  interference 
was  not  done  as  often  as  it  might  appear.  Compare  now  the 
results  for  the  child;  we  find  a  mortality  of  73.1  per  cent,  in  the 
radical  table  reduced  to  33.3  per  cent,  in  the  conservative.  The  first 
figure  is  really  a  frightful  mortality  and  seems  to  be  due  chiefly  to 
operative  procedures.  The  latter  figure  is  a  tremendous  improve- 
ment but  should  be  still  better. 

Two  of  the  children  in  the  group  of  conservatively  treated  cases 
were  born  macerated,  which  really  reduces  the  deaths  to  27.2  per 
cent. 
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In  the  radical  table  I  do  not  find  any  mention  made  of  a  macerated 
fetus,  so  probably  there  were  none. 

The  mortality  for  children  will  always  be  greater  than  the  mor- 
tality for  mothers,  as  prematurity  is  a  cause  of  death  as  well  as  tox- 
emia. Elimination  of  operations  as  an  additional  cause  will  keep 
the  mortality  lower.  The  greatest  source  of  improvement  in  mor- 
tality, both  for  mothers  and  children  in  the  future,  will  be  by  early 
treatment  and  by  prevention.  Arguing  from  the  standpoint  of 
mortality  statistics  alone,  it  seems  to  me  that  the  advantages  of 
conservative  treatment  have  been  proven.  Turning  now  to  the 
table  of  radical  cases  we  at  once  notice  the  large  number  of  opera- 
tions and  complications.  There  were  so  many  that  a  separate 
table  has  been  made  to  show  exactly  what  was  done.  In  forty-one 
cases,  eighty-three  operations  were  performed.  These  consisted  of 
rapid  manual  dilatation,  the  introduction  of  a  Pomeroy  bag,  that 
is,  a  rapid  dilatation  by  means  of  a  bag,  version  and  breech  extrac- 
tion, forceps,  craniotomy,  vaginal  and  abdominal  sections. 

It  is  noteworthy  that  rupture  of  the  uterus  occurred  four  times  and 
severe  lacerations  were  noted  sixteen  times.  These  operations  were 
performed  by  members  of  the  Attending  and  Assistant  Attending 
Staff  and  some  of  them  by  House  Surgeons. 

It  cannot  be  that  this  hospital  has  a  great  many  more  cases  of 
severe  lacerations  and  uterine  ruptures  than  other  hospitals.  It 
brings  to  mind  when  looking  over  statistical  tables,  the  question 
of  accuracy  in  diagnosis  and  of  careful  history  taking. 

As  has  been  observed  by  others,  many  cases  of  extensive  lacera- 
tions, including  at  times  actual  rupture  of  the  uterus,  must  be  over- 
looked and  the  death  of  the  patient  put  down  as  being  due  simply 
to  eclampsia.  In  any  case  the  danger  of  lacerations  of  the  birth 
canal  is  a  most  powerful  argument  against  radical  operation  espe- 
cially against  the  whole  procedure  known  as  accouchement  force. 

The  final  table  shows  that  of  ninety-one  eclamptic  cases  con- 
vulsions began  postpartum  thirteen  times,  or  a  frequency  of  about 
14  per  cent.  Among  these  were  two  maternal  deaths,  a  mortality  of 
a  little  over  15  per  cent.,  but  there  was  only  one  fetal  death,  which 
was  due  to  the  accidental  separation  of  the  placenta. 

Although  the  total  number  of  postpartum  cases  is  small,  the  per- 
centage of  frequency  and  of  mortality  is  about  the  same  as  in  sta- 
tistics from  other  sources. 

Among  these  cases,  no  operations  were  performed  excepting 
forceps  in  one  case,  and  no  children  were  lost  excepting  the  one 
case  in  which  an  accidental  separation  of  the  placenta  occurred. 
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This  series  therefore-  approximates  the  ideal  aimed  at  by  the  con- 
servative method  of  treatment.  The  results  are  the  same  as  in 
our  conservative  table  as  far  as  the  mothers  are  concerned  and  are 
practically  perfect  as  far  as  the  children  are  concerned. 

It  seems  to  me  that  this  comparison  can  be  used  as  still  another 
argument  for  abandoning  radical  and  adopting  conservative  treat- 
ment for  eclampsia,  no  matter  at  what  period  of  pregnancy  toxic- 
symptoms  occur.  Finally  I  have  listed  the  four  cases  brought  to 
the  hospital  just  before  they  died.  There  was  not  time  in  any  case- 
to  do  anything  in  the  way  of  treatment.  In  one  instance  an  attempt 
to  save  the  child  by  a  postmortem  Cesarean  section  was  made, 
but  failed.  I  am  afraid  that  we  shall  always  have  a  certain  propor- 
tion of  cases,  in  this  instance  a  little  over  4  per  cent.,  where  no  treat- 
ment can  be  of  any  value  because  patients  are  brought  in  too  late. 

Some  of  the  deaths  in  the  other  seventy-four  cases  were  also  un- 
doubtedly due  to  the  fact  that  treatment  was  begun  too  late. 

Through  the  recent  establishment  of  Maternity  Centers  working 
in  conjunction  with  Maternity  Hospitals,  in  certain  zones  of  New 
York  City  an  earnest  and  systematic  effort  is  being  made  to  discover 
cases  of  toxemia  of  pregnancy.  They  are  then  referred  to  the 
proper  hospital  in  the  zone  in  which  they  live,  and  so  by  early  treat- 
ment it  is  hoped  not  only  to  improve  mortality  statistics  and  methods 
of  treatment  but  also  to  prevent  a  large  proportion  of  cases  from 
ever  reaching  the  convulsive  stage. 

During  the  past  winter,  in  Zone  Seven,  in  which  the  Manhattan 
Maternity  Hospital  is  situated,  an  average  of  two  or  three  toxic 
cases  a  week  were  referred  through  Maternity  Center  nurses.  As 
a  rule  they  are  mild  cases,  but  usually  have  albumin  in  the  urine, 
increased  blood  pressure,  disturbances  of  digestion  and  edema. 
They  are  kept  in  the  Hospital  for  four  or  five  days  under  active 
eliminative  treatment,  restricted  proteid  intake,  and  rest.  At  the 
end  of  this  time  their  symptoms  usually  have  disappeared  and  they 
are  allowed  to  go  home,  but  are  still  kept  under  close  observation 
and  regular  examinations  of  the  urine  are  made.  If  any  case  should 
not  clear  up  under  treatment,  labor  is  induced  and  the  danger  of 
convulsions  averted.  I  have  not  been  able  to  get  the  exact  figures 
regarding  the  number  of  these  cases  because  quite  a  large  proportion 
of  the  patients  are  referred  to  the  Hospital  for  other  causes. 

The  subject  of  this  paper  is  perhaps  too  general  to  be  successfully 
summarized.  I  may  say,  however,  that  I  believe  that  the  practice 
of  obstetrics  would  be  on  a  higher  plane  and  better  results  for  mother 
and  child  obtain  if  we  should  try  to  be  more  conservative  in  the 
treatment  of  certain  conditions. 
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First. — Increased  conservatism  should  be  practised  in  considering 
the  indications  for  Cesarean  section. 

Second. — Increased  conservatism  should  be  practised  in  the 
treatment  of  eclampsia,  especially  as  regards  operative  delivery. 

Third. — A  large  proportion  of  eclamptic  cases  can  be  prevented 
and  valuable  lives  saved  by  an  earlier  recognition  of  toxic  conditions. 


TABLE  I.— ECLAMPSIA,  THIRTY-THREE  CASES  TREATED  AT  MAN- 
HATTAN MATERNITY  HOSPITAL.     CONSERVATIVE  METHOD. 


No. 

Para      1  Mother  ! 

Child 

Time  of 

pregnancy, 

weeks 

Treatment  and  complications 

I 

II     Dead 

Living 

32 

Bags 

2 

I     Living 

Living 

40 

None 

3 

I  |  Dead 

Living 

Full  term 

None 

4 

VII     Living 

Dead 

30 

None 

5 

I     Living 

Dead 

32 

Forceps,  2d  stage 

6 

XI     Living 

Dead 

3° 

Bags  (Baby  macerated) 

7 

I     Living 

Dead 

3S 

Bags,  forceps,  contracted  pelvis 

8 

II  j  Living 

Living 

40 

None 

9 

I     Living 

Living 

40 

Bags,  forceps,  2d  stage 

IO 

XIII     Living 

Living 

28 

Bags 

ii 

T     Living 

Living 

28 

Bags 

12 

I     Living 

Living 

36 

Bags 

13 

I     Living 

Dead 

32 

Forceps 

M 

I     Living 

Living 

36 

Forceps 

15 

I     Living 

Living 

40 

None 

16 

I     Living 

Living 

40 

Forceps,  low 

17 

II     Living 

Living 

38 

Bags,  forceps 

18 

XIV     Living 

Living 

40 

None 

19 

VI     Living 

Living 

40 

Bags,  forceps,  low- 

20 

I 

Living 

Living 

40 

Bags,  forceps,  low- 

!  I 

III 

Living 

Dead 

40 

None  (Baby,  general  edema) 

22 

I 

Living 

Dead 

33 

None  (Baby  macerated) 

2.3 

II 

Dead 

Dead 

38 

None 

24 

I 

Living 

Living 

40 

Forceps,  low- 

25 

IV 

Living 

Living 

40 

Bags 

26 

I 

Living 

Living 

40 

Forceps,  low- 

27 

I 

Living 

Living 

40 

Forceps,  low- 

28 

I 

Living 

Living 

40 

Bags 

2  9 

I 

Living 

Dead 

26 

Bags 

30 

I 

Living 

Living 

40 

None 

3i 

I 

Living 

Living 

40 

None 

32 

I 

Dead 

Dead 

40 

None 

33 

I     Dead 

Dead 

36 

None 

Maternal  mortality,  15.1  per  cent. 

Fetal  mortality,  33.3  per  cent. 

Two  babies  macerated  which  would  make  a  mortality  of 


7.2  per  cent. 
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TABLE   II.— ECLAMPSIA,    FORTY-ONE    CASES   TREATED   AT  MAN- 
HATTAN MATERNITY  HOSPITAL.     RADICAL  METHOD. 


Xo. 


Mother     C  hikl 


Time  of 

pregnancy, 

weeks 


Treatment  and  complications 


14 
15 
16 

17 

is 
19 


23 

24 
25 
26 
27 
28 
29 
30 
31 
32 
33 
34 


30 
37 
38 

40 

41 


XVI 


Dead 
Living  I  Living 
Living  Dead 
Living  Dead 
Living  Dead 
Dead 

Living  Living 
Dead  Dead 
Living  Deail 
Dead  Dead 
Dead  Dead 
Dead 
Dead 


Living 
Living 


Dead  Dead 

Living  Dead 
Dead     '  Dead 

Living  Dead 

Living  Dead 

Living  Dead 

Living  Dead 

Living  Living 

Dead  Living 


Living 

Living 

Living 

Living 

Dead 

Dead 

Living 

Living 

Living 

Living 

Dead 

Dead 

Living 

Living 

Dead 

Living 

Living 

Living 

Living 


Dead 

Living 

Dead 

Living 

Dead 

Living 

Dead 

Dead 

Living 

Dead 

Dead 

Dead 

Dead 
Living 
Dead 
Dead 

Living 
Living 
Dead 


-■■; 

36 
38 


32 
3& 
30 
30 
40 
30 
32 

28 
40 
40 
28 

40 
38 

40 
3-' 


24 
36 
32 
40 
28 
40 
32 
40 
40 
40 

6  mo. 

8  mo. 

40 

40 

38 

36 

36 

28 


Manual  dilatation,  version 

Forceps,  low  i 

Manual  dilatation,  version 

Manual  dilatation,  version,  severe  laceration 

Manual  dilatation,  version,  laceration 

Vaginal  section,  craniotomy.      Mother  died  in 

twenty-four  hours 
Manual  dilatation,  version 
Lacerations 

Lacerations,  manual  dilatation,  high  forceps 
Manual  dilatation,  high  forceps,  craniotomy 
Version,  breech  extraction 
Manual  dilatation 
Manual  dilatation,  forceps,  severe  laceration  in 

bladder 

Manual  dilatation,  forceps,  craniotomy 
Manual  dilatation,  version,  laceration 
Manual  dilatation,  version 
Manual     dilatation,    version,     laceration     into 

broad  ligament 
Breech  extraction,  laceration. 
Laceration,  version 
Manual  dilatation,  forceps,  laceration 
Pomeroy  bag,  manual  dilatation,  forceps,  deep 

laceration 
Manual  dilatation,  version,  laceration,  rupture 

of  uterus 

Manual  dilatation,  version 
Manual  dilatation  laceration,  high  forceps 
Pomeroy  bag,  version,  slight  laceration 
Manual  dilatation,  forceps,  version 
Pomeroy  bag,  version,  rupture  of  uterus 
Manual  dilatation,  Pomeroy  bag,  version 
Manual  dilatation,  version 
Manual  dilatation,  version,  laceration 
Pomeroy  bag,  forceps,  Pomeroy  bag 
Manual  dilatation,  forceps 
Manual  dilatation,  forceps 
Manual    dilatation,    version,    vaginal  section, 

Pomeroy  bag 
Manual  dilatation,  forceps 
Manual  dilatation,  version  breech 
Pomeroy  bag,  forceps,  laceration 
Manual  dilatation,  forceps 
Cesarean  section 
Pomeroy  bag,  forceps 
Bags,  dilatation  and  version 


Maternal  mortality,  29.2  per  cent 
Fetal  mortality,  73.1  per  cent. 
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TABLE  III.— MANHATTAN  MATERNITY  HOSPITAL.     OBSTETRICAL 
TREATMENT  IN  FORTY-ONE   RADICAL   CASES. 


Case 
No. 


Man. 
Dil. 


p___         Version 

%onf "  and        Porcens     Crani-      Vag.       Cesarean   j  Rupt. 

u  y  breech        >'ll-cPa     otomv   section        section     ,  uterus 


Severn 
lacera- 
tions 


3 
4 
5 
6 

7 
8 

9 
io 
ii 

12 
13 

14 


16 

17 
18 

19 

20 

21 


I 


23 
24 
25 
36 

27 
28 

29 
30 
31 
32 

33 
34 
35 
36 
37 
38 
39 
40 
4i 


29 


i':, 


1      4 
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rABLE  IV.     MANHATTAN  MATERNITY  HOSPITAL. 

ECLAMPSIA. 


POSTPARTUM 


Para      Mother         Child 


f3 


TI 

X 

I 

I 

I 

111 

I 

I 

I 

I 

III 

III 

I 


Living 

Dead 

Living 

Living 

Living 

Living 

Living 

Living 

Living 

Living 

Living 

Living 

Dead 


Living 

Dead 

Living 

Living 

Living 

Living 

Living 

Living 

Living 

Living 

Living 

Living 

Living 


Due  to  separation  of  placenta — 3?  weeks 


CASES    NOT   IN   HOSPITAL  LONG   ENOUGH    TO    ESTABLISH 
TREATMENT. 


I  Dead  Undel.    8^2  months 

I  Dead  Undel.    8      months 

I  Dead  Dead 

III  Dead  Undel.  38  weeks 


None 

None 

Postmortem  Cesarean  section 

None 
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A.    OBSTETRICS. 


2.  Torn  Cervix  versus  Uterine  Inertia. — E.  R.  Corson.  (Med. 
Rec,  1 91 8,  xciv,  239)  contends  that  postpartum  hemorrhage  is 
relatively  rare  and  that  the  common  cause  is  deep  laceration  of  the 
cervix.  He  cites  an  illustrative  case  and  insists  upon  the  importance 
of  inspection  of  the  cervix  after  delivery  and  immediate  suture  of 
lacerations. 

3.  Abortion  at  Three  Months  in  a  Girl  of  Thirteen. — Verdelet 
(Gazette  hebdomadaire  des  sciences  medicates  de  Bordeaux,  19 18,  xxxix, 
118)  relates  a  case  which  occurred  in  his  service  in  the  Children's 
Hospital  several  years  ago.  The  child  was  admitted  with  abdominal 
pains,  more  marked  on  the  right  side,  a  little  fever  and  some  tym- 
panites. She  was  given  an  application  of  ice,  which  was  relieving 
the  pains  properly  when  there  was  an  expulsion  of  purulent  matter 
by  the  vagina  and  rectum.  The  diagnosis  of  appendicitis  had  been 
made  and  the  case  came  under  the  author's  care.  Examination 
appeared  to  show  that  the  appendix  was  not  affected  and  the  rectal 
touch  revealed  the  presence  of  a  large,  tender  swelling  in  the  Douglas, 
but  the  finger  brought  away  no  pus  or  blood.  The  cervix,  which 
was  easily  reached  by  the  finger,  was  found  to  be  soft,  the  uterus  was 
sensitive  when  moved  about  and  the  cul-de-sac  was  infiltrated 
and  tender.  The  finger  brought  away  fetid  pus.  The  breasts 
were  well  formed  and  pressure  brought  away  a  little  colostrum. 
The  temperature  was  around  3 8°  C.  On  the  following  day  there 
were  expelled  by  the  vagina  large  clots  and  placental  fragments  and 
a  three  months  fetus.  There  were  no  untoward  sequela?.  The 
patient  admitted  sexual  relations  since  the  age  of  eleven  years  but 
denied  intercourse  within  recent  months,  the  parents  supporting 
the  denial.  Worthy  of  note  are  the  youth  of  the  patient,  the 
stubborn  silence  as  to  sexual  relations  at  the  outset,  and  the  con- 
nivance at  the  original  diagnosis  of  appendicitis,  the  absence  of 
any  evidence  of  induced  abortion  and  the  possibility  that  the  latter 
was  determined  by  an  attack  of  measles,  from  which  the  patient 
Buffered  just  before  the  first  appearance  of  abdominal  symptoms. 

4.  Modern  Standards  in  Abnormal  Obstetric  Cases. — J.  W. 
Markoe  (Med.  Rec,  1918,  xciv,  177)  emphasizes  chiefly  the  im- 
portance of  asepsis  in  conducting  labor.  Early  rupture  of  the  mem- 
branes is  a  true  complication.  Care  should  be  taken  to  retain  all  the 
remaining  fluid  possible,  preferably  by  the  sitting  posture  which 
forces  the  head  into  the  cervix.     Give  occiput  posterior  cases  time  to 
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rotate,  using  the  obstetric  chair.  Breech  deliveries  should  never  be 
undertaken  without  a  trained  assistant  to  aid  by  pressure  above  the 
symphysis  upon  the  aftercorning  head  and  to  assist  if  operative 
procedures  are  necessary.  In  breech  cases  the  membranes  should 
be  retained  as  long  as  possible;  so  also  in  shoulder  presentations. 
In  the  latter,  version  should  be  done  early.  If  seen  before  labor 
has  actively  begun  it  may  be  converted  into  a  vertex  or  breech,  using 
the  chair  to  press  the  knees  of  the  patient  up  against  the  abdomen. 
The  majority  of  cases  of  eclampsia  can  be  prevented  by  suitable 
regulation  of  diet,  bowel  function,  fresh  air,  and  immediate  report 
to  the  physician  of  premonitory  symptoms  demanding  increased 
elimination.  The  writer  treats  cases  of  heart  disease  by  keeping 
them  in  the  open  air  night  and  day  and  feeding  them  well,  treating 
their  symptoms  with  proper  medication,  and  allowing  them  to  con- 
tinue their  pregnancy  and  deliver  themselves  normally.  Much 
better  results  have  been  obtained  in  this  way  than  by  inducing  labor 
early.  Tuberculosis  calls  for  early  interruption  of  pregnancy,  also 
any  form  of  cancer. 

6.  Streptococcic  Meningitis  in  the  Mother  and  Child  in  Utero. — 
As  an  instance  of  elective  localization  of  streptococci  in  the  human 
body,  G.  B.  Kramer  and  W.  B.  Wright  (Jour.  A.  M.  A.,  1918,  lxxi, 
729)  records  a  fatal  case  of  streptococcic  meningitis  in  a  woman 
about  eight  months'  pregnant.  The  fetus  showed  meningitis  of 
similar  type  and  cultures  from  the  meninges  of  both  bodies  showed 
the  presence  of  the  Streptococcus  pyogene  hemolyticus. 

7.  Can  we  Disregard  the  Calendar  in  Setting  the  Date  for  Labor? 
— F.  T.  Yan  Eman  {Jour.  Mo.  State  Med.  Assn.,  1918,  xv,  315)  is 
opposed  to  taking  the  risks  connected  with  the  birth  of  large  babies, 
especially  in  primiparae.  He  believes  that  in  selected  cases  we 
should  disregard  the  calendar  and  induce  labor  when  measurement 
of  the  fetus  indicates  that  it  has  reached  sufficient  size  to  start  a 
vigorous  extrauterine  existence. 

11.  Ectopic  Malignant  Chorioepithelioma. — Grotenfelt  (Finska, 
Lakaresallskapets  Handlingar,  1918,  lx,  p.  337)  relates  the  following 
case:  A  laborer's  wife,  aged  thirty-four,  reported  that  she  had  men- 
struated regularly  since  the  age  of  eighteen,  duration  six  or  seven 
days.  She  had  married  at  twenty-five,  and  had  given  birth  spon- 
taneously to  three  full-term  children,  the  last  one  four  years  before. 
She  had  had  no  menstrual  period  for  eight  months  before  consulta- 
tion, but  two  and  one-half  months  after  cessation,  she  began  to  have 
irregular  losses  of  blood.  Examination  showed  the  fundus  2^  fingers'- 
breadth  below  the  navel,  with  the  os  admitting  the  finger  tip  and 
bleeding  slightly.  Diagnosis  of  threatened  abortion.  Under  com- 
plete rest  in  bed  there  were  no  further  signs  of  miscarriage,  but  the 
bleeding  presently  increased  in  amount.  She  was  now  seen  by 
the  author  for  the  first  time,  and  was  found  to  be  very  anemic- 
hemoglobin  30 — and  cachectic.  A  large  tumor  occupied  the 
vagina  and  was  found  after  extirpation  to  be  a  chorioepithelioma. 
The  uterus  was  also  evacuated  of  a  vesicular  mole.  The  uterus  and 
tubes  were  intact,  and  the  vaginal  tumor  was  regarded  as  metastatic. 
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During  her  invalidism  the  patient  had  suffered  from  hemoptysis 
and  at  her  first  examination  had  presented  objective  pulmonary 
finds  which  were  interpreted  as  lung  metastases.  This  fact,  with 
the  very  bad  general  condition,  contraindicated  extirpation  of  the 
uterus. 

12.  Tabes  and  Pregnancy. — Banhos  describes  a  case  of  pregnancy 
in  a  tabetic  woman  (Revista  de  Gynecologia  d'Obstetricia,  191 8, 
xii,  p.  160).  The  age  of  the  gravida  was  thirty-two;  father  syphilitic 
and  mother  tuberculous.  No  personal  history  of  syphilis.  Aside 
from  children's  diseases  and  yellow  fever  she  had  had  quinsy  at  the 
age  of  nineteen  and  some  dysarthria  still  persists.  She  appeared 
at  the  Laranjeiras  Maternity  nine  months  pregnant.  At  her 
confinement,  it  was  noted  that  she  was  quite  free  from  pain,  and  as 
a  result  of  this  immunity  she  received  later  a  neurological  examina- 
tion. The  author,  as  the  examining  neurologist,  readily  made 
out  the  existence  of  tabes  which  sufficiently  explained  the  painless 
labor. 

13.  Repression  of  Criminal  Abortion  in  Brazil. — E.  do  Nascimento 
Silva  (Revista  de  Gynecologia  e  d'Obstetricia  do  Rio  Janeiro,  191 8, 
xii,  p.  148)  states  that  the  frequency  of  abortion  in  Rio  is  placed 
by  the  local  specialists  at  40  to  50  per  cent.  He  demands  that 
this  attack  on  the  family,  society  and  the  country  be  met  by  the 
creation  of  a  commission  to  investigate  its  causes,  fix  responsibility 
and  punish  offenders.  The  subject  was  brought  before  the  Medico- 
legal Society  of  France  during  the  past  summer.  In  Paris  about 
one-half  of  the  total  number  of  abortions  is  believed  to  be  criminally 
provoked.  The  article  is  without  local  atmosphere,  consisting  prac- 
tically of  a  digest  of  the  memorial  of  Professor  Tissier  before  the 
French  society,  and  of  recommendations  to  apply  the  same  policy 
to  Brazil. 

14.  Symphysiotomy. — De  Reynier  (Correspondenz-Blatt  fuer 
Schweizer  Aerzte,  1918,  xlviii,  1136)  who  has  already  published  11 
cases  of  this  operation  adds  two  others  and  appends  to  this  report 
the  following  remarks:  Nearly  all  symphysiotomies  are  done 
because  of  necessity  but  in  the  last  two  cases  the  intervention  was 
deliberately  planned  ahead  from  one  to  two  months.  The  results 
exceeded  all  expectations.  Neither  woman  was  able  to  give  birth 
normally,  to  a  viable  child,  much  less  a  full-term  baby.  As  a  result 
of  the  author's  plan  two  mature,  fully  developed  and  strong  infants 
were  born.  The  intervention  was  smooth  and  brief  and  adjusted 
to  hospital  conditions.  The  risk  to  the  mother  was  not  greater 
than  in  forceps  cases.  Both  operations  were  done  under  local 
anesthesia  and  as  far  as  the  author  is  aware  only  one  other  ac- 
coucheur, Kehrer,  has  thus  operated. 

15.  Sudden  Death  in  the  Puerperium. — A  writer  for  the  Journal 
de  medeicine  et  de  chirurgie  pratiques  for  August  25th,  contributes 
an  article  on  this  subject  based  on  several  recent  studies  by  others. 
Sudden  death  during  gestation,  labor  and  the  puerperium  may  or 
may  not  be  explained  by  autopsy  finds.  With  negative  finds  death 
occurs  with  phenomena  of  syncope,  shock  or  inhibition.     Syncope 
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supervenes  under  a  variety  of  conditions,  as  prolonged  and  ex- 
hausting labor  and  hemorrhage,  but  also  after  trivial  causes,  as 
acute  pain  and  violent  emotion.  In  most  cases  of  syncope  of  these 
types  the  woman  soon  recovers  so  that  fatal  syncope  is  not  readily 
understood.  Of  the  same  type  are  shock  cases  and  fatalities  as- 
sociated with  the  same  causal  factors  including  traumatic  cases 
in  which  instead  of  syncopal  attacks  the  patients  exhibit  the  syn- 
drome of  shock.  In  cases  without  either  syncopal  or  shock  states 
death  occurs  from  so-called  inhibition  and  the  claim  is  made  that 
many  alleged  syncopal  deaths  are  due  in  reality  to  inhibition.  The 
latter  is  assumed  to  be  primarily  of  reflex  origin,  the  impulse  originat- 
ing in  the  uterus.  Such  apparently  insignificant  factors  as  an 
intrauterine  injection  or  the  introduction  of  the  hand  after  delivery, 
have  often  precipitated  it  and  in  some  cases  it  was  apparently  the 
degree  of  heat  or  cold  or  pressure  rather  than  the  mere  contact  of 
the  fluid  which  was  decisive.  Even  the  vaginal  touch  or  introduc- 
tion into  the  vagina  of  a  cannula  has  been  sufficient  for  the  purpose. 
In  criminal  abortion  not  a  few  deaths  are  of  this  nature.  The  mere 
introduction  into  the  cervix  of  a  catheter  has  sufficed.  In  the 
inhibition  death  the  symptoms  are  typical  and  comprise  malaise, 
pallor,  unsuccessful  attempts  to  speak  and  a  sudden  fall  in  death. 
In  less  acute  death  there  is  dyspnea  with  panting  respiration  and 
arrest  of  breathing. 

16.  Angular  Pregnancy. — Monckeberg  of  Santiago,  Chili  (Revista 
de  la  Asociacion  Medico,  Argentina,  1918,  xxix,  69)  begins  with  the 
denial  by  Pinard  of  the  existence  of  this  form  of  pregnancy.  Natu- 
rally a  demonstration  of  its  existence  would  have  to  be  made  early 
in  pregnancy.  At  a  later  period  no  one  could  foretell  the  outcome. 
The  author  cites  no  actual  cases  but  appears  to  endeavor  to  illus- 
trate hypothetical  angular  pregnancy  and  show  its  consequences, 
symptoms,  diagnosis,  etc.  He  attempts  to  differentiate  a  supposed 
case  from  one  of  extrauterine  pregnancy.  The  tumor  in  angular 
pregnancy  should  be  soft  and  continuous  with  the  uterus,  while  in 
tubal  gestation  it  is  hard  and  distinct  from  the  uterus.  The 
seat  of  the  tumor  in  angular  pregnancy  should  be  anterolateral 
while  in  tubal  gestation  it  is  in  the  Douglas,  save  in  retroversions. 
In  tubal  pregnancy  the  round  ligament  is  behind  the  tumor  while 
in  angular  pregnancy  it  is  outside  it.  During  uterine  contraction 
the  tumor  in  angular  pregnancy  is  felt  to  contract  while  this 
synchronism  is  absent  in  tubal  gestation.  After  the  fourth  month 
of  gestation  the  author  assumes  that  an  angular  pregnancy  may 
become  an  ordinary  gestation. 

B.  GYNECOLOGY. 

1.  Operation  for  Prolapse  of  the  Uterus. — The  operation  designed 
by  C.  U.  Collins  (Surg.,  Gyn.  6s  Obst.,  1918,  xxvii,  326)  for  cases 
of  complete  prolapse  where  the  uterine  ligaments  have  lost  their 
elasticity.  If  there  is  a  cystocele  so  pronounced  that  it  is  not  re- 
duced when  the  uterus  and  cervix  are  pushed  high  in  the  pelvis 
an  anterior  colporrhaphy  should  precede  the  author's  procedure. 
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The  patients  are  usually  advanced  in  years,  so  should  be  under  ob- 
servation for  some  time  and  be  put  in  as  good  condition  as  possible 
and  operated  upon  rapidly.  In  order  to  determine  how  the  patient 
will  bear  the  sudden  relief  of  back  pressure  upon  the  kidneys  which 
the  operation  will  afford,  the  uterus  should  be  held  high  in  the  pelvis 
with  a  gauze  tampon  while  a  Pezzer  catheter  remains  in  the  blad- 
der for  several  days.  A  transverse  Pfannenstiel  incision  is  made 
above  the  pubes  and  passing  through  the  aponeurosis  or  anterior 
wall  of  the  sheath  of  the  recti.  Another  incision  is  made  through  the 
latter  about  two  and  a  half  inches  long,  parallel  to  the  first  and  one- 
fourth  inch  above  it.  Separating  the  recti,  the  peritoneum  is  in- 
cised longitudinally.  A  supravaginal  hysterectomy  is  done,  re- 
moving a  V-shaped  piece  from  the  cervix  and  an  anterior  and  a 
posterior  flap  of  the  latter.  The  broad  ligaments  are  ligated  en 
masse  and  their  stumps  are  sutured  to  the  posterior  surface  of  the 
cervix  and  to  each  other.  The  cervical  flaps  are  held  apart  and  the 
strip  of  aponeurosis  is  dropped  between  them,  after  which  they  are 
sewed  together  over  the  strip.  The  edges  of  the  peritoneum  and  the 
recti  muscles  are  sutured  together  around  the  cervix.  The  edges 
of  the  aponeurosis  are  sewed  together,  leaving  the  strip  dipping 
down  into  the  cervix  and  serving  as  a  nonelastic  support  for  the  cervix. 
To  prevent  infection  from  the  cervical  canal,  the  writer  prefers 
phenol  and  alcohol. 

3.  Routine  Use  of  Spinal  Analgesia  in  Gynecology. — Nagnib 
Mahfouz  Bey  (Lancet,  1018,  cxcv,  141)  presents  a  report  of  1552  con- 
secutive cases  in  which  this  method  was  employed.  The  technic  pre- 
sented nothing  unusual.  For  abdominal  operations  the  injections 
were  made  in  the  third  lumbar  space,  rarely  in  the  second.  For 
dilatation  of  the  cervix  the  third  was  employed;  for  vaginal  and  peri- 
neal operations,  the  fourth.  The  injection  consisted  of  2  c.c.  of 
solution  containing  stovaine,  0.08  gram.  Partial  failure  occurred  in 
0.9  per  cent.:  complete,  in  1.28  per  cent.  Immediately  after  the 
injection  perineal  sensation  was  abolished.  In  about  three  to  five 
minutes  (in  rare  cases  eight  to  ten)  the  analgesia  would  have  gradu- 
ally extended  up  to  the  umbilical  region  if  injection  was  made  in 
fourth  lumbar  space  and  to  the  ensiform  cartilage  if  in  the  third.  In 
a  few  cases  sensibility  to  heat  was  retained  for  some  time  after  com- 
plete analgesia  had  been  established.  In  less  than  2  per  cent, 
nausea  occurred.  Actual  vomiting  occurred  in  about  3  per  cent., 
but  never  lasted  more  than  a  minute.  Relaxation  of  sphincter 
during  analgesia  with  incontinence  of  feces  occurred  in  a  few  cases. 
Signs  of  depression,  such  as  yawning,  pallor  of  face,  and  perspiration, 
rarely  occurred  and  seldom  caused  anxiety.  Pulse  at  end  of  opera- 
tion was  in  many  cases  stronger  than  at  beginning.  In  about  1  per 
cent,  of  the  cases  a  certain  amount  of  headache,  easily  amenable  to 
treatment,  was  complained  of.  The  temperature  rose  a  degree  or 
even  two  on  second  and  third  days  in  some  of  our  early  cases. 
Vomiting  after  operation  was  conspicuous  by  its  entire  absence. 
Paralytic  sequences,  whether  transitory  or  permanent,  never 
occurred. 
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6.  Undiagnosed  Cancer  of  the  Body  of  the  Uterus  Complicating 
Myoma  Treated  by  Total  Abdominal  Hysterectomy. — H.  R.  Spencer 
(Proc.  Roy.  Soc.  Med.,  1918,  xi,  Sect.  Obst.  &  Gyn.,  48),  an 
advocate  of  total  abdominal  hysterectomy  for  myoma,  has  never 
amputated  a  uterus  containing  cancer  of  the  body,  whether  compli- 
cated with  myoma  or  not.  He  has  overlooked  cancer  in  the  body 
complicating  myoma  in  two  cases:  in  the  first  case  the  disease  had 
extended  to  the  peritoneum  and  recurred,  the  patient  surviving  the 
hysterectomy  for  two  years  and  two  months;  in  the  second  case  also 
the  disease  was  extensive,  but  the  patient,  treated  by  total  abdominal 
hysterectomy,  is  in  all  respects  well  and  free  from  recurrence  after 
more  than  five  years.  Three  writers,  advocates  of  amputation  for 
myoma,  have  overlooked  cancer  of  the  body  complicating  myoma 
in  fourteen  out  of  eighteen  cases,  have  performed  amputation  (or, 
in  one  case,  incision  before  removal)  in  these  fourteen  cases  (77  per 
cent.):  one  of  the  cases  died  of  sepsis,  due  in  the  opinion  of  the  au- 
thors to  their  not  removing  the  cervix,  and  no  five-year  after-history 
is  given.  Advocates  of  amputation  for  myoma  need  to  take  greater 
care  than  advocates  of  total  hysterectomy  in  making  the  diagnosis 
of  cancer  of  the  body  as  a  complication  and  should  clamp  the 
uterus  before  dividing  the  cervix  (with  tne  cautery).  Total  abdom- 
inal hysterectomy  by  Doyen's  method,  the  vagina  being  opened 
and  severed  with  the  galvano-cautery,  is  superior  to  amputation 
for  myoma  in  lessening  the  risk  from  cancer  of  the  body,  should 
it  have  been  overlooked. 

7.  Removal  of  an  Endotheliomatous  Dermoid  of  the  Ovary  and 
Subsequently  of  a  Fibroendothelioma  of  the  Vagina. — H.  R.  Spencer 
(Proc.  Roy.  Soc.  Med.,  1918,  xi,  Sect.  Obst.  &  Gyn.,  59)  report; 
this  case  on  account  of  the  rarity  of  the  former  condition  and  because 
the  appearance  of  an  endothelioma  in  the  posterior  wall  of  the  vagina 
thirteen  and  a  half  years  after  the  ovariotomy  raises  the  question 
as  to  whether  this  is  a  "recurrence''  or  not.  He  does  not  think  it 
a  true  recurrence. 

9.  Spontaneous  Cure  of  Ureteral  Fistulae  Following  Gyneco- 
logical Intervention. — Gentili  (La  Rassegna  d'Ostetricia  e  Ginecologia, 
1918,  xxvii,  132)  states  that  such  a  possibility  must  be  admitted 
under  certain  circumstances,  notably  incomplete  division  of  the 
canal  which  makes  recanalization  possible.  It  is  of  course  necessary 
to  exclude  vesical  fistula  and  fistula  of  the  Malpighi-Gartner  duct 
by  trying  to  pass  a  ureteral  sound.  The  patient  should  be  encour- 
aged when  possible,  for  she  will  naturally  dread  the  prospect  of  a 
second  intervention.  Unless  some  serious  accident  like  renal  failure 
or  urinary  infiltration  is  threatened  one  should  watch  the  condition 
critically  for  two  or  three  months  in  the  hope  that  the  escape  of 
urine  through  the  vagina  will  show  a  diminution.  If  we  know  we 
have  to  deal  with  incomplete  division  a  retention  catheter  will 
promote  cicatrization. 

10.  Total  Abdominal  Hysterectomy  for  Cancer  of  the  Cervix  after 
Previous  Treatment  with  Radium. — Bengolea  (Revista  Argentina 
de  obstetricia  y  Glnecologia,  1918,  ii,  p.  210)  relates  three  histories  of 
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this  sequence.  Patient  No.  i,  promptly  pronounced  inoperable, 
was  placed  under  radium  o.oi  gm.  during  twenty-four  hours.  The 
sessions  were  repeated  at  intervals  until  four  months  had  elapsed 
then  the  improvement  was  found  to  be  so  marked  that  the  case 
was  deemed  operable  and  a  Wertheim  was  performed.  Histological 
study  of  the  specimen  appeared  to  show  that  the  neoplastic  process 
was  still  active,  despite  some  formation  of  protective  fibrous  tissue. 
The  second  case  was  a  duplicate  of  the  first,  both  clinically  and  his- 
tologically. The  third  case  was  like  the  first  two  clinically,  but  the 
histological  study  gave  a  better  prognosis  as  cancer  elements  could 
be  seen  to  have  atrophied  while  new  fibrous  tissue  was  abundantly 
present.  The  interventions  were  all  of  comparatively  recent  date. 
The  author,  as  a  result  of  these  experiences  is  convinced  that  radium 
treatment  should  precede  a  radical  operation.  Four  exposures  eight 
or  ten  days  apart,  using  o.io  gm.  of  radium  for  twenty-four  hours  at 
each  session,  constitutes  a  proper  course  of  preoperative  treatment. 
The  author  employed  a  Domenico  tube  with  3  mm.  of  tin  as  a  filter 
with  2  mm.  white  and  1  mm.  dark  rubber. 

11.  Clinical  Diagnosis  of  Genital  Tuberculosis  in  Women. — 
Villar  (Revista  Argentina  de  obstetricia  y  Ginecologia,  1918,  ii,  2^2)  re- 
lates four  cases,  as  follows:  1.  Woman  of  twenty-three,  who  had 
complained  for  two  years  of  a  yellow  discharge  and  pelvic  pain.  Ex- 
amination revealed  double  pysoalpinx,  presumably  gonococcic. 
Gonococci  in  urethral  pus.  During  the  next  few  months  she  showed 
intermittent  fever  until  there  was  a  suspicion  of  genital  tuberculosis 
which  led  to  laparotomy.  The  omentum  was  found  to  be  adherent 
to  the  parietal  peritoneum.  A  tumor  was  found  in  the  right  side 
of  the  lesser  pelvis  which  was  adherent  in  all  directions  and  was 
thought  to  be  a  sarcoma.  The  woman  died  of  shock  following  the 
extirpation.  The  mass,  which  grew  from  the  corpus  uteri  was  found 
to  be  tuberculous.  No  foci  of  the  disease  were  found  in  the  thorax 
or  elsewhere.  The  extensive  peritonitis  which  coexisted  was  thought 
to  be  of  tuberculous  nature,  although  quite  atypical.  The  gono- 
cocci infection  was  thought  to  have  paved  the  way  for  a  primary  as- 
cending tuberculosis.  The  broad  ligaments,  ovaries  and  tubes 
were  fused  into  an  indistinguishable  mass  as  hard  as  cartilage. 
2.  A  woman  of  twenty-eight  gave  the  usual  history  and  symp- 
toms of  pelvic  and  genital  mischief,  with  pain  and  fever  suggesting 
peritonitis.  Although  the  thoracic  organs  seemed  intact  a  diag- 
nosis was  made  of  probable  genital  tuberculosis.  Cuti  reaction 
negative.  Laparotomy.  Omentum  adherent  to  fundus  uteri,  cystic 
ovaries.  Supravaginal  extirpation  of  uterus  with  appendages.  The 
laboratory  diagnosis  was  genital  tuberculosis,  apparently  a  salpin- 
gitis with  secondary  peritonitis.  3.  Woman  twenty-two.  Gonorrhea 
with  right  pyosalpinx  for  which  posterior  colpotomy  was  performed. 
The  presence  of  persistent  fever  and  lack  of  improvement  following 
operation  evidently  led  to  suspicion  of  tuberculosis.  4.  The  case 
of  this  patient  was  at  once  recognized  as  genital  tuberculosis.  She 
did  not  improve  after  posterior  colpotomy  and  was  placed  on  tuber- 
culine  and  heliotherapy. 
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12.  Operative  Treatment  of  Uterus  Rudimentarius  Solidus 
Duplex.- — Gammeltoft  has  had  the  opportunity  of  operating  on  two 
women  with  this  malformation  (H ospitalstidende ,  1918,  lxi,  p.  977) 
The  first  patient  was  a  girl  of  nineteen  who  had  never  menstruated 
but  suffered  with  monthly  attacks  of  pain  lasting  for  four  or  five  days. 
She  finally  sought  treatment  for  this  condition.  She  was  in  good  con- 
dition and  appeared  to  be  fully  feminine  with  normal  vulva  but  only 
a  short  cul-de-sac  for  a  vagina.  A  uterus  and  ovaries  could  not  be 
palpated  and  it  was  assumed  that  the  former,  if  present,  was  rudi- 
mentary. In  order  to  remove  the  cause  of  her  suffering  the  abdo- 
men was  opened  and  there  were  found  normally  functioning  ovaries, 
one  of  which  contained  a  corpus  luteum,  and  an  extremely  minute 
uterus  without  any  cavity.  Save  for  the  rectouterine  ligament  the 
appendages  of  the  uterus  were  all  recognizable.  The  uterus  was 
extirpated  and  the  subsequent  state  of  the  woman  is  not  mentioned. 
The  second  patient  was  twenty  years  of  age  with  practically  the 
same  history  as  the  first.  She  also  appeared  to  be  a  normal  woman 
otherwise,  including  the  external  genitals.  The  vagina  was  rudi- 
mentary and  the  results  of  palpation  were  somewhat  equivocal 
concerning  the  presence  of  uterus  and  ovaries.  Laparotomy  re- 
vealed ovaries  of  double  the  normal  size,  containing  small  cystic 
follicles.  The  uterus  was  a  bicornate  of  very  small  dimensions 
and  was  extirpated  while  the  ovaries  were  resected.  The  patient 
has  been  freed  from  her  symptoms. 

13.  Three  Cases  of  Menstrual  Abdominal  Fistula. — Tagliavacche 
(Revista  de  la  Asociacion  Medka  Argentina,  1918,  xxviii,  615) 
had  the  unusual  fortune  to  see  two  cases  of  this  very  rare  affection 
and  cites  a  third.  He  was  unable  to  locate  a  single  case  in  the  ac- 
cessible foreign  literature.  The  first  case  in  the  practice  of  Doctor 
Bello  had  already  been  reported  before  a  society  which  publishes  its 
transactions  and  a  second  occurred  in  the  practice  of  a  local  col- 
league, Doctor  Gutierrez.  The  author's  personal  case  follows. 
The  case  of  Bello  occurred  in  a  woman  aged  thirty-six  who  had  a 
uteroadnexal  process  for  which  an  operation  was  performed  on  the 
left  side  of  the  abdomen.  This  healed  with  a  fistula  through  which 
the  woman  menstruated,  the  communication  being  with  left  tube. 
The  woman  finally  submitted  to  a  subtotal  hysterectomy  with  ex- 
tirpation of  the  adnexa.  In  Gutierrez's  case  the  woman  menstru- 
ated through  a  stercoral  fistula  in  the  right  groin.  In  an  operation 
to  remedy  the  condition  it  was  found  that  the  tube  opened  into  the 
cecum.  In  the  author's  personal  case  conditions  were  much  the 
same  as  in  Case  I.  In  the  first  two  observations  the  development 
of  the  fistula  had  been  inevitable,  while  in  the  personal  ease  the 
adhesion  of  the  stump  to  the  abdominal  wall  had  evidently  resulted 
from  a  technical  error  in  the  performance  of  salpingectomy  before 
the  author  treated  the  case. 

14.  Pudendal  Hernia. — A.  V.  Moschcowitz  (Amer.  Jour.  Med.  Sci. 
1918,  clvi,  394)  says  that  the  name  pudendal  hernia  is  incorrect 
because  the  name  does  not  sufficiently  differentiate  a  pudendal 
hernia  from  the  very  common  oblique  inguinal  herniae  of  large  di- 
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mensions,  which  also  occupy  the  pudendum,  and  because,  contrary 
to  our  usual  custom,  the  name  is  derived  from  the  ultimate  resting 
place  of  hernia  and  not  from  the  point  of  its  escape  out  of  the  ab- 
domen. A  much  preferable  name  would  be  "subpubic  hernia." 
The  writer  reports  a  case  which  he  saw  after  six  unsuccessful  opera- 
tions. At  this  time  there  was  a  protrusion  of  the  left  labium  about 
the  size  of  an  adult  fist;  this  protrusion  was  dull  on  percussion  and 
imparted  an  impression  of  translucency ;  it  was  reducible,  but  upon 
the  slightest  attempts  at  reduction  the  patient  felt  an  uncontrollable 
desire  to  urinate.  The  swelling  was  so  large  that  its  mesial  surface, 
having  pulled  the  vagina  down,  was  covered  with  mucous  membrane. 
The  introitus  vaginae  was  crescentic,  with  the  convexity  toward 
the  right.  The  left  labium  minus  was  absent  (result  of  previous 
operations).  The  vestibule  of  the  vagina  was  so  distorted  that  the 
urethral  orifice  was  represented  by  the  opening  of  a  tortuous  fis- 
tulous tract  close  to  the  symphysis.  The  entire  vagina  was  occupied 
by  a  protrusion  which  came  down  along  its  left  side.  When  the 
mass  was  reduced  there  was  to  be  felt  to  the  inner  side  of  the  de- 
scending ramus  of  the  pubis  a  longitudinal  hiatus,  easily  admitting 
four  fingers.  The  hernia  was  found  to  be  of  the  sliding  variety,  in- 
volving the  left  half  of  the  bladder.  The  hernial  ring  was  large 
enough  to  admit  the  fist.  Neither  pelvic  fascia  nor  levator  ani  was 
present,  so  the  writer  attempted  to  dislocate  the  uterus  and  use  it 
to  plug  the  opening,  after  removing  the  right  ovary  and  both  tubes. 
After  suturing  the  uterus  to  the  descending  ramus  of  the  pubis 
there  remained  a  weak  area  to  the  right  of  the  uterus  which  could 
not  be  closed.  The  writer  therefore  drew  up  the  vagina  and  bladder 
and  sutured  them  to  the  uterus.  This  was  ineffectual  and  a  year 
later  the  hernia  had  recurred,  and  it  has  since  regained  its  former 
dimensions.  Besides  his  own  case  the  author  has  found  only  ten 
other  authentic  ones  in  the  literature,  all  in  females  from  twenty-two 
to  fifty -one  years  of  age.  Pregnancy  and  parturition  are  of  consider- 
able etiological  importance,  the  hernia  appearing  during  labor  or 
being  noted  soon  after.  It  makes  its  escape  from  the  pelvis  through 
an  irregular  triangular  space,  which,  roughly  speaking,  is  bounded 
laterally  by  the  descending  ramus  of  the  pubis,  and  perhaps  slightly 
also  by  the  ascending  ramus  of  the  ischium,  mesially  by  the  vagina, 
and  posteriorly  by  the  transversus  perinei.  The  latter  muscle 
is  a  very  important  landmark,  because  it  serves  to  differentiate  a 
pudendal  hernia  from  a  perineal  hernia.  The  space  is  marked 
off  by  three  small  muscles,  namely,  externally  the  ischiocavernosus, 
internally  the  constrictor  cunei  and  posteriorly  the  transversus 
perinei.  The  internal  approach  to  this  space  is  also  somewhat 
triangular  and  is  bounded  mesially  by  the  uterus  and  bladder,  ex- 
ternally by  the  round  ligament,  while  the  base  is  formed  by  the  linea 
terminalis  of  the  pelvis.  This  is  approximately  the  surgical  anatomy 
of  a  spontaneous  pudendal  hernia.  Judging  from  the  nature  of  the 
resulting  hernia  the  surgical  anatomy  appears  to  be  a  transversely 
running  tear  through  the  levator  ani  and  its  two  fascial  layers,  just 
posterior  to  the  symphysis  pubis.     The  organ  which  lies  in  closest 
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proximity  to  and  practically  upon  the  surface  before  described  is 
the  bladder.  The  portion  of  the  bladder  resting  immediately  upon 
this  space  is  covered  only  in  part  by  peritoneum,  so  that  the  resulting 
hernia  is  usually  of  a  paraperitoneal  variety;  the  sac  in  consequence 
is  hardly  ever  complete  and  the  greatest  difficulty  would  be  encoun- 
tered were  one  to  attempt  to  extirpate  such  a  sac  in  toto.  A  pudendal 
hernia  usually  makes  its  appearance  in  the  posterior  part  of  the 
labium  majus.  It  is  more  or  less  globular  in  form  and,  owing  to  the 
frequency  with  which  the  bladder  forms  its  contents,  it  gives  one  an 
impression  of  translucency.  The  one  great  characteristic  of  a  pu- 
dendal hernia  is  that  its  superficial  covering  is  made  up  of  that  part 
of  the  labium  majus  which  is  continuous  with  the  mucous  membrane 
of  the  vagina.  The  consequence  is  that  the  mesial  half  of  the 
hernia  is  covered  by  mucous  membrane  and  the  outer  half  by  in- 
tegument. Even  herniae  of  very  large  size  never  involve  the  ante- 
rior portion  of  the  labium  majus;  this  is  a  very  important  physical 
sign,  because  it  serves  to  differentiate  this  hernia  at  once  from  a  large 
inguinal  hernia,  which  has  migrated  into  the  labium.  An  inguinal 
hernia  has  a  neck  running  up  into  the  inguinal  region  and  is  always 
covered  only  by  the  cutaneous  portion  of  the  labium  majus.  Re- 
duction in  inguinal  hernia  occurs  upward  and  outward  in  the  direc- 
tion of  the  external  inguinal  ring,  while  in  the  pudendal  hernia  it 
occurs  in  a  direction  parallel  with  the  vagina.  On  superficial  ex- 
amination a  pudendal  hernia  is  most  likely  to  be  confounded  with  a 
large  cyst  of  the  Bartholinian  gland.  No  case  of  pudendal  hernia 
is  on  record  as  having  been  cured.  Of  the  ten  previously  recorded 
cases  two  were  operated  upon. 

1 5 .  Relations  between  Gynecological  Affections  and  Appendicitis. 
— Waegeli  {Correspondenz-Blatt  juer  Schweizer  Aerzte,  1918,  xlviii, 
1 1 2  7)  analyzes  the  results  of  896  gynecological  laparotomies  practised 
at  Geneva  from  1907  to  191 7,  at  the  Clinic  of  Professor  Beuttner. 
In  this  material  there  were  lesions  of  the  appendix  in  147  cases, 
or  16.4  per  cent.  In  59  the  appendix  was  adherent,  in  40  con- 
gested, in  28  thickened  and  in  13  coproliths  were  present.  The 
conditions  associated  with  appendicular  lesions  in  the  order  of 
frequency  were  right  ovarian  cysts  with  twisted  pedicle,  right  tubal 
pregnancy,  right  or  double  annexitis,  retroflexion  either  fixed  or 
mobile,  left  tubal  pregnancy,  right  or  bilateral  ovarian  cysts,  fibroma 
uteri  and  cysts  of  the  left  ovary.  By  far  the  most  frequent  associa- 
tion was  right  ovarian  cyst  with  twisted  pedicle,  for  in  75  per  cent, 
of  cases  of  this  affection  the  appendix  was  affected.  Adding  up  all 
the  retroflexions  the  per  cent,  with  appendicular  lesions  was  45. 

16.  The  Ward  Treatment  of  Old  and  Inaccessible  Vesicovaginal 
Fistulae. — Turenne  of  Montivideo  (Revista  dc  la  Asociacion  Medica 
Argentina,  1918,  xxix,  95)  learned  of  Dr.  Ward's  technic  in  1912 
while  studying  in  Europe  and  has  tested  it  in  two  cases  after  pro- 
longed experience  with  the  classical  methods.  The  first  article  by 
Ward  appeared  in  1910,  while  a  second  paper  was  published  in  1917. 
Competitive  methods  are  those  of  Schuckardt,  Mackenrodt-Kelly, 
and  Pasteau.     The  author  recommends  the  Ward  operation  for 
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the  following  classes  of  cases — obstetrical  and  postoperative  fistulae 
of  the  upper  third  of  the  vagina;  vesicocervical  and  vesicouterine 
fistulae  in  the  absence  of  extensive  perifistulous  lesions.  His  two 
instances  of  the  employment  of  the  Ward  method  gave  rapid  and 
excellent  results. 

17.  Treatment  of  Metritis  and  Salpingitis  with  Heliotherapy.— 
Artault  de  Vevey  (Bulletin  general  de  therapeutique,  191 8,  Ixxxvi,  66) 
calls  attention  to  the  fact  that  his  first  public  communication  on 
this  subject  in  1910  was  greeted  with  hilarity.  Since  1908,  however, 
he  has  cured  65  cases  of  metritis  out  of  71  treated,  the  remainder 
having  proved  to  be  of  cancerous  nature.  Ten  sessions  of  the 
heliophore  are  sufficient  to  complete  the  cure  of  most  cases,  excluding 
of  course,  the  acute  type.  To  sterilize  a  uterus  when  the  tissues 
are  acutely  visited  by  the  gonococcus  requires  20  to  30  sessions. 
To  save  time  the  acute  case  should  be  treated  by  other  means  until 
the  acute  symptoms  subside  when  heliotherapy  may  be  substituted. 
In  order  to  apply  the  heliophore  a  speculum  is  introduced,  one  of  the 
author's  own  contrivances.  The  solar  rays  as  focussed  and  trans- 
mitted by  the  heliophore  are  projected  through  the  speculum  into 
the  vagina  so  that  a  pencil  of  rays  impinges  directly  upon  the  cervix. 
The  lens  should  be  close  enough  to  the  vulva  for  the  sunbeam  to 
measure  3  cm.  across.  If  the  dimensions  are  less  the  dangers  of  a 
burn  are  increased.  The  intensity  of  the  light  changes  with  each 
five-minute  interval.  The  author  has  cured  thus  far  about  1 1  cases 
of  salpingitis  of  various  types,  using  apparently  the  same  tecbnic 
although  in  one  case  38  sessions  were  necessary. 

C.   MISCELLANEOUS    TOPICS. 

1.  Meningitis  in  the  New-born  and  in  Early  Infancy. — M.  Barron 
(Amer.  Jour.  Med.  Sci.,  1918,  clvi,  358)  says  that  meningitis  in  the 
new-born  and  in  early  infancy  is  a  rare  disease. 

The  important  place  that  the  Bacillus  tuberculosis  holds  in  the 
meningitis  of  later  infancy,  the  Bacillus  coli  occupies  in  the  early 
months  of  infant  life. 

Pathogenic  strains  of  Bacillus  coli  may  show  marked  variations 
in  form,  in  rates  of  fermentation  and  in  motility. 

The  avenues  of  infection  of  the  new-born  have  not  been  definitely 
established.  Nevertheless,  infection  through  the  mouth  by  means 
of  fingers  or  instruments  of  the  accoucheur  must  always  be  borne  in 
mind  and  proper  precautions  taken  accordingly. 

It  is  reasonable  to  believe  that  some  infections  occur  in  the  bath- 
tub through  water  that  has  become  contaminated.     The  portals 
of  entry  of  the  bacteria  may  be  either  through  the  external  auditory ' 
canals,  the  mucous  membrane  of  the  mouth,  the  Eustachian  tubes 
or  the  intestinal  tract. 

The  susceptibility  of  infants  to  infection  with  organisms,  that 
are  otherwise  only  slightly  pathogenic,  may  be  explained  by  the 
feebleness  of  antibody  production  during  the  early  months  of  in- 
fancy.    The  greater  resistance  of  breast-fed  infants  over  the  arti- 
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ficially  fed  ones  is  probably  due  to  the  compensation  of  the  passive 
immunization  by  the  breast  milk  for  the  active  immunization  which 
is  still  deficient. 

3.  Educational  Value  and  Opportunities  of  Baby  Health  Stations. 
— This  is  the  name  now  given  in  New  York  City  to  what  were 
formerly  called  Infant  Milk  Stations.  J.  Sobel  (Arch.  Pediatrics,  191 8, 
xxxv,  468)  emphasizes  the  educational  value  which  is  implied 
by  this  change  of  name.  These  Stations  now  instruct  mothers  in 
breast  feeding,  clothing,  bathing,  regularity  of  feeding,  proper  kind 
of  milk  for  artificial  feeding,  importance  of  fresh  air,  cleanliness  and 
other  matters.  These  mothers  bring  in  others  or  educate  those 
who  do  not  attend.  Home  conditions  improve.  Expectant  mothers 
are  instructed  and  supervised.  Groups  of  public  school  girls  twelve 
years  of  age  and  over  are  sent  to  observe  the  methods  of  the  Station 
and  to  receive  training  in  weighing  the  baby,  care  and  modification 
of  milk,  infant  hygiene,  feeding,  etc.  Groups  of  girls  from  high  schools 
are  similarly  trained.  The  older  girls  of  the  families  registered  at 
the  Stations  are  organized  into  "Little  Mothers'  Leagues."  They 
are  thus  trained  to  assist  in  the  care  of  the  younger  members  of  their 
families  and  are  prepared  for  the  care  of  their  own  children  later  in 
life.  Social  service  workers  and  physicians  are  welcomed  and  given 
opportunities  for  observation  of  feeding  of  large  numbers  of  children. 
there  being  an  enrollment  of  about  800  babies  annually  at  each 
Station.  Midwives  are  obliged  to  report  periodically  for  instruc- 
tion and  for  examination  of  their  persons  and  outfits.  The  wide 
recognition  of  the  value  of  these  methods  is  shown  by  the  fact  that 
during  the  past  year  representatives  from  75  cities  in  the  United  States 
and  from  Belgium,  Holland,  Italy,  France,  Canada,  Japan  and 
Australia  have  visited  the  Station. 

4.  The  Cancer  Problem. — C.  H.  Mayo  {Can.  Med.  Assoc.  Jour., 
1918,  viii,  786)  says  that  we  have  in  cancer  a  cell  with  lost  control, 
destroying  its  community  existence  and  reverting  back  to  primitive 
life.  It  has  a  natural  acid  environment  or  an  acquired  one  incident 
to  local  degeneration  which  may  be  normal,  as  in  the  stomach,  or 
incident  to  normal  degeneration  as  in  the  breast  and  uterus,  or  the 
degeneration  of  age.  The  part  played  by  chronic  traumatism  or 
irritation  in  the  development  of  cancer  is  positive  and  definite  to  a 
degree.  The  danger  of  cancer  is  increased  by  all  irritation  or  trauma- 
tism which  demands  a  continued  cell  repair  and  it  is  in  proportion 
to  that  demand.  Ultimately  exhaustion  of  cell  control  bodies  occurs, 
modified  by  age  limitations  and  chemical  surroundings.  Such  areas 
offer  an  increasing  opportunity  for  the  half  of  a  dividing  cell  to 
revert  to  the  unicellular  outlaw  type  of  life  and  to  become  parasitic 
and  cancerous.  If  the  cells  are  involved  they  must  be  of  the 
immature  or  waiting  type,  and  further  progress  in  the  study  of  can- 
cer can  come  only  through  a  study  of  the  individual  cell  of  the 
multicellular  and  unicellular  organisms,  in  order  to  select  more 
definitely  the  one  or  more  bodies  which  may  be  involved  in  the 
control  of  its  protoplasm. 
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REPORT  OF  A  CASE  OF  FOREIGN  BODY  IN  THE  RECTUM 
SIMULATING  INCOMPLETE  ABORTION. 

BY 
T.  S.  D.  GRASTY,  M.  D., 

Washington,  D.  C. 

Mrs.  G.  H.,  born  in  United  States,  aged  thirty-five,  primipara, 
had  been  under  medical  care  for  two  (2)  weeks  for  a  threatened 
abortion.  I  saw  her  at  her  home  on  Aug.  16,  1917.  Physical 
examination  showed  a  rather  large  woman  with  much  subcutaneous 
fat,  usual  signs  of  pregnancy,  complaining  of  severe  cutting,  stabbing 
pains,  intermittent  in  character,  worse  on  movement,  slight  bloody 
discharge,  unable  to  get  in  any  comfortable  position  or  to  walk 
without  great  difficulty.  Pains  excruciating  and  referred  to  lower 
pelvis;  has  passed  small  bright  red  clots.  Had  been  given  uterine 
sedatives,  and  told  to  save  any  "pieces"  or  clots  for  examination. 
She  had  no  relief  for  two  weeks  and  was  confined  for  the  most  part 
to  bed,  being  unable  to  bear  the  slightest  jar  or  movement.  Upon 
examination  the  vulva  and  perineum  were  found  blood  stained, 
any  manipulation  elicited  severe  pain  which  would  recur  in  varied 
intervals.  Abdominal  examination  showed  the  fundus  of  the  uterus 
just  above  the  brim  of  the  pelvis.  Vaginal  examination: vagina 
readily  admits  two  fingers,  cervix  soft  and  patulous,  uterus  en- 
larged to  about  size  of  a  three  months'  pregnancy,  sacrum  not 
felt.  On  pressure  over  posterior  wall  of  vagina  much  pain  and 
spasm  produced,  and  a  peculiar  rod-shaped  mass  felt  very  tender 
to  pressure.  Introducing  gloved  finger  into  rectum  a  body  measur- 
ing about  1  by  }4  inches  discovered  and  with  difficulty  removed 
together  with  some  pus,  mucus  and  blood.  This  body  was  lying 
transversely  in  the  rectum  about  2  inches  from  the  sphincter. 

Upon  examination  it  was  found  to  be  a  part  of  a  peach  pit. 
No  further  treatment,  next  day  all  pain  disappeared.  Patient 
was  up  and  about,  and  able  to  walk,  discharge  ceased.  The  preg- 
nancy has  gone  on  uninterrupted. 

In  going  over  the  history  carefully  I  found  that  her  capricious 
appetite  had  led  her  to  acquire  very  unusual  tastes,  among  them  the 
habit  of  cracking  peach  seeds  to  get  at  the  kernel  inside,  hence 
the  foreign  body.  I  report  this  case  on  account  of  the  unusual 
features,  the  fact  that  the  true  cause  had  been  overlooked,  and  to 
plead  for  more  careful  histories  and  examinations  of  all  patients. 
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THE  TREATMENT  OF  SOME  POSTOPERATIVE  PAINS. 

BY 
J.  J.  MUNDELL,  M.  D., 

Washington,  D.  C. 

C.  R.  Hyde,  in  the  March  number  of  American  Journal  of  Ob- 
stetrics, outlines  the  technic  of  the  postoperative  treatment 
of  gynecological  cases  at  the  Long  Island  Hospital.  The  technic 
consists  of  a  four-step  routine  as  follows: 

i.  Administration  of  morphine, 

2.  Rectal  tube  is  placed  in  position, 

3.  Sand  bags  are  placed  on  the  abdomen  and 

4.  Olive  oil  is  administered  by  mouth  as  soon  as  patient  is  able 
to  swallow. 

The  last  two  steps  in  this  outline  did  not  appeal  to  me,  but  I 
decided  to  give  the  first  two  a  trial.  This  I  did  in  the  ward  service 
at  Providence  Hospital  during  the  month  of  September,  and  this 
after-treatment  was  applied  to  about  twelve  cases. 

Immediately  upon  the  patient's  return  to  her  bed,  a  rectal  tube 
was  inserted  about  6  inches  and  kept  in  position  for  about  forty- 
eight  hours.  A  basin  was  placed  in  the  bed  to  receive  the  end  of 
the  tube  which  discharged  small  quantities  of  fluid  About  the 
time  when  the  patient  began  to  react,  \^  grain  of  morphine  was  given 
hypodermically  and  thereafter  3^2  grain  from  four  to  six  hours  for 
thirty-six  or  forty-eight  hours. 

Two  or  three  patients  entered  mild  protests  to  the  rectal  tube 
but  most  of  them  did  not  object  to  its  use. 

The  cases  were  of  the  usual  type  of  gynecological  cases  seen  in 
the  local  hospitals,  two  of  them  especially  being  good  tests  of  the 
efficacy  of  the  treatment,  one  with  very  large  pus  tubes  with  dense 
adhesions  and  the  other  a  good-sized  fibroid  with  adhesions,  cases 
in  which  the  postoperative  nausea  and  gas  discomfort  are  very 
noticeable. 

In  these,  as  in  all  of  the  cases,  the  distress  and  discomfort  fol- 
lowing operation  was  certainly  markedly  diminished— there  was 
a  diminution,  practically  no  nausea  and  vomiting  in  most  of  the 
cases  and  very  little  gaseous  distention.  On  the  day  following 
the  operation  the  patient's  countenance  was  quiet  and  pleasant. 
That  one  colored  patient  on  the  second  day  advised  her  neighbor 
in  the  next  bed  to  be  operated  upon  is,  I  think,  very  good  testimony 
as  to  its  efficiencv. 
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A  CASE  OF  POSTPARTUM  ECLAMPSIA.* 

BY 
TRUMAN  ABBE,  M.  D., 

Washington,  D.  C. 

Mrs.  O.,  a  white  woman,  twenty-five  years  of  age,  in  her  first 
pregnancy  consulted  me  in  the  seventh  month  to  make  arrange- 
ments about  her  future  care.  She  had  scarlet  fever  as  a  child  but 
no  signs  of  later  nephritis,  no  epileptic  attacks,  and  no  hysterical 
symptoms.  During  the  second  and  third  months  of  her  pregnancy 
she  had  had  severe  vomiting  so  that  the  physician  then  attending 
had  mentioned  the  ending  of  her  pregnancy  but  rest  in  bed  and  a 
gruel  diet  had  carried  her  past  this  early  danger  period  and  for  some 
three  months  before  coming  to  me  she  had  had  no  troubles  unusual 
to  her  condition. 

At  the  time  of  my  first  examination  she  had  normal  heart,  lungs, 
breasts,  and  ample  pelvic  measurements.  The  infant  lay  in  the 
L.  0.  A.  position.  Her  pulse  was  about  76,  the  systolic  blood  pres- 
sure 120.  The  urine  examination  was  normal;  acid,  1016,  no  sugar. 
no  albumin,  no  casts.  There  was  no  vomiting,  no  salivation,  no 
tenderness  of  the  liver. 

She  went  through  the  remaining  two  and  a  half  months  of  her  term 
without  any  variation  of  interest  from  the  normal,  urine  examina- 
tions and  blood  pressure  reading  being  noted  every  two  weeks. 
Labor  started  six  days  after  the  calculated  date.  The  blood  pres- 
sure taken  two  days  before  was  still  120  and  the  urine  examina- 
tion normal.  Labor  went  through  uneventfully  for  a  primipara. 
Sixteen  hours  after  the  first  pains  the  child  was  delivered  without 
instruments.  She  had  had  one-fourth  of  a  grain  of  morphine 
hypodermically  at  about  the  twelfth  hour  of  labor  and  during 
the  last  fifteen  minutes  she  had  been  given  a  little  ether  with  the 
pains.  She  was  unconscious  from  the  ether  for  possibly  two  or 
three  minutes  as  the  head  came  over  the  perineum.  There  was  a 
small  tear  in  the  perineum  to  close  which  we  inserted  a  suture  before 
the  delivery  of  the  placenta  and  the  patient  was  perfectly  conscious 
at  that  time  (which  we  state  merely  to  show  that  the  quantity  of 
anesthetic,  ether,  given  was  the  minimum  to  conserve  nerve  wear). 
There  was  a  moderate  loss  of  blood  with  the  labor  not  measured, 
rather  less  than  often  seen,  but  more  than  the  exceptional  cases 
with  blood  only  inside  the  membranes. 

We  congratulated  ourselves  that  our  grave  dangers  were  past 
and  left  word  for  the  patient  to  remain  on  the  delivery  table  for  a 
couple  of  hours  and  then  be  taken  to  her  room.  Following  those 
instructions  the  patient  was  made  comfortable  in  her  bed  and  left 

*  Read  at  a  meeting  of  the  Washington  Obstetrical  Society,  November  16, 
1917. 
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to  sleep.  Within  fifteen  minutes  the  nurse  was  called  back  by  a 
neighboring  patient.  Our  patient  was  having  a  convulsion  and 
biting  her  tongue.  This  lasted  about  three  minutes  and  was  followed 
by  stupor,  from  which  she  was  just  rousing  when  I  saw  her  some 
ten  minutes  later.  She  became  conscious  enough  to  complain  of 
intense  headache  and  darkness  in  front  of  her  eyes.  Then  while 
we  were  preparing  some  solution  for  rectal  irrigation  she  had  a  second 
convulsion  followed  by  stupor  and  a  third  convulsion  within  a  half 
hour  of  the  time  of  the  first.  Her  blood  pressure  at  that  time  was 
140.  Without  further  delay  we  took  18  ounces  of  blood  from  her  arm, 
with  prompt  improvement  of  the  mental  condition,  the  stupor  cleared 
up,  the  headache  disappeared  and  there  were  no  more  convulsions. 
The  blood  pressure  dropped  about  5  millimeters  with  the  venesection 
but  did  not  go  below  134  that  day.  We  gave  her  water  per  rectum 
for  two  days  and  large  amounts  of  water  to  drink  with  liquid  diet, 
and  took  the  blood  pressure  three  times  a  day.  The  day  following 
the  convulsions  the  pressure  rose  again  to  140  but  there  were  no  other 
evidences  of  toxemia.  The  urine  showed  a  slight  quantity  of  albumin 
but  no  casts.  The  blood  pressure  remained  between  135  and  140 
until  the  fourth  day  when  it  dropped  to  120  at  the  same  time  that 
the  secretion  of  milk  appeared  in  the  breasts.  With  the  drop  in  the 
blood  pressure  we  felt  safe  again  and  began  full  diet.  Otherwise  the 
puerperium  was  uneventful  and  the  child  gained  nearly  as  well  as 
normal,  a  little  slowly  at  first. 

I  desire  to  report  the  case  because  the  occurrence  of  postpartum 
convulsions  is  less  common  than  the  antepartum  variety  and  also 
because  prior  to  labor  there  were  in  this  case  none  of  the  expected 
forewarnings  of  eclamptic  seizures  except  the  hyperemesis  of  the 
early  months.  The  normal  blood  pressure  and  the  absence  of  al- 
buminuria led  us  to  believe  that  the  toxemia  causing  the  hyperemesis 
was  past.  During  labor  only  one  dose  of  morphine  was  given  and 
ether  in  place  of  chloroform  to  save  degeneration  of  liver  and 
irritation  of  the  kidneys. 

Another  point  of  interest  also  came  up  in  connection  with  the 
treatment  of  eclampsia.  It  was  noted  that  the  blood  pressure  re- 
mained high  until  the  milk  secretion  started,  and  then  promptly 
dropped  to  normal.  This  brought  to  mind  the  treatment  of  the 
toxemia  of  pregnancy  in  cows  by  the  injection  of  the  udders  with 
oxygen  and  the  suggested  treatment  of  eclampsia  in  women  by 
amputation  of  the  breasts.  We  know  of  no  other  observation  on 
the  relation  of  blood  pressure  and  milk  secretion  and  appreciate 
that  a  single  observation  carries  no  proof  with  it.  But  this  case  at 
least  suggests  the  desirability  of  further  observations  on  that  point. 

The  fact  that  certain  poisons  are  excreted  in  the  milk  is  acknowl- 
edged. The  tired  mother  gives  milk  that  often  upsets  her  nursing 
infant  as  shown  in  the  late  afternoon  colic  of  so  many  babies.  We 
all  recognize  also  that  many  nurslings  have  colic  if  the  mother  s 
menstrual  flow  begins.  We  merely  make  the  suggestion  that  in 
all  our  postpartum  eclampsia  cases  we  bear  in  mind  the  possible 
relation  between  the  elimination  of  the  toxins  in  the  breast  secre- 
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tion  and  the  blood  pressure  and  record  our  observations  on  the 
point  in  order  to  help  us  understand  the  problem  of  the  toxemias 
of  pregnancy.  We  would  also  suggest  the  taking  of  blood  pressure 
during  and  immediately  after  labor  as  a  routine  procedure  of  every 
labor  believing  that  such  an  observation  in  this  case  might  have 
warned  us  of  the  impending  convulsions  and  led  us  to  administer 
water  and  sodium  bicarbonate  by  mouth  or  rectum  in  an  attempt 
to  avert  the  convulsions. 


Just  before  this  report  was  to  go  to  press  the  patient  called  me 
to  see  her  in  a  second  pregnancy  and  I  delayed  its  publication  in 
order  to  have  further  data.  In  the  third  month  she  again  had  an 
attack  of  vomiting.  She  retained  nothing  by  mouth  for  ten  days 
even  though  in  bed  on  a  gruel  diet.  Her  blood  pressure  remained 
at  1 20,  her  pulse  around  90  and  her  temperature  normal.  Feeding 
her  by  rectum  on  prepared  cereal  to  which  we  added  sodium  bicar- 
bonate and  sodium  bromide  brought  the  hyperemesis  to  a  quiet  end. 

Two  weeks  ahead  of  the  expected  date  she  was  delivered  of  twins 
in  separate  sacs  with  separate  placentae.  The  labor  was  compara- 
tively easy.  The  blood  pressure  which  had  remained  normal 
during  pregnancy  went  up  to  125  just  before  labor  and  to  140  for  the 
first  twelve  hours  after  labor.  There  were  no  other  signs  of  toxemia, 
no  headache,  no  eye  symptoms,  no  albuminuria,  no  convulsions. 

Stoneleigh  Court. 
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The  Wassermann  Test.  By  Charles  F.  Craig,  A.  M.,  M.  D., 
Lieutenant-Colonel,  Medical  Corps,  U.  S.  A.,  Fellow  of  the  Amer- 
ican College  of  Surgeons;  formerly  assistant  Professor  of  Bac- 
teriology and  Pathology,  Army  Medical  School,  and  George 
Washington  University;  Commanding  Officer,  Department  Labo- 
ratory, Central  Department,  United  States  Army,  Fort  Leaven- 
worth, Kan.  Illustrated.  C.  V.  Mosbv  Company,  St..  Louis, 
1918. 

The  author  of  this  important  work  has  had  an  extended  ex- 
perience in  this  important  field  and  his  book  therefore  merits  the 
attention  of  the  profession  as  a  noteworthy  contribution  to  the  field  of 
American  medical  literature.  The  outbreak  of  the  present  war  has 
stimulated  the  early  publication  of  Dr.  Craig's  book  and  although  it 
is  not  as  exhaustive  as  he  had  originally  intended  it  to  be,  neverthe- 
less it  contains  the  essential  and  really  essential  facts  regarding  the 
Wassermann  test,  which  now  constitutes  one  of  the  most  valuable 
diagnostic  procedures  in  medicine.     The  confusion  and  misunder- 
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standing  which  still  exist  regarding  the  value  and  limitations  of 
this  procedure  have  been  taken  into  account  by  the  author  and  it  has 
been  his  aim  to  clarify  this  uncertainty.  The  reading  of  his  book 
shows  that  this  task  has  been  satisfactorily  accomplished. 

Much  of  the  misunderstanding  regarding  the  Wassermann  reaction 
rests  upon  the  shoulders  of  laboratory  workers  who  have  delegated  its 
performance  to  careless  and  poorly  trained  assistants.  The  author 
points  out  the  necessity  of  submitting  all  material  for  this  test  to  well- 
qualified  serologists  if  reliable  results  are  to  be  obtained.  A  standard 
technic  for  the  test  has  not  yet  been  universally  adopted,  due  largely, 
Dr.  Craig  believes,  to  the  difficulty  of  securing  a  standard  antigen,  but 
most  of  the  methods  are  reliable  if  used  by  experienced  serologists. 
Dr.  Craig's  modification  of  the  Wassermann  test  has  been  used  con- 
tinuously by  him  since  1910  and  more  recently  has  become  the 
standard  in  the  army  laboratories.  It  is  a  modification  of  both  the 
original  Wassermann  method  and  that  of  Noguchi,  following  Wasser- 
mann in  using  an  extract  of  fetal  syphilitic  liver  as  one  antigen  and  in 
inactivating  the  patient's  blood  serum,  and  Noguchi  in  using  a  human 
and  hemolytic  serum  instead  of  the  sheep  serum.  The  technic  is  de- 
scribed in  detail.  After  the  sera  to  be  examined  are  inactivated,  the 
complement  must  be  titrated  and  the  exact  complement  unit  deter- 
mined, a  feature  never  to  be  omitted  under  any  consideration.  Some 
authorities  prefer  to  titrate  the  amboceptor  instead  of  the  comple- 
ment, but  as  the  complement  is  the  substance  in  the  test  that  is  most 
apt  to  vary  in  strength,  it  should  be  titrated  in  preference  to  the  am- 
boceptor. The  value  of  tests  on  the  spinal  fluid  is  modified  by  the 
author,  who  recommends  that  this  should  be  done  as  early  as  possible 
in  the  infection  in  order  to  ascertain  whether  the  nervous  system  is 
involved. 

In  addition  to  the  description  of  the  technic,  etc.,  the  author  also 
presents  some  very  conclusive  chapters  on  the  results  of  the  tests 
in  the  various  stages  of  syphilis,  their  interpretation,  the  effect  of 
treatment  upon  the  reaction,  and  the  Wassermann  test  as  a  control 
of  the  treatment.  Appended  to  the  work  is  a  fairly  complete  bibli- 
ography, references  to  which  are  contained  in  the  text.  The  book 
as  a  whole  presents  a  very  valuable  addition  to  medical  literature 
in  this  important  field. 

A  Treatise  ox  Cystoscopy  axd  Urethroscopy.  By  George 
Luys,  M.  D.,  Former  Assistant  in  the  Department  of  Urinary 
Diseases  at  the  Lariboisiere  Hospital;  Laureate  of  the  Faculty  of 
the  Academy  of  Medicine.  Paris.  Translated  and  edited  with  addi- 
tions by  A.  L.  Wolbarst,  M.  D.,  Cystoscopist,  Beth  Israel  Hospi- 
tal; Consulting  Urologist,  Central  Islip  and  Manhattan  State  Hos- 
pitals, New  York.  With  217  figures  in  the  text  and  24  chromo- 
tvpographic  plates  outside  the  text,  including  76  drawings  from 
original  water  colors.  C.  Y.  Mosby  Company,  St.  Louis,  1918. 
The  work  of  Dr.  Luys  in  this  important  field  is  well  known  and  his 
previously  published  treatises  are  widely  recognized  and  highly 
valued.     The  present  volume  is  the  result  of  the  author's  personal 
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experience  extending  over  a  period  of  many  years  and  its  object  is 
to  present  the  procedures  and  methods  which  have  now  been  so 
well  perfected  as  to  enable  us  to  diagnose  with  almost  absolute 
certainty  the  condition  of  the  genitourinary  tract  through  the  sense 
of  sight.  Among  other  things,  the  author  is  well  known  for  his  en- 
deavors to  popularize  the  science  of  direct  vision  cystoscopy  and 
the  methods  of  treatment  which  it  renders  possible,  including  the 
treatment  of  prostatic  hypertrophy  through  the  urethra,  the  endo- 
vesical  treatment  of  bladder  tumors,  the  removal  of  foreign  bodies 
from  the  bladder,  and  biopsy  of  the  bladder,  all  being  given  careful 
consideration.  The  book  consists  of  six  chapters,  the  first  dealing 
with  urethral  and  vesical  endoscopy  in  a  general  way,  followed  by  that 
on  urethroscopy  proper,  and  others  on  the  use  of  the  urethroscope 
in  catheterization  of  the  ejaculatory  ducts  and  endoscopic  treat- 
ment of  prostatic  hypertrophy.  The  major  portion  of  the  book  is 
devoted  to  cystoscopy,  which  is  considered  not  only  from  the  instru- 
mental standpoint  but  from  the  point  of  view  of  the  practical  results 
obtained  with  the  use  of  these  instruments.  The  technic  of  ure- 
teral catheterization  and  the  diagnostic  and  therapeutic  opportuni- 
ties offered  by  this  means  is  fully  dealt  with. 

The  text  is  very  clearly  presented  and  the  translator  must  be 
commended  for  his  valuable  assistance  in  this  respect.  A  word  of 
commendation  must  also  be  extended  with  reference  to  the  excellent 
color  plates  which  afford  an  idea  of  intervesical  conditions  that  could 
not  be  satisfactorily  demonstrated  in  any  other  way.  The  extended 
use  of  cystoscopy  in  present-day  diagnosis  and  therapy  should  create 
an  interest  in  this  new  addition  to  our  list  of  medical  books. 


War  Surgery  of  the  Abdomen.  By  Ctjthbert  Wallace,  C.  M . 
G.,  F.  R.  C.  S.  Eng.,  M.  B.,  B.  S.,  London.  Surgeon,  St.  Thomas' 
Hospital;  Consulting  surgeon,  British  Armies  in  France.  With 
26  illustrations.  P.  Blakiston's  Son  &  Company,  1918. 
This  book  contains  the  personal  experiences  of  the  author  in 
abdominal  surgery  in  an  active  sector  of  the  battle  line  during  a 
period  of  over  two  years.  It  is  founded  on  the  practice  of  many 
surgeons  working  under  different  conditions  and  in  different  hos- 
pitals. Therefore  the  personal  equation  and  influence  of  locality 
have  been  largely  eliminated.  In  addition  to  its  more  technical 
characters  the  book  contains  an  interesting  account  of  modern  war 
surgery  presented  in  a  very  vivid  manner,  which  distinctly  shows 
the  great  changes  that  have  taken  place  in  surgery  during  this  con- 
flict. A  great  many  of  the  author's  individual  cases  are  illustrated 
by  the  artist  of  the  English  Medical  Research  Committee,  which  has 
likewise  provided  the  means  for  recording  and  tracing  the  cases  sub- 
sequently. This  is  a  valuable  feature.  A  series  of  tables  also  per- 
mits comparison  with  similar  groups  from  other  sources.  The 
book  should  prove  of  signal  value  to  American  surgeons  about  to  go 
to  the  front. 
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The  Medical  Record  Visiting  List  or  Physicians'  Diary  for 

1919.     Revised.     William  Wood  &  Company,  New  York,  N.  Y. 

Prices  for  30  patients  weekly,  $1.50;  for  60  patients,  $1.75;  for 

90  patients,  $2.25. 

In  presenting  next  year's  edition  of  this  popular  visiting  list, 
the  publishers  call  attention  to  the  fact  that  the  same  has  undergone 
a  thorough  revision.  The  table  of  dosage  has  been  modernized  and 
revised  to  conform  to  the  last  revision  of  the  United  States  Pharma- 
copoeia and  a  table  of  differential  diagnoses  of  contagious  diseases 
has  been  included.  The  usual  features  included  in  previous  issues 
are  repeated  and  the  book  is  characterized  by  an  excellent  quality 
of  paper  and  workmanship  in  its  make-up. 

A  Syllabus  of  the  History  of  Obstetrics  and  Gynecology. 
By  I.  S.  Stone,  M.  D.,  Sc.  D.,  F.  A.  C.  S.     Professor  of  Gyne- 
cology, University  of  Georgetown,  Washington,  D.C.     Reprinted 
from  the  International  Clinics,  Vol.  ii,  Series  28. 
Professor  Stone  has  contributed  a  compact  syllabus  for  the  use  of 
the  student  of  medicine,  who  should  be  acquainted  with  the  im- 
portant historical  data  in  the  development  of  obstetrics  and  gyne- 
cology.    Within  the  contracted  limits  of  the  article,  Dr.  Stone  has 
included  a  very  complete  outline  of  this  subject,  presenting  the 
names  of  those  deserving  mention  as  authorities,  or  those  having 
contributed  to  the  progress  of  obstetrics  and  gynecology  by  their 
pioneer  work.     No  attempt  has  been  made  to  mention  the  vague 
claims  of  the  first  author  on  a  particular  subject,  but  rather  to, note 
those  having  contributed  something  of  definite  value  about  which 
no  dispute  may  arise. 

The  reprint  in  question  will  undoubtedly  be  valuable  to  medical 
students,  or  those  engaged  in  research. 
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THE  BENEFITS  OF  STAB-WOUND  DRAINAGE  IN  PELVIC 
INFECTIONS. 

BY 
H.  WELLINGTON  YATES,  M.  D.,  F.  A.  C.  S., 

Detroit,   Mich. 
(With  one  illustration.) 

The  benefits  of  stab-wound  drainage  in  pelvic  infections  should 
command  the  attention  of  every  surgeon  who  is  desirous  of  improv- 
ing the  rationale  of  his  technic.  It  is  not  the  purpose  of  this  brief 
paper  to  enter  minutely  into  the  detail  of  pelvic  drainage,  nor  to 
discuss  the  many  materials  used  in  drainage,  only  in  so  far  as  the 
whole  subject  must  be  reckoned  with  to  give  intelligent  judgment 
to  any  part.  There  is  no  field  in  the  surgeon's  work  which  is  fraught 
with  greater  responsibility  and  a  keener  sense  of  judgment  than  that 
made  necessary  by  a  decision  whether,  in  a  particular  case,  he  should 
or  should  not  establish  drainage.  Certain  types  of  pelvic  infection 
need  much  freer  drainage  than  others;  in  general,  the  more  acute 
the  process,  the  more  urgent  is  the  demand.  Infection  with  oozing 
of  blood  from  a  traumatized  area  calls  for  freedom,  while  pneumococ- 
cus  and  streptococcus  infections  demand  it.  Fortunately  perhaps 
the  most  common  cause  of  pelvic  infections  is  the  gonococcus(i). 
When  confined  in  occluded  places  like  that  of  a  sactosalpinx,  the 
gonococcus  soon  dies;  in  unrestrained  secretions,  it  retains  an  extra- 
ordinary longevity  and  virulence,  and  it  is  for  this  reason  that  most 

Note. — The  Editor  accepts  no  responsibility  for  the  views  and  statements 
of  authors  as  published  in  their  "Original  Communications." 
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gonorrheal  infections  in  the  pelvis  are  better  dealt  with  late.  Then 
the  convalescence  is  less  stormy  and  drainage,  when  necessary,  is  of 
shorter  duration. 

Prophylactic  drainage  popularized  by  Olshausen,  Sims,  Keith 
and  Wells  during  the  decades  of  i860  and  1870,  soon  became  obso- 
lete, giving  way  to  the  plan  of  drainage  only  in  cases  with  actual 
collections  of  pus,  infected  fluids  or  necrotic  tissue.  Just  how  long 
tubes,  cigarette  drains  or  gauze  do  actually  drain  an  infected  area,  is 


Fig.  1. — Sketch  of  patient  after  operation,  showing  the  median  line  incision 
below  the  umbilicus  completely  healed;  also  showing  slight  discharge  from  the 
stab  wound  two  and  a  half  inches  from  the  line  of  incision  and  six  inches  below 
the  umbilicus. 


a  debatable  question.  I  am  fully  convinced,  however,  these  agents 
are  usually  allowed  to  remain  too  long.  Rubber  drainage  tubes 
should  not  be  employed  unnecessarily,  they  should  simply  effect  the 
purposes  for  which  they  are  used  and  should  not  act  injuriously 
on  the  wound.  They  have  performed  their  usefulness  as  soon 
as  nature  has  formed  an  encasement  about  them  of  a  thin  protected 
wall;  as  soon  an  this  is  established,  drains  of  whatever  nature  should 
be  removed.  This  will  do  away  with  a  large  percentage  of  post- 
operative sinuses.  We  think  it  is  pertinent  to  add  that  the  fewer 
thick  rubber  tubes  admitted  to  the  abdomen  or  pelvis  for  drainage 
purposes,  the  better  for  the  patient. 

The  old  dictum  of  "when  in  doubt  drain"  has  given  way  consider- 
ably in  the  last  few  years,  since  the  closer  study  of  our  patients 
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pre-operative  as  well  as  at  the  table,  has  shown  us  that  drainage 
was  too  frequently  used  and  often  improperly.  The  work  of  Dr. 
John  G.  Clark,  of  Philadelphia,  has  done  much  in  late  years  to  dis- 
courage the  use  of  drainage  in  cases  in  which  it  was  formerly  con- 
sidered necessary  and  showed  a  definitely  decreased  morbidity 
and  mortality  where  drainage  had  been  restricted. 

An  exhaustive  study  by  John  L.  Yates,  of  Milwaukee,  of  the  local 
effects  of  peritoneal  drainage  a  few  years  ago,  well  merited  the 
Senn  medal  which  was  awarded(2).  He  says:  "Peritoneal  drainage 
must  be  local  and  unless  there  is  something  to  be  gained  by  render- 
ing an  area  extraperitoneal,  or  by  making  such  an  area  a  safe  path 
of  least  resistance,  leading  outside  the  body,  there  is,  aside  from 
hemostasis,  no  justification  for  its  use."  However,  so  long  as  we 
have  collections  of  pus  and  necrotic  areas  to  contend  with,  we  are 
forced  to  use  such  measures  as  each  individual  case  may  require^). 
Most  of  the  complications  and  sequelae  are  due  primarily  to  inef- 
ficient mechanical  drainage  and  are  therefore  preventable. 

The  question  then  that  confronts  us  is,  what  kind  of  material 
should  be  selected  for  drainage  and  where  and  how  should  it  be 
placed?  So  far  as  pelvic  infection  alone  is  concerned,  and  we  are 
dealing  with  a  collection  of  pus  which  has  gravitated  into  Douglas 
pouch,  the  vaginal  route,  other  things  being  equal,  should  be  chosen. 
Wegner  referred  to  drainage  through  the  vagina  as  "Sims'  greatest 
contribution"  and  even  here,  when  rubber  tubes  are  used  with  knots 
or  T's  on  the  end  for  retention,  they  are  not  without  danger.  I 
have  had  one  case  in  which  pressure  necrosis  with  resulting  recto- 
vaginal fistula  occurred.  When,  on  the  other  hand,  it  is  necessary 
to  open  the  abdomen  from  above  to  deal  with  lesions,  we  have 
to  consider  the  future  integrity  of  the  abdominal  wound  when 
drainage  is  placed  through  it.  When  drainage  is  thus  produced, 
it  provides  contact  with  a  definitely  infected  area  to  one  which  in 
every  possible  manner  we  have  endeavored  to  keep  clean  for  primary 
union.  One  will  be  surprised  at  the  number  of  primary  closures 
of  these  wounds  if  the  source  of  infection  is  guided  away  from  it 
instead  of  through  it. 

I  do  not  know  who  is  responsible  for  the  idea  of  stab-wound  drain- 
age, but  it  is  one  of  the  great  factors  which  we  can  make  use  of  as  a 
prophylaxis  against  postoperative  hernia. 

When  we  consider  the  number  of  small  hernias  following  the  plac- 
ing of  drainage  in  the  lower  angle  of  the  wound  and  the  number  of 
large  hernias  as  a  result  of  improper  union  on  account  of  the  infec- 
tion of  the  whole  incision  by  virtue  of  that  drainage  through  the 
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abdominal  wound,  should  we  not  seek  for  some  other  method  just 
as  direct,  just  as  simple  and  much  safer? 

The  accompanying  diagram  (Fig.  i)  shows  the  healed  abdominal 
incision  with  the  stab-wound  drainage  established  on  either  side, 
capable  of  doing  all  that  drainage  would  do  in  the  midline.  When 
this  kind  of  drainage  is  done,  it  makes  less  difference  in  the  length 
of  time  it  may  be  left  in  situ,  since  the  arrangement  of  the  muscles 
is  such  as  to  completely  close  off  this  small  opening  whenever  the 
drainage  is  removed.  No  cutting  of  anything  but  skin,  fat  and  fascia 
makes  it  possible  for  the  conjoined  action  of  the  internal  oblique, 
external  oblique  and  transversalis  muscles  to  effect  perfect  closure 
of  the  wound. 

Perfect  results  in  wound  closure  make  it  necessary  that  like  tissue 
layers  come  into  close  coaptation.  Through-and-through  closing 
of  the  abdominal  incision  was  followed  by  an  alarming  number  of 
hernias  merely  because  we  failed  to  recognize  the  necessity  of  like- 
tissue  approximation,  and  then  after  years  of  endeavor  by  way  of 
closer  approximation  and  the  evolution  of  absorbable  ligatures, 
we  came  to  definite  closure  of  the  abdominal  wound  layer  by  layer. 

Should  we  throw  away  these  years  of  experience  which  have  been 
fraught  with  anxiety,  disappointment  and  failure,  and  still  keep 
the  wound  open  by  a  method  which  in  most  instances  is  harmful, 
mischievous  and  unnecessary? 

CONCLUSIONS. 

i.  It  should  be  our  constant  endeavor  to  close  without  drainage 
in  so  far  as  safety  will  permit. 

2.  Drainage  materials  should  be  removed  earlier  than  the  general 
practice  now  obtaining. 

3.  The  great  majority  of  all  infected  areas  in  the  pelvis  are  suit- 
able for  cul-de-sac  or  stab-wound  drainage. 

4.  The  abdominal  incision  should  be  left  free  to  close  by  primary 
union. 

5.  Stab  wounds  are  securely  and  quickly  united  after  the  drainage 
is  withdrawn,  with  no  fear  of  subsequent  hernia. 

6.  The  musculature  of  the  areas  usually  chosen  for  stab-wound 
drainage  is  our  greatest  asset  to  a  speedy  closure  of  the  drainage 
opening. 

1229  David  Whitney  Building. 
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DOES  SURGERY  EVER  CURE  A  CASE  OF  CANCER?* 

BY 
MAGNUS  A.  TATE,  M.  D., 

Cincinnati,  Ohio. 

The  word  cancer  still  conveys  to  the  mind  a  hopeless  malady, 
and  to  physicians  a  dreaded  case,  because  we  are  still  seeking  the 
cause  and  treatment  is  often  of  no  avail.  Discouragement  and 
hopelessness  are  usually  written  upon  the  face  of  one  afflicted,  and 
many  will  not  undergo  the  ordeal  of  surgery  to  attempt  a  better- 
ment of  their  condition. 

That  a  complete  eradication  of  the  disease  is  questionable  in 
most  cases,  is  usually  a  foregone  conclusion.  Has  education  brought 
better  results?  I  believe  it  has.  Does  the  removal  of  growth, 
when  taken  in  its  incipiency,  result  in  a  cure?  Is  the  lapse  of  three 
years  without  a  recurrence  a  fair  test  as  to  whether  there  be  a  cure? 
These  and  many  other  questions  are  constantly  before  us  and  opinions 
are  widely  divided. 

My  experience  leads  me  to  this  conclusion :  unless  there  be  evident 
metastases  and  the  patient  can  stand  operation,  it  is  our  duty  to 
mankind  to  operate  without  delay,  even  if  there  be  only  a  temporary 
improvement. 

Personally,  I  would  prefer  to  die  on  the  table  under  such  circum- 
stances, than  undergo  the  prolonged  suffering  incident  to  the  disease, 
but  unfortunately  many  will  not  accept  my  conclusions. 

A  hopeless  case,  where  there  is  no  chance  for  even  the  prolonga- 
tion of  life,  should  never  be  subjected  to  surgery.  I  am  becoming 
more  and  more  impressed  with  the  idea  that  we  are  gaining  ground, 
not  only  in  the  education  of  people,  in  our  technic,  in  our  judg- 
ment, but  in  the  adjunct  treatments  we  are  now  employing,  for  surely 
results  justify  this  statement. 

The  destroying  of  cancer  of  the  cervix  by  heat  has  long  been  under 
discussion,  and  if  there  be  no  other  involvement,  and  it  is  thoroughly 
burned  out,  a  cure  will  follow.  That  I  believe  to  be  a  correct 
statement,  and  to  substantiate  it,  I  select  the  following  case  for 
report. 

*Read  at  the  Thirty-first  Annual  (Meeting  oi  the  American  Association  of 
Obstetricians  and  Gynecologists,  Detroit,  September  16-18,  1918. 
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Mrs.  T.,  aged  forty-five,  was  sent  to  me  by  Dr.  W.  Schultze,  of 
Cincinnati,  with  the  diagnosis  of  cancer  of  the  cervix,  which  was 
readily  confirmed  upon  examination.  Patient  had  been  bleeding 
over  a  period  of  six  months,  and  only  consented  to  operation  be- 
cause she  feared  death  from  the  repeated  and  terrific  hemorrhages. 
She  entered  the  Good  Samaritan  Hospital,  in  a  very  critical  condition. 
I  found  a  large  cauliflower  growth  half  filling  the  vagina.  My 
first  impulse  was  not  to  attempt  any  form  of  operation  until  the 
bleeding  had  temporarily  subsided,  but  as  it  continued  after  a  three 
days'  stay  in  the  hospital,  and  her  condition  being  so  precarious,  we 
decided  to  go  ahead.  Operation  June  16,  1916,  a  cupful  of  growth 
being  curetted  away.  A  careful,  slow  Byrne  operation  was  then 
done  and  the  patient  left  hospital  in  two  weeks.  It  was  some  four 
months  before  she  regained  sufficient  strength  to  sit  up  all  day 
without  fatigue. 

In  January,  1918,  the  patient  complained  of  increasing  abdominal 
pain,  with  at  times  vomiting  spells.  Notwithstanding  there  was 
no  evidence  of  a  return  of  the  malignancy,  I  thought  best  to  tempo- 
rize, but  there  being  no  improvement  I  did  an  abdominal  section  in 
March,  191 8.  I  found  a  chronic  inflamed  appendix  which  I  re- 
moved; also  took  out  the  remains  of  body  of  uterus  with  tubes  and 
ovaries.     No  evidence  of  malignancy  found  in  abdomen. 

The  laboratory  findings,  which  were  positive  with  the  first  op- 
eration, now  gave  a  negative  result  with  different  sections  of  the 
remains  of  uterus.  Her  recovery  has  been  complete,  she  has  gained 
strength  rapidly,  and  seems  to  be  a  well  woman. 

The  second  case  is  one  in  which  I  offer  no  explanation  of  the  con- 
ditions as  found  at  operation,  nor  of  the  results  obtained. 

Miss  D.,  referred  by  Dr.  Berlin,  of  Chattanooga,  Tenn.  Patient, 
aged  thirty-two,  had  noticed  a  gradual  enlargement  of  abdomen  for 
the  past  six  months,  an  increasing  length  of  a  painful  menstrual 
period,  and  at  times  much  abdominal  pain.  Consulted  a  number 
of  physicians  and  obtained  the  diagnosis  of  a  fibroid.  In  six  months 
had  lost  20  pounds,  her  weight  at  present  being  94  pounds, 
was  getting  weaker  daily;  had  had  numerous  fainting  spells, 
and  could  no  longer  hold  her  position  as  bookkeeper.  The  tumor 
mass  extended  to  the  umbilicus,  firm  on  palpation  as  if  a  fibroid, 
abdomen  contained  fluid.  I  was  unable  to  state  the  nature  of  the 
growth  but  did  not  believe  it  to  be  a  fibroid. 

Operation  at  Bethesda  Hospital,  July,  1915.  Abdomen  contained 
about  a  half  gallon  of  bloody  stained  fluid;  omentum  studded  with 
many  small  hard  nodules;  growth  found  to  be  from  the  right  ovary, 
left  normal,  and  the  uterus  slightly  enlarged,  pushed  over  to  the 
left  and  front.  The  diagnosis  of  malignancy  was  made  and  we  de- 
cided to  close  abdomen  without  removal,  but  in  attempting  to 
liberate  a  few  adhesions,  a  part  of  tumor  mass  came  away  necessi- 
tating its  removal,  which  was  done  with  great  difficulty.  The  tumor 
was  the  size  of  a  six  months'  pregnant  uterus  and  weighed  8  pounds 
plus.     The  abdomen  closed  without  drainage. 

An  unfavorable  prognosis  was  given  to  friends,  the  case  fully 
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discussed  and  explained,  and  that  she  would  probably  succumb 
within  the  next  three  days. 

Macroscopically  the  mass  appeared  to  be  malignant,  and  this 
opinion  was  confirmed  microscopically  by  Professor  Woolley  of  the 
University  of  Cincinnati.  Result,  an  easy  convalescence,  and  she 
left  the  hospital  in  three  weeks,  gradually  gained  her  strength,  is 
now  in  perfect  health,  and  was  married  in  May,  1918. 

I  make  no  further  comments  as  to  diagnosis  or  prognosis,  and  all 
of  my  explanations  I  am  happy  to  state  have  gone  awry. 

X-ray  is  questionable  in  many  cases,  but  that  it  is  valuable  as 
an  adjunct  to  treatment  is  now  conceded,  and  while  its  harmful 
effects  are  pronounced  in  some  cases,  its  beneficial  action  is  so  manifest 
in  others,  that  very  often  it  is  worth  a  conscientious  trial.  This  is 
now  a  treatment  with  many  following  the  removal  of  breast. 

The  third  case,  that  of  Mrs.  B.,  was  referred  by  Dr.  Teachnor, 
of  Leesburg,  Ohio. 

Operated  September  22,  1916;  removed  tubes  and  ovaries.  In 
May,  191 7,  she  returned  for  examination,  as  a  physician  had  found 
a  mass  to  side  of  uterus  which  was  causing  pain.  Examination: 
The  uterus  was  found  to  be  twice  the  size  of  normal,  a  slight  offensive 
discharge,  watery  in  character,  bleeding  at  times  but  never  a  hemor- 
rhage, and  a  mass  immovable,  the  size  of  an  orange,  to  the  right  of 
uterus.  Operated  May  18,  1917.  Uterus  removed  but  the  mass 
could  not  be,  as  it  involved  the  whole  of  right  broad  ligament  ex- 
tending to  the  pelvic  floor.  An  oblong  mass,  larger  than  a  good 
sized  orange,  sections  of  which  were  found  macroscopically  and  con- 
firmed microscopically  to  be  malignant. 

Mrs.  B.  left  hospital  at  the  end  of  three  weeks  much  discouraged, 
but  I  persuaded  her  to  go  to  Dr.  Goosman,  who  gave  her  intensive 
.v-ray  treatments,  both  vaginally  and  abdominally  over  a  period  of 
weeks,  about  twenty  in  all. 

In  February,  1918,  a  hernia  developed  in  the  line  of  scar,  and  I 
again  operated  March  26,  191 8.  The  tumor  mass  which  had 
been  in  the  right  broad  ligament  had  entirely  disappeared,  and  not 
a  trace  of  any  abnormality  was  found  in  the  abdomen.  Patient 
is  now  doing  nicely,  with  the  exception  of  an  ugly  ulcer  below  and  to 
the  left  of  umbilicus  in  the  abdominal  wall,  the  result  of  an  x-ray 
burn. 

In  August,  1918,  I  dissected  out  all  of  this  burned  tissue,  and  it 
was  found  to  be  mostly  fatty,  not  malignant.  It  will  take  some  time 
for  granulation  tissue  to  fill  up  the  cavity,  but  the  patient  is  comfort- 
able and  able  to  get  about  the  house. 

I  have  selected  these  three  cases  as  the  answer  to  my  query,  and  it 
is  the  experience  of  such  cases  with  such  results,  that  give  us  courage 
to  at  least  try  and  do  our  best  with  this  apparently  hopeless  disease. 

19  West  Seventh  Street. 
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GALL-BLADDER  DISEASE  AND  ITS  DIFFERENTIAL 
DIAGNOSIS.* 

BY 

JOHN  F.  ERDMANN,  M.  D., 

New  York.  X.  Y. 

That  rather  definite  and  conclusive  diagnosis  of  gall-bladder 
disease  can  be  made  clinically  is  testified  to  by  all  surgeons.  One 
can  practically  make  the  diagnosis  of  gall-bladder  disease  in  the 
course  of  a  carefully  taken  history. 

The  sex  preponderance  is  in  the  female  and  as  Deaver  aptly  puts 
it,  "beware  of  the  female  fair,  fat  and  forty,  or  past,  who  belches 
wind."  Nevertheless,  in  the  great  proportion  of  my  case  records, 
the  year  of  onset,  or  early  visitation  of  symptoms  is  between  twenty- 
five  and  twenty-seven,  a  few  as  early  as  eighteen,  and  one,  a  common 
duct  case  on  whom  I  operated,  gave  a  history  of  jaundice  following 
colic  at  fourteen,  the  operation  being  done  by  me  when  the  patient 
was  seventeen. 

Devoting  a  bit  of  extra  time  to  a  consideration  of  the  symptoma- 
tology, the  patient  may  tell  you  that  for  a  long  period  of  time,  even 
years,  she  has  complained  of  food  distress  of  a  rather  peculiar  char- 
acter, of  a  sense  of  weight  or  foreign  body  pressure  after  eating,  and 
that  certain  articles  of  diet,  chicken,  bacon,  etc.,  will  induce  an 
attack  of  discomfort,  associated  with  belching,  a  sense  of  constric- 
tion, necessitating  loosening  the  corset,  etc.  For  years  I  have 
termed  this  stage  the  prodromal  stage  of  gall-bladder  disease,  as  it 
precedes  the  actual  colic  for  a  varying  period. 

The  colic  or  cramp  is  described  as  being  in  the  upper  right  quad- 
rant, without  extension;  with  extension  into  the  back,  lumbar 
zone;  up  the  back,  under  the  shoulder  blade;  in  the  space  between 
the  shoulder  blades;  in  the  left  shoulder  and  occasionally  in  the  left 
and  right  portion  of  the  neck.  Frequently  and  usually  when  the 
stone  is  in  the  cystic  duct,  the  colicky  pain  is  said  to  travel  across 
the  midline  upward,  under  the  left  nipple  and  breast  (pseudo-angina). 
The  attacks  are  very  prone  to  occur  between  7  p.  m.  and  1  a.  m., 
in  marked  different  relationship  to  the  pain  in  ulcer  of  the  duodenum. 

*  Read  at  the  Thirty-first  Annual  Meeting  of  the  American  Association  of 
Obstetricians  and  Gynecologists,  Detroit,  September  16-18,  1918. 
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Many  patients  have  an  aura  several  hours  before  the  onset  of  the 
colic.  In  other  words,  they  can  definitely  state  that  an  attack  will 
be  due  in  so  many  hours. 

Food  intake  does  not  relieve  a  colic,  although  hot  drinks  and  alka- 
lies may.  Emetics,  by  inducing  a  relaxation  of  the  spasm,  the  same 
as  vomiting  without  induction,  may  relieve  the  pain. 

There  are  many  women  in  whom  the  first  attack  of  pain  occurs 
during  pregnancy,  or  following  delivery.  Too  much  stress  cannot 
be  placed  upon  this  fact.  A  large  proportion  of  my  patients  have 
stated  that  their  first  colics  were  during  pregnancy,  or  immediately 
after  confinement.  This  selective  period  in  life  is  explained  by  a 
super  amount  of  cholestrin,  etc.,  in  the  blood  at  this  time.  The 
pain  in  the  gall-bladder  colic  is  so  severe  as  to  require  sedatives  and 
anodynes,  frequently  in  very  large  dosage,  while  in  ulcer  of  the  duo- 
denum, etc.,  the  use  of  an  anodyne  is  most  unusual. 

Jaundice  is  a  symptom  or  sign  made  much  of  years  ago,  but  now 
accepted  only  as  a  confirmatory  evidence  of  some  obstruction  to  the 
outflow  of  bile,  or  some  destructive  blood  condition,  as  in  hemolytic 
jaundice,  etc.  In  fact,  jaundice  is  a  rarity  in  the  majority  of  gall- 
bladder diseases  and  when  present  has  followed  either  the  transit  of 
a  stone  through  the  duct,  or  a  temporary  impaction.  Jaundice  is 
frequently  present  in  both  intrinsic  and  extrinsic  diseases  of  the  duct, 
blood  and  glandular  systems. 

Infections  play  an  important  part  in  the  production  of  jaundice. 
A  cholecystitis  will  often  be  accompanied  with  jaundice.  General 
sepsis,  following  appendicitis,  is  followed  in  many  instances  by 
jaundice,  the  gravity  of  which  is  early  recognized  by  the  clinicians, 
etc.  Recall  then  that  the  absence  of  jaundice  is  as  important  in 
gall-bladder  disease  as  its  presence  is  in  diseases  of  the  duct,  spleen 
and  in  infections. 

Loss  of  Weight. — Frequently  a  greater  loss  of  weight  is  seen  in  a 
given  short  period  of  time  in  gall-bladder  involvement  than  in  many 
cases  of  malignancy.  This  loss  is  to  be  assigned  to  several  sources, 
the  limiting  of  diet,  to  improper  metabolism  due  to  impaired  bile, 
and  also  to  pancreatic  complications. 

The  urine  is  prone  to  contain  evidences  of  bile  even  if  no  common 
duct  obstruction  exists.  Many  positive  observations  are  recorded 
in  acute  cholecystitis  without  duct  obstruction.  In  duct  obstruc- 
tion the  urine  is  deeply  colored  and  spoken  of  by  the  patient  as  mo- 
lasses-like in  appearance. 

Temperature  exists  only  in  the  presence  of  an  acute  condition 
or  in  the  chronic  empyemas,  an  elevation  of  one-half  to  one  degree. 
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Cholangitis  is  more  than  likely  to  give  a  step-ladder  chart  with  chills 
intervening.  Charcot's  fever,  so-called,  is  due  in  all  probability 
to  a  ball-valve  stone  giving  rise  to  temperature  when  impacted,  and 
fall  when  the  spasm  relaxes  and  the  stone  is  released  sufficiently  for 
the  bile,  etc.,  to  flow  through  into  the  intestines. 

On  examining  a  patient  with  gall-bladder  disease,  one  observes 
the  skin  and  conjunctiva  for  jaundice  or  pigmentation.  Jaundice 
without  colic  should  cause  one  to  hesitate  in  the  diagnosis  of  chole- 
lithiasis and  should  call  for  a  careful  family  history,  blood  analysis, 
etc.,  with  the  view  of  eliminating  disease  of  the  spleen  (hemolytic 
jaundice),  and  also  in  view  of  the  cause  being  a  malignancy.  It 
is  a  fact  that  malignancy  is  imposed  upon  gall-bladder  disease 
(cholelithiasis)  in  fully  4  to  8  per  cent,  of  all  long  duration  cases,  and 
that  a  jaundice  that  is  intermittent,  or  one  that  clears  up  quickly, 
is  due  in  all  probability  to  the  biliary  system  being  involved  with  or 
by  a  calculus.  That  jaundice  deepening  in  color  with  or  without 
ascites  is  prone  to  be  of  a  malignant  origin,  at  the  same  time,  it 
must  be  recalled  that  an  occasional  stone  impaction  simulates  a 
malignancy  in  its  jaundice  production. 

Hemolytic  jaundice  gives  urine  and  blood  changes  that  are  very 
definite.  The  jaundice  is  usually  of  a  lemon  color,  sometimes  deeper. 
The  stools  are  never  clay  colored  and  there  is  no  pruritis.  There 
is  a  distinct  family  history  in  many  of  the  patients. 

Pruritis  is  a  disagreeable  sleep  and  peace-destroyer,  is  in  early 
evidence  in  all  patients  with  jaundice  and  frequently  with  those  in 
whom  the  pancreas  is  involved.  In  examining  these  patients  evi- 
dences of  pruritis  present  themselves  as  long  scratches  or  small 
petechial  spots,  due  to  both  conscious  and  unconscious  scratching. 

When  the  condition  of  jaundice  has  existed  for  some  time,  blood 
changes  due  to  absorption  of  certain  bile  elements  and  the  loss  of 
the  lime  salts  are  productive  of  ecchymoses.  These  evidences  are 
definite  contraindications  to  operation. 

The  stools  in  nonobstructive  or  nonjaundice  producing  biliary 
diseases  are  not  modified,  while  in  the  obstructive  or  jaundice  pro- 
ducing variety,  the  stool  is  characteristic  clay  or  putty  colored. 

On  palpation,  one  obtains  in  many  instances  the  Robson  and 
Murphy  signs,  in  addition  to  the  evidence  of  a  mass  in  some  cases 
both  of  acute  and  chronic  cholecystitis.  The  pain  or  tenderness 
is  superficial  and  anterior,  in  contradistinction  to  the  costovertebral 
angle  pain  in  renal  calculi. 

The  temperature  varies  depending  on  whether  there  is  an  infective 
or  gangrenous  process  present;  the  same  may  be  said  of  the  pulse. 
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This  latter  in  gall-bladder  disease  is  slow  as  a  rule,  except  in  the 
presence  of  an  infectious  process. 

Gangrene  of  the  gall-bladder  presents  in  addition  to  the  above, 
the  usual  point  of  tenderness  associated  with  gangrene  of  the  abdom- 
inal viscera. 

Leukocytosis  is  not  so  diagnostic  as  in  acute  appendicitis,  but  fre- 
quently affords  the  same  relative  degree  of  information. 

Straining  Stools. — Stones  may  be  found,  but  the  infrequency  of 
finding  stones  and  the  definiteness  of  symptomatology  leads  the 
practitioner  of  the  present  day  to  forgo  the  procedure. 

The  tf-ray  plate  may  show  a  shadow  if  lime  salts  are  in  the  stones. 
Shadows  are  quoted  as  being  in  evidence  in  about  50  per  cent,  of 
all  gall-bladder  cases.  Therefore,  the  absence  of  a  shadow  does  not 
disprove  the  presence  of  a  stone  or  stones. 

ULCER  OF  THE  DUODENUM  AND  STOMACH. 

The  preponderance  of  ulcer  of  the  duodenum  is  in  the  male. 
The  physical  make  up,  as  far  as  our  cases  present  themselves,  is 
that  of  slender,  wiry  variety  and  frequently  classed  as  neurasthenics, 
usually  between  twenty-five  and  thirty-five  years  of  age  and  non- 
alcoholics  in  habit.  Among  the  earlier  evidences  that  the  patient 
speaks  of  are  a  sense  of  burning  in  the  pit  of  the  stomach,  pyrosis, 
sour  brash,  belching,  etc.  That  these  symptoms  arise  from  fifteen 
minutes  to  four  hours  after  food  intake  and  are  relieved  by  sodium 
bicarbonate,  sugar- water,  aerated  water,  milk,  cracker,  etc.,  each 
patient  having  some  favorite  remedy  for  relief . 

The  pain  complained  of  is  always  apologized  for  as  not  being  a 
true  pain,  but  rather  a  hunger  call  or  uneasiness.  Morphine  is 
never  demanded  for  relief,  nor  anodynes  of  any  variety;  no  call  to 
undress  or  He  down,  but  very  soon  the  patient  learns  to  use  some 
household  remedy.  He  will  state  that  later  on  his  symptoms 
became  more  defined,  that  he  can,  or  could,  tell  when  his  next  meal 
is  due,  as  he  has  learned  that  the  meal  will  relieve  his  distress  for 
some  time.  Frequently  he  all  but  sets  his  clock  by  the  gastric 
experience — 10.30  to  11.30  for  pain  and  relief  by  food;  4  to  5  p.  m. 
for  relief,  and  occasionally,  after  a  hearty  night  meal  his  pains  will 
commence  betweeen  2  and  5  a.  m. 

There  is  little  or  nor  loss  of  weight,  no  evidence  of  cachexia, 
because  although  he  may  be  on  a  diet,  his  frequent  intakes  to  appease 
his  hunger  sensation  keep  up  his  body  weight. 

He  will  tell  you  that  he  has  periods  of  distress  and  longer  periods 


756  erdmann:  gall-bladder  disease 

of  relief;  that  the  distress,  as  a  rule,  ceases  suddenly  and  that  he  can 
eat  about  anything  for  weeks  to  months.  This  statement  in  itself 
is  about  all  that  is  necessary  to  make  a  diagnosis  upon. 

His  pain  sensation  may  occasionally  be  said  to  go  through  the 
back,  but  is  usually  anterior  and  to  the  right  of  the  median  line. 

As  the  disease  advances  his  symptoms  may  become  less  definite, 
but  sufficiently  characteristic  with  his  early  history,  to  prevent  our 
falling  into  error  in  diagnosis.  Later  on  he  may  have  the  evidences 
of  an  obstructive  lesion,  shown  by  occasional  vomiting,  the  vomitus 
containing  food  taken  two  or  more  meals  back  and  large  quantities, 
in  other  words,  a  cumulative  meal  vomitus.  Or,  by  feeding  certain 
agents,  as  raisins,  or  string  beans,  etc.,  and  lavaging,  the  stomach 
twelve  hours  afterward,  will  bring  up  distinct  evidence  of  the  afore- 
said test  meal. 

When  obstruction  is  well  advanced,  the  patient  loses  weight  and 
is  very  prone  to  have  a  chain  of  mental  symptoms,  equal  to  those 
of  starvation.  In  addition  to  these  subjective  symptoms  the  analy- 
ses of  stomach  contents  may  show  blood  and  usually  do  show 
hyperacidity  both  in  combined  and  free  HC1,  with  the  other  un- 
digested contents,  etc.  Abdominal  palpation  may  show  a  dilated 
stomach  with  marked  succussion.  I  am  not  impressed  by  Einhorn's 
string  method  as  too  many  errors  may  crop  up  in  the  production 
of  the  blood  stain,  both  in  measurement  of  the  distance  and  origin  of 
the  source.  Occult  blood  in  the  stools  is  an  aid  in  diagnosis  but  ranks 
only  as  a  factor  when  present,  as  it  may  be  from  any  portion  of  the 
intestinal  canal. 

Pain  in  the  right  upper  quadrant  is  present  to  the  right  of  the 
midline,  bordering  closely  upon  the  classical  gall-bladder  zone  with 
now  and  then  as  previously  stated,  pain  in  the  back. 

Acute  perforation  of  the  ulcer  may  take  place  without  any  pre- 
ceding symptoms  of  moment.  The  onset  is  a  pain  of  intense  char- 
acter, requiring  morphine  in  liberal  quantity;  shock,  board-like 
rigidity  in  the  upper  right  quadrant;  thoracic  breathing  and  later 
pain  in  the  right  lower  quadrant  simulating  appendicitis.  This  pain 
is  due  to  irritation  of  the  peritoneum  by  escaping  contents  of  the 
stomach  and  duodenum. 

Operative  interference  in  the  early  stages  may  be  followed  by 
overlooking  the  ulcer  because  of  its  not  being  calloused  or  indurated. 
It  is  in  just  this  type  of  case  that  operative  relief  has  fallen  into 
disrepute,  many  patients  being  opened  and  closed  with  the  statement 
that  ulcer  was  not  found.  The  appendix,  if  not  removed  before, 
is  removed  now,  and  blamed  for  all  disturbance.     The  patient  may 
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then  go  through  one  of  his  characteristic  nonsymptomatic  periods, 
only  to  begin  again  on  time  at  a  later  period. 

The  #-ray  examination  in  about  85  per  cent,  is  quite  definite, 
while  in  10  to  15  per  cent,  it  will  present  evidences  that  may  be  so 
confusing  as  to  demand  abdominal  exploration.  The  history  of  the 
patient,  carefully  taken,  ranks  one  in  making  the  diagnosis;  the  #-ray 
ranks  two,  while  chemical  and  physiological  analyses  come  in  as 
factors  three  and  four. 

Lues,  with  its  abdominal  crises,  must  always  be  considered  as  a 
conf usional  factor  of  great  weight  in  upper  abdominal  disease.  Pneu- 
monia of  the  right  lower  lobe  and  diaphragmatic  pleurisy  frequently 
mislead  us,  but  much  more  so  in  appendicitis  than  in  cholecystitis. 

Children  and  adults,  with  no  rotation  of  the  cecum,  or  with  long 
appendices  turned  upward  and  backward  will  give  confusional 
symptoms  of  sufficient  importance  to  compel  the  surgeon  to  make 
a  high  incision. 

Recently  in  a  definite  ulcer  history,  and  so  diagnosticated,  a  very 
markedly  chronic  appendix  was  removed  from  under  the  gall- 
bladder and  directly  over  a  duodenal  ulcer  the  size  of  a  25-cent 
piece. 

For  renal  calculus,  recall  that  the  pain  is  in  the  lumbar  zone  and 
chiefly  in  the  costovertebral  angle,  although  an  occasional  recto- 
cecal  appendix  is  found,  the  preliminary  symptoms — i.e.,  those  of 
onset,  will  in  the  majority  of  cases  be  of  sufficient  weight  to  aid  in  a 
proper  diagnosis. 

Acute  hemorrhagic  pancreatitis  is  a  disease  that  is  so  acute  in 
its  onset  and  so  overpowering  in  its  symptomatology  that  frequently 
the  patient  is  seen  in  shock  or  collapse.  In  these  instances  it  is 
with  great  difficulty  that  a  history  is  to  be  obtained.  Nevertheless, 
the  intensity  of  onset  pain,  the  shock,  collapse  and  a  peculiar  abdom- 
inal lividity  all  point  to  pancreatitis.  Should  the  patient  survive, 
he  will  tell  you  that  he  has  had  most  severe  abdominal  pain  and 
perhaps  backache,  that  he  may  have  had  a  previous  mild  attack 
or  gall-stone  attack,  etc.  Later  on  his  pulse  improves;  his  tempera- 
ture, from  subnormal,  rises  2  to  40,  and  a  mass  may  be  diagnosticated 
in  the  epigastrium  in  thirty-six  to  forty-eight  hours,  in  some 
patients  as  early  as  twelve  to  twenty-four  hours.  Dulness  may  be 
evidenced  in  the  flanks,  due  to  the  outpouring  of  a  peculiar  beef 
broth-like  fluid  in  the  peritoneal  cavity.  Later  pain  develops  in 
the  appendicular  vicinity  and  may  give  rise  at  this  time  to  a  mis- 
taken diagnosis  of  appendicitis. 
60  West  Fifty-second  Street,  j 
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ACUTE  GASTRIC  DILATATION.* 

BY 
WM.  J.  GILLETTE,  M.  D., 

Toledo,  Ohio. 

While  surgeons  frequently  observe  gastric  dilatation  as  a  conse- 
quence of  pyloric  obstruction  and,  less  frequently,  gastric  myasthenia 
with  dilatation,  both  conditions  usually  amenable  to  treatment 
either  surgical  or  medical,  they  but  rarely  observe  the  type  of  dila- 
tation acute  in  character,  and  often  exceedingly  serious  in  its  conse- 
quences, best  known  among  other  designations  as  mesenteric  ileus. 
This  form,  which  includes  both  stomach  and  duodenum  in  the  di- 
latation, carries  with  it  a  death-rate  estimated  by  different  writers 
as  from  63  per  cent.  (Deaver)  to  80  per  cent.  Any  disease  that 
shows  as  high  a  death-rate  as  this  warrants  our  close  attention. 

So  far  as  I  know,  Rokitansky  in  1863  was  the  first  to  call  attention 
to  the  probable  true  nature  of  this  serious  trouble.  He  believed  that 
it  is  universally  brought  about  by  the  constricting  action  of  the  mes- 
enteric blood-vessels,  where  they  cross  the  outer  third  of  the  duode- 
num, there  compressing  it  against  the  vertebral  column.  This  con- 
stricting action  by  the  mesenteric  root  he  conceived  as  occurring 
through  the  downward  dragging  of  the  intestines  in  certain  cases 
of  acute  enteroptosis,  with  complete  obstruction  of  the  duodenum. 
A  rapid  dilatation  of  the  stomach  and  the  proximal  duodenum  en- 
sues, with  a  rolling  forward  of  both,  inducing  a  volvulus  at  and  above 
the  point  of  constriction,  often  with  fatal  results  in  from  twenty- 
four  to  forty-eight  hours. 

Hilton  Fagge  in  1872  discussed  the  condition;  and  Byron  Robin- 
son, in  1893,  after  numerous  dissections,  wrote  an  article  endorsing 
the  views  of  Rokitansky,  as  did  also  Albrect  and  Hanau,  who  in 
1899  performed  numerous  experiments  and  .wrote  on  this  subject. 
Since  then  most  writers  admit  that  obstruction  of  the  duodenum 
must  be  present  to  produce  the  acute  symptoms  observed;  but  they 
do  not  agree  as  to  the  primary  causes,  several  of  which  have  been 
brought  forward,  such  as  spasm  of  the  pylorus,  by  Pepper  and  Sten- 
gel; volvulus  of  the  stomach,  by  Weisenger;  excessive  secretion  of 
the  stomach,  by  Faag;   fermentation  of  the  stomach  contents, 

*  Read  at  the  Thirty-first  Annual  Meeting  of  the  American  Association  of 
Obstetricians  and  Gynecologists,  Detroit,  September  16-18,  1018. 
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rapidly  producing  an  enormous  accumulation  of  gas,  and  again, 
the  presence  in  the  stomach  contents  of  the  gas  bacillus. 

In  1909  Lardenois  of  Rheims  advanced  the  idea  that  the  initial 
factor  is  the  air  swallowing  so  often  observed  after  long  chloroform 
anesthesia  and  occasioned  by  attempts  of  the  patient  to  relieve  the 
intense  thirst,  the  dry  tongue,  and  the  irritated  throat  with 
collections  of  mucus  in  the  mouth.  The  stomach  thus  becomes  dis- 
tended with  air  and  unable  to  move  upward  or  to  either  side  because 
the  diaphragm,  the  liver,  the  chest  wall,  and  the  abdominal  wall 
prevent  it  from  moving  outward,  especially  if  tightly  bandaged;  it 
is  compelled,  therefore,  to  descend  into  the  abdomen  and  in  doing  so 
pushes  down  before  it  the  intestinal  mass.  At  this  point,  powerful 
traction  upon  the  superior  mesenteric  artery  occurs,  and,  as  a  conse- 
quence, occlusion  of  the  duodenum. 

Bloodgood  believes  that  the  pull  of  a  distended  cecum  on  the  small 
intestine,  when  the  mesentery  of  that  portion  of  the  ileum  near  the 
cecum  is  abnormally  short,  may  and  does  produce  constriction  of  the 
duodenum.  Other  causes  directly  bringing  about  acute  stomach 
dilatation  have  been  suggested,  such  as  paralysis  of  the  stomach 
center  in  the  brain,  owing  to  prolonged  anesthesia.  Chloroform 
seems  to  be  the  agent  principally  accused.  Section  of  the  vagus 
nerve  above  the  middle  dorsal  root  in  dogs  leads  to  acute  dilatation 
of  the  stomach,  it  is  claimed. 

Linkie(i)  says  that  without  weakening  of  the  stomach  muscula- 
ture, compression  of  the  duodenum  alone  can  never  cause  acute  gastric 
dilatation,  a  belief  not  held  by  many  observers.  Ochsner  attri- 
butes it  to  ''abnormal  sphincteric  action  of  the  circular  muscle 
fibers  in  the  duodenum." 

Finney  is  rather  skeptical  as  to  the  influence  of  the  mesenteric 
root  in  producing  either  dilatation  of  duodenum  or  duodenum  and 
stomach,  for  he  says,  "  If  this  compression  were  the  real  cause  of  the 
trouble,  it  would  furnish  an  almost  ideal  indication  for  gastroenteros- 
tomy, and  relief  ought  to  follow  this  operation.  On  the  contrary, 
this  is  not  the  case.  The  usual  operative  methods  have  in  my 
experience  failed  utterly  to  relieve  the  trouble." 

He  speaks  here  of  chronic  duodenal  dilatation,  but  I  take  it  that  he 
means  this  observation  to  hold  true  in  acute  dilatation  as  well. 

Dr.  Finney  ascribes  the  trouble  to  some  "change  in  function 
or  structure  of  the  pancreas."  A  sufficient  explanation  of  the 
failure  of  gastro-enterostomy  to  cure  in  these  cases,  according  to  the 
experience  of  Dr.  Finney  and  others,  lies  in  the  fact  that  this  operation 
does  not  drain  the  duodenum. 
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A  duodenojejunostomy  performed  after  the  method  of  Jaboulev 
should  be  of  value,  if  we  assume  that  the  retained  duodenal  toxic 
content  is  the  factor  of  danger,  as  now  seems  most  likely.  It  is  well 
known  that  acute  dilatation  is  not  necessarily  a  sequence  of  operative 
procedure,  but  has  been  observed  in  puerperal  women,  during  the 
course  of  typhoid  fever,  tuberculosis,  scarlet  fever,  empyemia, 
fright,  intense  pain,  and  notably  after  serious  burns  and  fractures, 
and  sometimes  after  very  minor  injuries.  In  my  experience,  the 
sudden  dilatation  of  the  stomach  sometimes  observed  during  opera- 
tion when  anesthesia  has  been  prolonged  is  not  usually  of  lethal 
significance,  but  may  become  so,  I  am  sure,  as  is  illustrated  by  a 
case  reported  later  in  this  paper.  Death  following  so  rapidly  upon 
the  initial  symptoms,  in  so  many  instances,  has  given  rise  to  much 
inquiry  and  some  experiment,  as  is  usual  when  the  reason  for  a 
matter  is  not  fully  understood;  but  it  seems  obvious  that  the  biliary 
and  pancreatic  secretions  unable  to  escape,  are  the  important  factors 
in  the  production  of  the  rapidly  fatal  consequences.  McLean, 
after  experiments  with  ileus  upon  animals,  asserts  that  "It  is  either 
the  secretions  or  the  altered  physiological  relation  of  the  secretions 
of  the  duodenal  mucosa  that  produce  both  the  alarming  symptoms 
and  death."     Whipple,  Stone  and  Bernheim  hold  similar  views. 

Bonney  asserts  that  the  fatal  results  are  due  to  "toxic  absorption 
from  the  upper  intestinal  tract  brought  about  by  an  ascending  in- 
fection of  bacillus  coli  communis  and  other  organisms  of  the  lower 
gut  in  a  state  of  intensified  virulence  and  activity."  (Fowler,  Annals 
of  Surgery,  Aug..  191 7).  It  does  not  seem  to  me  this  last  observation 
is  an  adequate  explanation  of  the  clinical  phenomena  observed. 

Kelsall  believes  the  drop  in  blood  pressure  from  cerebral  anemia 
and  the  loss  of  body  fluids  to  be  the  principal  factor;  and  Andries, 
Hart  well,  and  Hoguet  take  a  similar  view.  Again  it  does  not  seem 
to  me  that  clinical  experience  can  be  brought  into  alignment  with 
this  theory.  It  certainly  cannot  in  the  few  cases  I  have  observed, 
for  in  none  of  them  was  there  excessive  loss  of  body  fluid;  and  again, 
stomach  dilatation  is  not  frequently  observed  in  the  many  cases 
we  meet  of  excessive  loss  of  body  fluids. 

A.  Pauchet(2)  advanced  the  idea  that  the  great  danger  is  due  to  an 
acute  acidosis,  and  recommends  continuous  proctoclysis  with  sugar 
and  alkaline  solution  to  supply  pabulum  and  overcome  it.  His 
evidence  for  this  view,  however,  is  not  sufficient;  and  I  think  we  must 
conclude  that  the  fatal  consequences  are  due  either  to  disarranged 
physiology  of  the  duodenum,  or,  what  is  more  likely,  to  retained 
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glandular  secretion  permitting  of  the  manufacture  of   toxins  of  a 
possible  bacterial  origin. 

In  1 91 2  I  reported  to  the  Ohio  State  Medical  Society  two  fatal 
cases  of  acute  dilatation  of  the  stomach  following  operation  upon 
that  organ,  with  the  postmortem  findings;  and  these  cases  and  one 
since  then  fully  bear  out  the  conclusions  that  obstruction  of  the 
duodenum  by  the  root  of  the  mesentery  and  toxic  influence  brought 
about  by  it  are  the  principal  factors  in  the  serious  consequences  of 
this  disease.  In  addition  to  the  three  fatal  cases  mentioned, 
I  have  had  one  case  with  recovery  that  I  think  of  sufficient  interest 
to  report  here. 

Mrs.  K.  D.,  aged  thirty-three,  mother  of  two  children,  entered 
Robinwood  Hospital  in  Toledo,  O.,  Oct.  25,  1916,  and  was  operated 
Oct.  28th.  A  panhysterectomy  and  appendectomy  were  done,  the 
hysterectomy  for  adenoma  of  the  uterus  and  chronic  inflammation 
of  the  ovaries  and  tubes.  Just  prior  to  operation  her  pulse  was  76 
and  her  temperature  97. 6°  F.  At  the  end  of  the  operation,  the  pulse 
ran  up  to  120  and  was  rather  feeble. 

When  she  returned  to  her  room,  enteroclysis  was  started  and  the 
patient  given  digitalin  gr.  ^OO-  The  pulse  dropped  to  88,  but 
soon  after  it  started  gradually  upward  again,  and  in  a  few  hours 
it  reached  150  and  became  very  feeble.  At  the  end  of  twenty-four 
hours  thereafter  the  outcome  seemed  hopeless.  Her  pulse  at  one 
time  was  recorded  as  176.  The  upper  abdomen  now  showed  a 
great  distention,  which  was  most  in  evidence  on  the  left  side.  Vom- 
iting was  not  a  marked  symptom,  but  occasionally  a  small  quantity 
of  clear  fluid  was  thrown  up.  Almost  from  the  first,  the  patient 
continued  to  be  extremely  restless,  and  large  doses  of  morphine  did 
not  adequately  control  her.  She  continued  vomiting  small  amounts 
during  the  second  day,  and  the  distention  increased;  but  suddenly 
following  the  intake  of  a  large  glass  of  hot  water,  she  vomited  an 
enormous  quantity  of  greenish  fluid  that  filled  an  ordinary  patent 
pail  half  full.  At  this  time  the  stomach  extended  nearly  to  the 
pubis.  Almost  immediately  after  this  ejection,  the  pulse  came  down 
to  128  and  the  distention  was  relieved  entirely,  only,  however,  to 
return  rapidly.  The  diagnosis  could  no  longer  be  in  doubt.  The 
stomach  was  now  irrigated  at  brief  intervals,  and  the  patient  was 
placed  in  the  knee-chest  position  and  kept  there  for  half-hour  periods. 
Between  times  she  was  kept  lying  in  the  ventral  position  with  the 
foot  of  the  bed  greatly  elevated.  After  another  twenty-four  hours 
the  pulse  began  slowly  to  lessen  in  frequency  and  the  stomach  to  re- 
turn to  its  normal  size;  and  the  patient  finally  recovered.  I  have  no 
doubt  that  in  this  case  the  paralyzing  influence  of  the  anesthetic, 
a  mixture  of  ether  and  chloroform,  was  the  determining  factor  in 
the  production  of  the  trouble,  for  the  reason  that  the  initial  symp- 
toms appeared  in  so  short  a  time  following  operation;  though  the 
fact  that  the  patient  was  placed  in  the  Fowler  position  for  pelvic 
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drainage  immediately  after  operation,  may  have  been  a  factor  in 
its  production. 

I  shall  also  report  a  case  observed  by  Dr.  Wm.  H.  Fisher  of  Toledo, 
O.,  the  notes  of  which  he  has  kindly  permitted  me  to  use.  While 
it  is  not  a  case  of  acute  dilatation  of  the  stomach,  it  so  bears  upon 
the  pathology  of  this  disease  that  I  think  it  of  great  value  in 
illustrating  another  manner  in  which  the  duodenum  may  become 
occluded. 

Joseph  R.,  American,  aged  twenty-one,  occupation,  farmer.  Fam- 
ily history  negative.  Personal  history  elicited  nothing  except  stom- 
ach disturbances  from  childhood.  Burning  sensation  in  epigastrium 
associated  with  exercise.  Bananas  only  food  product  that  disagreed 
with  him,  producing  indigestion  with  distention.  Always  a  tendency 
to  constipation  followed  by  vomiting  when  it  was  not  relieved. 
Never  any  gastric  pain  in  early  course  of  disease.  A  very  significant 
and  pathognomonic  symptom  developed  last  April.  On  assuming 
the  upright  position,  after  working  in  a  stooping  position,  he  was 
taken  with  an  epigastric  pain,  radiating  to  back  and  right  of  abdo- 
men. Pain  was  continuous,  more  or  less  severe,  and  compelled 
him  to  cease  work.  Always  more  severe  on  regaining  upright 
position. 

Condition  found  at  operation  June  19,  1918.  Right  rectus 
incision  revealed  a  dilated  duodenum.  The  duodenojejunal  fossa 
was  entirely  obliterated  by  a  dilated  duodenum  and  surrounding 
retractive  peritonitis.  The  jejunum,  instead  of  passing  to  left  and 
downward,  was  retracted  upward  and  to  right,  firmly  adherent  to 
abdominal  vessels  and  completely  flattened  against  spine.  Its 
course  then  was  downward  and  to  the  right.  Operative  technic. 
The  surgical  consideration  was  to  restore  the  bowel  to  its  natural 
position.  After  careful  dissection,  the  bowel  was  freed  from  its 
attachments  and  the  mesentery  unrolled,  allowing  the  bowel  to 
pass  to  the  left.  The  raw  surfaces  were  closed  over,  and  a  retaining 
suture  was  placed  on  the  jejunum  to  prevent  further  rotation  to  the 
right. 

The  patient  was  elevated  in  bed  and  was  kept  on  left  side  for  three 
days.  Convalescence  uninterrupted.  Discharged  from  hospital 
two  weeks  later.  The  keynote  of  success  in  the  operative  technic 
consisted  of  the  careful  dissection  to  relieve  the  double  angulation, 
and  of  the  proper  juxtaposition  of  peritoneum,  by  which  a  future 
retraction  of  the  bowel  was  avoided.  Up  to  present  time  he  reports 
himself  perfectly  well. 

The  diagnosis  of  these  cases  is  not  always  easily  made,  for  the 
symptoms  are  frequently  confusing.  Many  cases  of  supposed 
peritonitis  are  undoubtedly  acute  dilatation  of  the  stomach.  The 
patients  first  complain  of  discomfort  in  the  epigastrium,  with  a 
sense  of   distention.     Attempts   at  vomiting  are  frequent,  but  in 
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my  cases,  at  least,  the  amount  vomited  is  small,  and  consists  chiefly 
of  gastric  secretion  and  mucus;  and  in  none  of  the  cases  has  it  been 
markedly  offensive.  In  my  case  that  recovered  it  became  greenish 
in  character  and  once  enormous  in  quantity.  With  these  symptoms 
— a  rapidly  rising  pulse  and  distention  of  the  upper  abdomen  most 
marked  on  left  side — acute  dilatation  should  be  suspected.  In  none 
of  my  cases  was  there  rise  in  temperature.  If  now  a  stomach 
tube  is  introduced,  and  a  large  quantity  of  odorless  gas  and  fluid 
escapes  with  relief  of  the  distention,  the  diagnosis  may  be  considered 
established.  The  x-ray  can,  of  course,  be  employed  to  confirm  it. 
The  treatment  may  be  both  medical  and  surgical;  but  until  now, 
surgery  employed  in  acute  gastric  dilatation  has  met  with  scant 
success.  In  their  book  on  surgery  of  the  upper  abdomen,  Deaver  and 
Ashurst  report  fourteen  cases  that  had  been  subjected  to  operation 
with  a  mortality  of  85  per  cent.  The  operations  were  exploratory 
laparotomy  alone,  and  laparotomy  with  emptying  of  the  stomach, 
reduction  of  the  volvulus,  jejunopexy,  gastrotomy,  gastrostomy 
and  gastrojejunostomy — these  operations  are  mentioned  only  to 
be  condemned  as  unwarranted  procedures,  nor  does  it  seem  probable 
that  any  operation  can  be  of  value  unless  it  drains  the  duodenum. 
Recently  O.  S.  Fowler  has  described  and  employed  with  success(3) 
in  instances  of  postoperative  paralytic  ileus  an  operation  that  with  a 
little  modification,  should  be  of  value  in  these  cases.  In  the  operation 
described,  a  loop  of  gut  is  brought  up  as  near  the  duodenum  as  pos- 
sible, in  order  that  drainage  may  be  obtained  from  "  this  reservoir 
of  toxicity."  It  is  then  sutured  to  the  skin  and  opened,  and  a 
drainage  tube  is  introduced  in  both  directions.  If  the  patient  sur- 
vives, the  fistula  can  easily  be  closed  later. 

In  acute  gastric  dilatation,  after  lavage  and  position  have  been 
thoroughly  tried  without  success,  I  would  suggest,  first,  that  the 
stomach  be  evacuated  with  the  tube  as  completely  as  possible  in 
order  that  it  may  be  in  a  collapsed  state  and  so  more  readily  dealt 
with,  and  that  the  abdomen  then  be  opened  in  upper  median  line. 
Deliver  the  stomach,  transverse  colon,  and  omentum  as  for  a  posterior 
gastroenterostomy;  bring  up  a  loop  of  jejunum  as  high  as  possible, 
and  attach  to  the  skin;  open  and  introduce  a  tube  through  it  directly 
into  the  duodenum,  and  close  the  abdomen  about  it.  This  procedure 
expenmen tally  is  practicable,  and  should  be  of  value  if  our  contention 
that  the  toxicity  retained  by  the  duodenum  is  the  important  lethal 
factor,  proves  correct.  In  addition  to  surgery,  repeated  evacuation 
of  the  stomach  with  the  tube  and  the  placing  of  the  patients  in  posi- 
tions to  overcome  gravity  of  the  intestines,  such  as  the  knee-chest 


7G4        ha  yd:  sarcoma  of  the  left  ovary  of  a  child 

position  and  the  ventral  position,  with  the  foot  of  the  bed  greatly 
elevated  are  to  be  recommended;  but  reliance  upon  these  measures 
alone  will  surely  be  accompanied  by  a  high  death  rate. 

Zade  recommends  that  the  patient  be  kept  in  the  knee-chest  posi- 
tion fifteen  minutes  out  of  every  two  hours;  but  I  believe  this  time 
should  be  doubled.  The  importance  of  an  early  diagnosis  and  active 
treatment  in  these  cases  can  hardly  be  overestimated.  If  diagnosis 
is  made  early  enough  and  active  treatment  employed,  it  is  very 
probable  that  many  may  be  saved  without  surgical  interference; 
but  if  we  are  to  lower  the  present  high  death  rate  appreciably,  I  am 
sure  it  will  be  through  surgery,  and  surgery  that  drains  the  duodenum 
and  keeps  it  drained  thoroughly  until  the  stomach  has  had  time  to 

regain  its  normal  tone  and  return  to  its  normal  position. 
1613  Jefferson  Avenue. 
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SARCOMA  OF  THE  LEFT  OVARY  IN  A  CHILD  TWENTY- 
THREE  MONTHS  OLD.* 

BY 
HERMAN  E.  HAYD,  M.  D.,  F.  A.  C.  S., 

Buffalo.   N.  Y. 

The  object  of  this  paper  is  to  present  a  specimen  which  is  unusual, 
and  has  some  specially  interesting  clinical  features  connected  with  it. 

It  is  a  small,  round-cell  sarcoma  of  the  right  ovary,  about  the 
size  of  a  goose  egg,  which  I  removed  from  a  baby  twenty-three 
months  old.  The  child  had  a  temperature  of  1010  F.,  was  peevish 
and  irritable,  had  lost  considerable  flesh,  had  been  sick  about  ten 
days,  was  cutting  her  eye  teeth,  and  had  some  bronchitic  sounds  in 
the  chest,  and  with  areas  of  bronchopneumonia  in  both  lungs. 
The  liver  dulness  was  much  increased.  The  bowels  and  kidneys 
were  functionating  satisfactorily.  In  the  lower  right  quadrant 
could  be  felt  a  large  movable  smooth  tumor,  not  painful  to  the  touch. 
The  first  point  which  engaged  our  attention  was  the  nature  of  this 

*  Read  at  the  Thirty-first  Annual  Meeting  of  the  American  Association  of 
Obstetricians  and  Gynecologists,  Detroit,  September  16-18,  1918. 
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swelling;  secondly,  what  should  be  done  with  it  under  the  present 
condition;  thirdly,  was  it  in  any  way  responsible  for  the  symptoms 
which  the  child  was  presenting?  She  was  taking  milk  and  liquid 
nourishment  freely,  so  it  seemed  best  in  our  judgment  to  treat  the 
symptoms,  irrespective  of  the  abdominal  condition.  In  the  course 
of  four  or  five  days  the  temperature  became  normal,  the  child  began 
to  play,  took  considerable  semisolid  food,  the  tongue  cleared  up, 
the  feverish  condition  of  the  mouth  and  lips  passed  away,  and  the 
mother  was  told  to  take  the  child  into  the  country  and  to  return  in 
a  few  weeks  or  earlier,  if  the  child's  condition  did  not  continue 
to  improve. 

Naturally,  several  possibilities  came  into  our  minds  as  to  the 
nature  of  this  movable  mass;  first  and  foremost,  was  it  a  chronic 
intussusception,  an  omental  tuberculosis,  a  localized  peritoneal 
tuberculosis,  a  chronic  appendicitis,  dermoid  cyst,  or  a  fecal  im- 
paction, etc.?  The  child  remained  at  home  for  ten  or  twelve  days, 
when  Dr.  Mann,  under  whose  care  she  was,  sent  her  back  to  me. 
The  lungs  were  clear,  but  the  abdomen  contained  considerable  fluid, 
and  the  mass,  which  was  still  movable,  was  tender  and  the  tempera- 
ture was  ioo°  F.,  the  child  looked  sick  and  was  again  fretful  and  irri- 
table. She  was  prepared  immediately  for  an  operation;  was  given 
ether,  and  through  a  central  incision  this  tumor,  which  was  free  in 
the  abdomen,  was  removed,  with  the  right  tube  attached  to  it. 
The  appendix  was  long  and  curled  upon  itself,  and  it  was  also 
removed.  The  uterus  and  the  left  tube  and  ovary  were  normal. 
Quite  a  little  bloody  fluid  escaped  when  the  abdomen  was  opened. 
The  liver  was  palpated  and  found  to  be  very  much  enlarged  and  filled 
with  nodular  masses.  The  child  suffered  very  little  shock,  made  an 
uneventful  surgical  recovery,  and  left  the  hospital  on  the  thirteenth 
day;  she  finally  died  at  the  end  of  the  fifth  week,  no  doubt,  from  ex- 
haustion with  perhaps  general  sarcomatosis. 

In  looking  over  the  literature  of  tumors  of  the  ovary  in  the  infant, 
the  number  reported  is  extremely  few,  and  I  find  none  in  a  child  so 
young. 

H.  Wilkinson  reported  one  in  the  Kansas  Medical  Journal  of  191 5, 
a  bilateral  sarcoma  in  a  child  five  years  old  with  a  large  retroperitoneal 
metastasis.  There  were  no  symptoms  referable  to  the  mass  when  he 
first  saw  the  case.  The  child  had  an  acute  sickness  with  cough, 
which  she  had  suffered  from  for  two  or  three  weeks  and  was  run 
down.  One  week  before  this  attack,  the  parents  had  noticed  a  lump 
in  the  lower  part  of  the  abdomen  on  the  left  side,  movable  with  very 
little  tenderness;  she  was  sent  home  and  in  a  few  weeks  was  operated 
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upon.  The  growth  was  the  size  of  an  egg  and  the  child  lived  two 
months.     Section  showed  small  round-celled  sarcoma. 

A.  Aldridge  Matthews,  Spokane,  Washington,  reported  a  case  in 
Northwestern  Medicine,  November,  191 6,  the  size  of  a  lemon,  occur- 
ring in  a  child  two  years  old.  He  first  saw  her  in  an  attack,  which 
simulated  appendicitis.  It  cleared  up  in  a  few  days.  A  few  months 
later  the  attending  physician  discovered  a  lump,  movable,  and  not 
tender,  in  the  lower  right  abdomen;  operation,  uneventful  sur- 
gical recovery. 

T.  Twistington  Higgins,  in  the  June,  1915,  number  of  the  British 
Journal  of  Diseases  of  Children,  reports  three  cases  of  ovarian 
sarcoma  in  children,  on  one  of  which  a  child  five  years  old  he  operated. 
In  the  Museum  of  the  Hospital  were  two  other  specimens,  one  re- 
moved successfully  from  a  child  seven  years  old,  which  weighed 
5%  pounds.  He  says,  "these  cases  showed  the  same  insidious 
onset  with  unexplained  colicky  pain  and  later  the  appearance  of 
a  mobile  lump  with  possibly  some  precocious  menstruation.  The 
steady  enlargement  of  the  abdomen  with  pain  and  fever,  the 
result  of  adhesive  peritonitis  occurring  on  the  surface  of  the  growth, 
and,  finally,  a  tendency  to  spread  by  direct  extension  along  lines  of 
adhesions   rather  than  by  metastasis." 

Smith  and  Motley  report  in  the  April,  1915,  number  of  Surgery, 
Gynecology  and  Obstetrics,  a  case  of  bilateral  sarcoma  in  a  child  three 
years  old,  and  they  give  a  very  complete  record  of  it  and  the  cases 
which  have  been  published  in  the  literature  of  the  subject  with  a 
full  bibliography. 

Bland  Sutton  in  his  book  on  "  Diseases  of  the  Ovaries  and  Fal- 
lopian Tubes,"  reports  sixty  cases  in  infants  and  girls  under  fifteen, 
of  which  twenty-eight  were  dermoids,  sixteen  sarcomata  and  sixteen 
cysts.  He  also  calls  attention  to  the  very  interesting  case  of  Doran's, 
in  which  there  was  a  very  large  ovarian  tumor  with  sarcomatous 
changes,  removed  from  a  fetus  seven  months  old.  He  also  was 
impressed  with  the  frequency  of  malignant  changes  in  all  dermoid 
tumors  of  children  and  admonishes  us,  that  one  must  be  a  good 
microscopist  to  detect  these  changes,  because  of  the  heterogeneous 
character  of  these  tumors.  He  also  says,  "the  etiology  of  these 
sarcomata  is  unknown  and  that  they  are  histologically  distinct  and 
should  be  put  into  a  group  by  themselves,  under  the  term  oophoro- 
mata,  because  they  seem  to  be  special  to  the  connective  tissue  of  the 
oophoron."  They  are  frequently  bilateral,  and  therefore  in  operat- 
ing the  other  tube  and  ovary  should  be  carefully  examined. 
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I  append  herewith  the  pathologic  report  by  Dr.  Burton  T.  Simp- 
son, of  Buffalo. 

Gross  Appearance. — Tumor  was  oblong  in  shape,  and  about  the 
size,  and  resembled  very  much,  a  normal  adult  kidney,  measuring 
17  cm.  X  7  cm.  X  3  cm.  The  tumor,  soft  and  friable,  was  smooth 
but  showed  slight  nodular  elevations.  It  was  pinkish  in  color,  but 
there  were  deep  red  blotches,  no  doubt  due  to  hemorrhagic  infiltration. 
On  the  outer  surface,  the  tumor  appeared  mottled,  whitish  gray  in 
color,  with  yellow  necrotic  areas,  also  deep  red  areas  due  to  hemor- 
rhage. There  was  no  evidence  of  remains  of  ovarian  tissue,  the 
ovary  apparently  being  completely  replaced  by  tumor  tissue. 

Microscopic   Appearance. — Microscopic    examination   shows  the 

tumor  to  be  made  up  of  rather  large  round  cells  with  deeply  staining 

vesicular  nuclei  and  many  cells  showing  karyokinetic  figures.     There 

was  a  great  tendency  to  hemorrhagic  infiltration,  also  to  necrosis  of 

the  cells,  some  showing  fatty  degeneration.     There  were  groups  of 

these  cells  separated  from  each  other  by  connective-tissue  stroma, 

and  there  were  numerous  large  spindle  cells  scattered  in  this  stroma. 
439  Delaware  Avenue. 


A  CASE  OF  ABDOMINAL  PREGNANCY  AT  TERM.* 

BY 
THOMAS  B.  NOBLE,  M.  D., 

Indianapolis,   Ind. 

Mrs.  X  is  a  full-blooded  Scotch  woman,  forty-two  years  of  age. 
She  is  married  and  the  mother  of  one  child,  three  years  old.  She 
has  been  a  strong,  healthy  woman  all  her  life.  Her  last  monthly 
period  ceased  on  the  first  of  November,  191 7. 

Passing  over  her  period,  which  should  have  been  about  the  first 
of  December,  she  early  in  that  month  introduced  into  her  uterus  a 
catheter  for  the  purpose  of  bringing  on  her  flow. 

Beginning  with  the  last  week  of  December  and  continuing  through 
January,  she  had  what  was  first  a  bloody  and  then  purulent  dis- 
charge. During  this  time  she  was  confined  in  a  hospital  in  one  of 
our  neighboring  States,  and  evidently  was  suffering  from  the  natu- 
rally expected  infection,  as  she  says  she  was  violently  ill  with  fever, 
running  as  high  as  1040;  a  great  deal  of  lower  abdominal  distress 

*  Read  at  the  Thirty-first  Annual  Meeting  of  the  American  Association  of 
Obstetricians  and  Gynecologists,  Detroit,  September  16-18,  1918. 
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with  pain  and  tenderness,  sweating,  vomiting  and  distension  and  loss 
of  weight. 

The  surgeon  in  charge  at  that  time  treated  her  expectantly, 
telling  her  that  she  was  too  ill  for  any  operative  interference.  Her 
condition  gradually  improved,  so  that  she  was  able  to  leave  the  hospi- 
tal in  February,  and  with  her  family  shortly  after  moved  to  this  city. 

She  says  that  her  purulent  discharge  from  the  uterus  continued 
and  during  March  she  consulted  other  physicians  for  its  relief. 

Her  condition  was  then  diagnosticated  by  one  as  pus  tubes; 
another  as  fibroid;  and  by  another  as  ruptured  tubal  pregnancy. 

She  came  to  me  early  in  May,  still  having  the  purulent  discharge 
from  the  vagina.  She  had  recovered  her  general  health,  had  gained 
in  weight,  but  on  occasion  suffered  from  severe  abdominal  pains. 
These  pains  occurred  mostly  at  night;  were  lancinating  in  character; 
were  referred  to  the  lower  abdomen,  sometimes  in  one  place  and  some- 
times in  another.  She  had  not  yet  had  a  return  of  her  normal 
monthly  flow.  No  blood  had  been  discharged  from  the  uterus  since 
late  in  December,  a  week  or  two  following  introduction  of  the  cathe- 
ter. Her  abdomen  was  distinctly  enlarged,  but  the  enlargement 
was  rather  diffuse.  No  well-defined  circumscribed  mass  could  be 
made  out  by  inspection  or  palpation.  But  on  vaginal  examination 
a  rather  unusual  observation  was  made.  A  mucopurulent  dis- 
charge was  in  evidence.  The  vaginal  wall  was  hot,  sodden  and  cya- 
notic. On  introducing  the  finger,  a  hard,  globular  body  was  imme- 
diately encountered,  just  above  the  perineum,  behind  the  posterior 
vaginal  wall,  pushing  it  forward,  as  seen  in  a  rectocele,  crowding 
the  cervix  so  far  upward  that  it  could  not  be  felt.  Allowing  the 
fingers  to  rest  quietly  on  this  body  for  a  while,  an  independent 
movement  of  the  same  was  felt  and  a  diagnosis  of  a  living  fetal 
head  outside  the  uterus  was  satisfactorily  established. 

The  conditions  were  explained  to  the  patient  and  she  was  placed 
in  a  hospital  for  rest  and  a  few  days  observation.  With  rest,  re- 
stricted diet  and  elimination  from  the  bowels,  the  abdominal  pains 
ceased,  and  she  became  much  improved  in  her  physical  well  being. 

At  the  end  of  two  weeks,  she  was  allowed  to  go  home,  where  we 
occasionally  observed  her  until  the  first  of  August  last,  when  she 
was  returned  to  the  hospital  and  prepared  for  a  laparotomy.  She 
then  had  the  physical  appearance  of  a  woman  at  the  full  period  of 
gestation.  And  as  near  as  we  could  estimate  this  was  about  the 
time  for  a  normal  delivery.  She  was  operated  on  the  morning  of 
the  sixth  of  August,  this  year. 

After  the  usual  preparation,  a  free  abdominal  incision  was  made, 
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extending  from  close  to  ensiform  to  the  symphysis.  Pulling  aside 
the  margins  of  the  incision,  a  very  unusual  picture  was  revealed.  A 
very  large  area  of  very  thin,  almost  transparent,  amniotic  sac  lay 
beneath  the  abdominal  wall,  through  which  could  plainly  be  seen 
the  body  of  the  fetus  in  vigorous  activity.  The  omentum  and  trans- 
verse colon  lay  covering  across  the  upper  zone  of  the  sac  to  which 
they  were  very  intimately  adherent. 

It  seemed  strange  that  the  adhesions  here  should  be  so  close  and 
intimate  while  there  were  none  at  all  between  amniotic  sac  and  the 
parietal  peritoneum  in  front.  It  seemed  that  nature  had  everywhere 
utilized  the  viscera  as  a  substitute  for  the  uterine  wall,  but  had  been 
scrupulously  careful  to  prevent  attachment  to  the  unstable  abdomi- 
nal wall  in  front. 

An  attempt  was  made  to  dissect  the  omentum  and  transverse 
colon  from  the  amniotic  sac,  but  the  fusion  between  these  substances 
was  so  close  that  rupture  of  the  sac  almost  immediately  took  place. 
Through  this  rent,  a  beautiful,  well-developed  and  well-nourished 
baby  girl  was  delivered,  crying  lustily.  The  cord  was  tied  and  cut 
and  attention  then  given  to  the  placenta  and  its  membranes.  The 
membrane  was  adherent  to  the  omentum,  transverse  colon,  coils 
of  intestines  and  mesentery. 

The  placenta,  which  was  very  large,  was  attached  to  the  mesentery 
of  the  sigmoid,  the  posterior  aspect  of  the  broad  ligament  and  the 
floor  of  the  pelvis.  Everywhere  the  vessels  coming  to  this  area 
were  enormously  enlarged,  many  of  the  venous  channels  in  the 
mesentery  and  the  broad  ligament  being  as  large  as  a  finger.  The 
fetal  head  had  been  resting  upon  that  portion  of  the  placenta 
covering  the  floor  of  the  pelvis,  and  when  it  was  removed,  a  very 
sharp  hemorrhage  of  bright  arterial  blood  took  place.  This  we 
temporarily  controlled  by  gauze  sponges  until  the  membranes  could 
be  dissected  from  their  previously  described  visceral  attachments. 
Having  freed  the  membranes  everywhere,  attention  was  next  given 
to  the  placenta  itself. 

The  thing  of  all  importance  now  was  the  control  of  hemorrhage. 
It  was  observed  that  the  least  disturbance  of  this  viscus  from  its 
attachment  would  be  attended  with  a  violent  flow  of  blood.  It  was 
evident  that  rapidity  of  action  would  be  needed  to  reduce  the  amount 
of  blood  to  be  lost.  We,  therefore,  quickly  lifted  that  portion  of  the 
placenta  attached  to  the  sigmoidal  mesentery,  together  with  the  sig- 
moid itself  outside  of  the  abdomen  by  traction,  and  acutely  angulated 
them  across  the  margin  of  the  abdominal  wound.  The  hemorrhage 
from  that  portion  of  the  placenta  remaining  attached  to  the  broad 
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ligament  was  controlled  by  direct  pressure  with  gauze  sponges. 
Beginning  at  the  upper  and  outer  margin  of  the  placenta,  which 
was  now  outside  of  the  abdomen,  we  rolled  it  loose  from  its  mesen- 
teric attachments  and  wherever  a  venous  sinus  was  encountered, 
clamps  were  successfully  applied. 

This  procedure  was  continued  until  the  placenta  was  entirely  re- 
moved from  the  mesentery.  Coming  now  to  the  management  of 
that  portion  attached  to  the  broad  ligament,  a  hysterectomy  was 
determined  upon  for  two  reasons :  first,  it  would  afford  a  better  and 
quicker  control  of  the  hemorrhage,  and,  second,  the  uterus  was  an 
infected  organ  and  therefore  might  militate  against  subsequent  re- 
covery. The  ovarian  vessels  were  quickly  ligated  on  the  left  side, 
and  the  left  ovary  with  the  uterus  were  quickly  removed  by  supra- 
vaginal amputation.  That  portion  of  the  cervix  left  remaining  was 
mopped  out  with  gauze  saturated  with  iodine.  The  round  ligaments 
were  sutured  into  the  stump,  which  we  were  able  to  cover  everywhere 
without  leaving  any  raw  surface. 

Now,  with  sutures  and  ligations  we  substituted  the  clamps 
upon  the  mesentery  of  the  sigmoid,  which  left  the  field  everywhere 
dry  and  free  from  raw  surfaces.  After  tying  off  the  appendix  the 
abdomen  was  closed  without  any  drainage. 

It  is  worthy  of  note  that  the  uterus  was  as  large  as  it  is  following 
a  normal  delivery.  In  other  words,  it  was  of  the  same  size  and 
character  as  if  we  had  been  doing  an  ordinary  Cesarean  section. 

This  patient  has  made  a  complete  and  uneventful  recovery. 
Milk  came  into  the  mother's  breasts  on  the  third  day,  and  she 
has  continued  to  nurse  the  baby  since,  which  shows  daily  gains 
in  weight.     Child  weighed  8  pounds  and  6  ounces  when  delivered. 

Newton-Claypool  Building. 


THE  ROLE  OF  CONGENITAL  COLONIC  MEMBRANES 
AS  A  CAUSATIVE  FACTOR  IN  DISEASE.* 

BY 
J.  P.  RUNYAN,  M.  D., 

Little  Rock,  Ark. 

We  owe  Sir  Arbuthnot  Lane  a  deep  debt  of  gratitude  for  his  con- 
tribution to  the  literature  of  intestinal  stasis.  We  are  equally 
indebted  to  Dr.  Jabez  N.  Jackson  for  his  contribution  to  the  subject 
of  membranous  pericolitis.  There  is  a  relation  between  the  two 
which  we  shall  observe  later. 

*  Read  at  the  Thirty-first  Annual  Meeting  of  the  American  Association  of 
Obstetricians  and  Gynecologists,  Detroit,  September  16-18,  191 8. 
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But  for  the  enthusiastic  and  emphatic  manner  in  which  Lane 
directed  the  attention  of  the  medical  profession  to  the  importance 
of  intestinal  stasis  as  a  causative  factor  in  disease,  I  doubt  if  we  should 
yet  be  alive  to  its  significance.  There  is  hardly  any  question  in  the 
mind  of  any  of  us,  but  that  one  of  the  cardinal  symptoms  among 
the  many  symptoms  to  be  met  in  the  treatment  of  diseases  peculiar 
to  the  female  sex,  is  obstinate  constipation.  Ever  since  I  began  the 
study  of  medicine,  I  have  heard  this  subject  discussed  without  much 
new  light  on  it  until  Lane  began  to  do  colectomy  for  its  relief. 

Colectomy  is  a  radical  operation  for  the  relief  of  intestinal  stasis, 
and  in  the  skilled  hands  of  Lane,  may  be  fairly  safe,  but  it  has  al- 
ways appeared  to  me  unjustifiable,  provided  a  simpler  and  safer 
operation  could  be  devised. 

A  discussion  of  this  subject,  in  the  form  of  a  symposium,  read 
before  the  clinical  congress  in  Philadelphia,  convinced  me  that  the 
consensus  of  opinion  of  American  surgeons  was  opposed  to  colectomy 
as  a  routine  for  intestinal  stasis.  No  matter  what  we  may  think 
of  the  advisability  or  unadvisability  of  doing  colectomy  for  its  re- 
lief, we  are  doubtless  agreed  that  intestinal  stasis  is  a  menace  to 
good  health,  and  that  we  should  endeavor  to  ascertain  the  underly- 
ing cause,  and  if  possible,  correct  it. 

If  our  premises  as  to  the  etiology  of  intestinal  stasis  be  well  founded, 
there  will  be  different  degrees  of  this  condition  in  different  individuals, 
which,  as  a  matter  of  fact,  we  find  to  be  the  case. 

Some  patients  suffer  to  such  a  slight  degree  that  it  is  questionable 
as  to  whether  they  should  be  subjected  to  operation,  while  others 
are  so  miserable  that  even  colectomy,  with  its  high  mortality, 
might  be  preferable  if  we  did  not  have  just  as  effective  treatment 
without  its  dangers  to  offer.  Moreover,  there  is  another  phase  of 
intestinal  stasis  for  which  I  may  be  pardoned  if  I  emphasize  it. 
If  not  corrected,  not  only  a  general  fecalemia  occurs,  but  colon 
bacillus  infections  in  various  organs  sometimes  manifest  themselves. 
In  this  class  of  patients,  we  see  great  numbers  of  cases  of  cystitis 
in  which  the  microscope  reveals  colon  bacillus  as  the  exciting  cause. 

Time  after  time,  we  have  seen  such  cases  promptly  clear  up 
following  an  operation  for  the  relief  of  intestinal  stasis  without  any 
special  treatment  directed  to  the  local  condition.  Essential  hema- 
turia, the  etiology  of  which  has  been  veiled  in  mystery,  likewise  clears 
up,  following  removol  of  the  colonic  membrane,  which  allows  the  big 
bowel  to  act  in  a  normal  way,  normal  peristalsis  developing,  thereby 
overcoming  the  intestinal  stasis,  which  may  have  existed  since 
childhood. 
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In  order  that  we  may  study  the  underlying  principle  of  what 
I  conceive  to  be  the  cause  of  nearly  all  cases  of  intestinal  stasis, 
and  which  forms  the  basis  for  the  surgical  procedure  intended  for 
the  relief  of  the  condition,  I  wish  to  refresh  your  memory  on  the  em- 
bryology of  the  big  bowel. 

There  are  two  fixed  points  in  the  rotation  around  the  superior 
mesenteric  artery  of  the  large  bowel  during  development;  namely, 
the  splenic  flexure  and  the  hepatic  flexure,  the  splenic  flexure  being 
formed  first,  the  hepatic  flexure  soon  thereafter. 

The  descent  of  the  cecum  during  the  fourth  fetal  month,  to  the 
right  iliac  fossa,  leaves  the  colon  attached  at  that  point.  It  is  during 
this  descent,  most  likely  the  formation  of  the  bands  occurs. 

The  cecum  in  its  descent  is  rotated  externally.  A  fusion  attach- 
ment betwen  the  visceral  and  parietal  layers  occurs,  thereby  fixing 
the  bowel  to  the  posterior  abdominal  wall.  The  mesocolon  becomes 
obliterated  and  forms  above  the  anterior  layer  of  the  renal  fascia. 

The  same  condition  obtains  on  the  left  side.  But  that  this  does 
not  always  occur,  is  evidenced  by  the  fact  that  we  find,  upon  opening 
the  abdomen  during  operation,  or  on  the  cadaver,  true  mesocolons 
of  some  degree  exist  in  about  25  per  cent,  of  all  individuals.  It 
is  found  more  frequently  on  the  right  side  than  on  the  left.  This 
mesocolon  becomes  separated  from  the  mesentery  of  the  small  bowel 
by  the  lateral  growth  of  the  body-wall  and  by  the  drawing  in  of 
the  posterior  mesogastrium  when  it  pouches  forward  to  form  the 
lesser  omental  bursa.  This  produces  the  angular  fold  of  peritoneum 
often  seen  connecting  the  cecum  and  small  bowel. 

In  the  incomplete  fusion  of  the  layers,  there  persists  the  indefinite 
membrane  which  holds  the  cecum  and  ascending  colon  and,  if 
strong  enough,  will  support  the  colon  and  cecum  until  developmental 
changes  occur.  If  not,  it  will  begin  to  be  taxed  more  and  more  from 
the  time  the  lower  abdomen  commences  to  expand,  which  usually 
is  about  the  twelfth  year. 

As  the  duties  and  activities  of  the  child  increase,  angulation  of  the 
bowel  becomes  more  marked  and  intestinal  stasis  occurs,  resulting 
in  symptoms  characteristic  of  the  condition. 

The  membrane  connecting  the  cortical  vessel  of  the  kidney  with 
those  of  the  cecum  and  ascending  colon  favors  absorption  of  poison- 
ous products  from  the  bowel,  and  quite  frequently  appears  to  be  the 
predisposing  cause  of  renal  disease. 

Acting  upon  the  hypothesis  that  intestinal  stasis  is  due  to  colonic 
membrane  formation  the  result  of  imperfect  embryological  develop- 
ment, which  membrane  causes  more  or  less  angulation  of  the  bowel, 
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we  began  dividing  or  removing  this  membrane,  after  the  manner 
of  Jabez  N.  Jackson,  with  most  gratifying  results. 

We  submit  this  procedure  as  a  splendid,  safe,  and  sane  substitute 
for  colectomy  in  the  treatment  of  intestinal  stasis,  and  an  oper- 
ation devoid  of  mortality  and  most  satisfactory  in  its  results. 

State  Bank  Building. 


REPORT    OF   A    CASE    OF   PANCREATIC    CYST   IN 

ASSOCIATION  WITH  TUBERCULAR  KIDNEY 

AND  INTESTINAL  COMPLICATIONS.* 

BY 
J.fE.  SADLIER,  M.  D.,  F.  A.  C.  S., 

Poughkeepsie,  N.  Y. 

Miss  M.  H.,  aged  thirty-nine.  Referred  by  Dr.  Bolton,  of  Beacon, 
N.  Y. 

The  patient  was  first  seen  at  her  home  on  June  24,  1917.  She 
was  suffering  from  what  seemed  to  be  at  that  time  a  very  definite 
acute  intestinal  obstruction,  the  symptoms  all  being  classical  and 
the  diagnosis  seemed  unquestioned.  The  obstruction,  which  was 
of  twenty-four  hours'  duration,  had  come  on  suddenly  and  was 
evidently  very  extreme. 

Inasmuch  as  two  years  previously  she  had  undergone  a  laparotomy 
at  which  time  the  uterus  and  adnexa,  as  well  as  the  appendix,  had 
been  removed,  it  was  considered  that  the  obstruction  was  due  to 
adhesions  which  had  developed. 

This  patient  had  also  been  under  the  care  of  a  surgeon  for  a  gen- 
eral enteroptosis,  yet  prior  to  twenty-four  hours  before  the  onset 
of  the  intestinal  obstruction  she  had  considered  herself  in  excellent 
health.  There  had  been  no  abdominal  symptoms  which  could  not 
be  relieved  by  the  wearing  of  an  abdominal  bandage.  Neither  had 
there  been  any  symptoms  referable  to  the  kidneys  and  apparently 
her  metabolism  was  good. 

Upon  June  25th,  the  abdominal  symptoms  suddenly  ceased.  The 
patient  had  a  large  evacuation  of  fecal  matter  and  gas  from  the 
bowels.  The  abdominal  distention  subsided  and  the  intestinal  ob- 
struction condition  was  apparently  at  an  end.  Upon  the  day  of 
this  fortunate  result  I  saw  the  patient  again  and  noted  that  while 
the  abdominal  condition  had  completely  subsided,  there  was  an 
evident  mass  in  the  region  of  the  left  kidney. 

For  the  purpose  of  careful  observation,  the  patient  was  removed 
to  my  hospital.  A  close  study  was  made  of  her  case,  lasting  through 
many  days,  including  a  cystoscopic  examination,  ureteral  catheter- 

*  Read  at  the  Thirty-first  Annual  Meeting  of  the  American  Association  of 
Obstetricians  and  Gynecologists,  Detroit,  September  16-18,  1018. 
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ization,  etc.,  all  of  which  helped  to  determine  the  fact  that  she  had 
a  tubercular  left  kidney.  The  strange  thing  about  the  matter 
though  was  the  fact  that  prior  to  the  onset  of  the  attack  of  abdominal 
obstruction  of  June  24th,  there  had  been  apparently  no  urinary 
symptoms.  Neither  were  there  any  symptoms  which  would  have 
led  one  to  suspect  such  condition  of  the  kidney  except  the  mass  in 
the  region  of  the  left  kidney  and  a  slight  increase  in  temperature. 
It  was  demonstrated  by  ureteral  catheterization  that  the  right 
kidney  was  perfectly  healthy. 

On  July  2,  191 7,  the  left  kidney  was  removed  by  operation.  The 
operation  was  made  extremely  difficult  by  reason  of  the  fact  that 
the  tubercular  process  in  the  kidney  had  ruptured  through  its  cap- 
sule and  a  perinephritis,  tubercular  in  character,  was  much  in  evi- 
dence. The  fat  about  the  kidney  was  infiltrated  with  pus,  there 
were  many  adhesions,  and  the  nephrectomy  was  most  difficult  to 
perform. 

During  the  course  of  the  operation — and  by  reason  of  the  diffi- 
culties encountered  in  removing  this  very  large  and  much  infected 
and  adherent  kidney — it  is  possible  that  the  descending  colon  was 
injured.  For  a  few  days  subsequent  to  the  operation  a  fecal  fistula 
became  established  through  the  kidney  wound,  or  it  is  possible  that 
a  gauze  tamponade  used  for  controlling  the  persistent  hemorrhage 
in  the  wound,  may  have  been  a  causative  factor  in  producing  this 
fecal  fistula. 

The  patient  rallied  nicely  from  the  operation  and,  in  spite  of  the 
fecal  discharge,  she  improved  to  a  certain  degree,  although  not  to 
the  point  we  desired. 

She  was  discharged  from  the  hospital  on  August  18,  191 7,  with  the 
fecal  fistula  still  in  evidence  and  requiring  the  attention  of  a  nurse. 
Prior  to  discharge  there  was  noted  a  small  tumor  above  the  umbilicus 
and  distinctly  to  the  left  of  the  median  line,  reaching  over  in  the 
neighborhood  of  the  splenic  flexure  of  the  colon.  We  were  suspicious 
that  this  had  something  to  do  with  the  colon,  and  that  it  represented 
a  tubercular  process  in  and  adjacent  to  the  fistulous  opening  in  the 
colon.  We  were  not  in  the  least  suspicious  at  the  onset  of  the  real 
cause  of  the  trouble. 

At  the  time  of  the  patient's  discharge  it  was  agreed  upon  that 
she  should  return  to  the  hospital  in  the  fall  and  have  the  fecal 
fistula  closed — if  in  the  meantime  it  did  not  close  spontaneously. 

The  pathological  report  of  the  removed  specimen  confirmed  abso- 
lutely the  diagnosis  of  tubercular  kidney  and  surrounding  tissues. 

After  returning  to  her  home  there  was  no  apparent  diminution  in 
the  amount  of  fecal  discharge. 

The  patient  remained  invalided,  not  so  much  by  reason  of  the 
fistulous  condition  as  by  a  somewhat  apparent  error  in  metabolism, 
for  she  neither  gained  in  weight  nor  strength  and  was  decidedly 
anemic  as  demonstrated  by  an  examination  of  her  blood. 

She  returned  to  the  hospital  on  November  3,  191 7,  in  scarcely 
better  condition  than  when  she  left,  and  with  the  fecal  fistula  still 
quite  in  evidence.     At  this  time  it  was  noticed  that  the  tumor  in 
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the  left  upper  quadrant  was  decidedly  larger,  easily  palpated,  and 
could  readily  be  seen,  bulging  upward  that  portion  of  the  abdomen. 
Our  first  suspicion  of  its  exact  nature  was  obtained  by  distending 
the  stomach  with  gas,  when  it  was  noted  that  the  mass  seemed  to 
lie  above  the  stomach,  as  is  frequently  the  location  of  pancreatic 
cyst.  Yet,  considering  that  this  patient  had  a  left  tubercular  kid- 
ney, with  involvement  of  the  surrounding  tissues,  for  which  a 
nephrectomy  had  been  required  and  as  a  result  of  this  operation 
she  had  a  fecal  fistula,  we  could  not  help  but  feel  that  there  was  an 
association  between  the  original  tubercular  infection,  the  fecal  fistula 
and  the  present  tumor.  Therefore,  the  second  operation,  performed 
on  November  7,  1917,  was  undertaken  without  any  definite  under- 
standing as  to  the  nature  of  the  tumor  in  the  upper  left  quadrant 
of  the  abdomen,  but  simply  with  the  prearranged  intention  of  sutur- 
ing, from  the  inside  of  the  abdomen,  the  opening  in  the  colon — which 
was  responsible  for  the  fecal  fistula — as  well  as  determining  the 
nature  of  the  aforesaid  tumor. 

An  upper  left  rectus  incision  was  made.  Upon  exposing  the  vis- 
cera, we  were  astounded  to  find  that  we  had  an  attachment  of  the 
ileum  to  about  the  center  of  the  transverse  colon,  which,  when 
liberated,  disclosed  to  us  the  fact  that  there  was  a  fecal  communica- 
tion between  this  loop  of  the  ileum  and  the  transverse  colon. 

It  now  became  apparent  to  us  why  this  patient  had  the  symptoms 
of  acute  intestinal  obstruction,  as  was  the  case  when  I  saw  her  first 
on  June  24th.  Evidently,  at  that  time,  there  had  been  an  acute 
obstruction  at  that  point  and  the  next  day  a  liberation  by  reason 
of  necrosis  and  fistulous  development  between  the  ileum  and  the 
transverse  colon. 

The  opening  in  both  ileum  and  colon  was  sutured.  We  then  dis- 
sected free  from  the  abdominal  parietes  the  descending  colon  at 
the  point  of  fistula.  We  found  it  perfectly  healthy  and  sutured  the 
opening  in  the  colon,  thereby  doing  away  with  the  fistula  into  the 
former  kidney  wound. 

We  then  turned  our  attention  to  the  globular  tumor  mass  in  the 
upper  abdomen,  lying  above  the  stomach  and  bulging  the  gastro- 
hepatic  omentum  upward.  The  mass  proved  to  be  a  pancreatic 
cyst,  about  the  size  of  a  large  grape  fruit.  It  had  a  good-sized  base, 
and  after  careful  palpation  of  its  outline  and  attachments,  we  deemed 
it  impossible  to  do  otherwise  than  to  drain  it.  So  after  a  careful 
suture  of  the  pancreatic  cyst  wall  to  the  parietal  peritoneum  the 
cyst  was  aspirated  and  incised,  liberating  about  a  pint  of  light  straw- 
colored  fluid,  which  upon  chemical  analysis  proved  to  be  pancreatic 
fluid. 

The  cavity  of  the  tumor  was  packed  with  gauze.  Rubber  tissue 
drains,  arranged  to  come  out  of  the  lower  end  of  the  wound,  were 
applied  in  the  abdomen  to  the  location  of  the  intestinal  suture. 
The  patient  rallied  nicely  from  the  operation,  but  for  about  two 
weeks  there  was  a  very  extensive  drainage  from  the  cyst  which  was 
very  excoriating  to  the  surrounding  surface.  The  drainage  gradu- 
ally lessened,  and  finally,  as  the  wound  healed,  it  ceased  altogether. 
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The  patient's  condition  steadily  improved  and  at  the  present  time 
all  evidence  of  defective  metabolism  is  absent.  She  has  gained  in 
weight  very  materially  and  is  now  strong  and  vigorous. 

My  object  in  reporting  this  case  is  largely  for  the  purpose  of 
demonstrating  the  number  of  varied  and  serious  conditions  that 
may  exist  in  one  who  had  considered  herself  in  good  health.  It  is 
true,  that  pancreatic  cysts  are  rare — this  being  the  very  first  one  it 
has  been  my  privilege  to  see — but  in  this  case  we  have  a  patient: 

i.  With  acute  intestinal  obstructive  symptoms,  which,  unques- 
tionably, resulted  in  a  natural  anastomosis  between  the  ileum  and 
the  transverse  colon,  thereby  overcoming  the  obstructive  symptoms. 

2.  We  have  a  condition  of  tubercular  nephritis,  with  extensive 
perinephritic  infection — operation  for  which  resulted  in  her  recovery 
from  the  tubercular  condition — and  also  the  unfortunate  establish- 
ment of  a  colonic  fistula  in  the  lumbar  region. 

3.  We  made  the  discovery  of  the  pancreatic  cyst  — a  complex 
condition  which  required  a  great  deal  of  careful  thought,  study  and 
work,  in  order,  finally,  to  bring  the  patient  to  her  present  condition 
of  good  health. 

295  Mill  Street. 


THE  RADICAL  TREATMENT  OF  CANCER  OF  THE  CERVIX 
BY  IGNIEXTIRPATION   (WERDER  OPERATION).* 

BY 
E.  A.  WEISS,  M.  D.,  F.  A.  C.  S., 

Pittsburgh,  Pa. 

Panhysterectomy  for  the  radical  removal  and  cure  of  cancer  of 
the  cervix  will  be  the  method  of  choice  until  some  other  method  has 
been  discovered.  Radium,  #-ray,  and  other  methods  of  treatment, 
while  valuable  adjuncts  to  surgery,  have  not  yet  solved  the  problem; 
meanwhile,  we  are  justified  in  directing  our  endeavors  toward  im- 
proving our  present  operative  results.  The  extended  pan-hyster- 
ectomy as  popularized  by  Wertheim  and  modified  to  some  extent 
by  others  has  come  to  be  regarded  the  classical  type  of  operation  in 
the  radical  removal  of  cervical  cancer.  In  this  connection  it  is 
only  fair  to  call  attention  to  the  fact  that  the  operation  popularly 
known  as  the  Wertheim  operation  was  performed  by  X.  O.  Werder 
of  Pittsburgh,  two  years  previous  to  Wertheim's  first  publication 

*  Read  at  the  Thirty-first  Annual  Meeting  of  the  American  Association  of 
Obstetricians  and  Gynecologists,  Detroit,  September  16-18,  1918. 
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on  the  subject.  Although  Wertheim  in  a  private  communication 
admitted  Werder's  priority  in  the  operation,  yet  he  has  never  pub- 
licly acknowledged  the  fact.  Werder's  article  appeared  in  the 
American  Journal  of  Obstetrics  in  March,  1898,  entitled  "A 
New  Operation  for  the  Radical  Treatment  of  Cancer  of  the  Uterus, 
Consisting  of  the  Removal  of  the  Uterus  and  Vagina  en  Masse  by 
the  Suprapubic  Method."  Wertheim  described "  practically  the 
same  operation  two  years  later  in  the  " Archiv  fiir  Gynakologie." 

While  this  procedure  is  generally  acknowledged  to  be  the  most 
extensive  operation  for  cancer  of  the  cervix,  the  immediate  mortality 
is  so  high,  and  the  technical  difficulties  are  so  great  that  only  the 
surgeon  with  the  widest  gynecological  experience  is  justified  in  under- 
taking the  operation.  Peterson  has  stated  the  matter  clearly  when 
he  said  that  every  one  who  has  performed  the  operation  realizes 
how  easy  it  is  to  dodge  the  issue  and  perform  what  Clark  has  well 
called  "makeshift"  operations.  Thus  choosing  the  easiest  way 
may  save  the  operator  a  primary  death,  but  it  just  as  surely  dooms 
the  patient  to  a  continuance  of  the  disease  and  ultimate  death  as 
did  the  old  vaginal  hysterectomy.  Such  a  hysterectomy  is  not  an 
extended  or  radical  operation  for  cancer  and  should  not  be  classed  as 
such.  If  it  is,  it  will  show  in  the  final  summing  up,  for,  if  the  patients 
are  kept  under  observation,  it  will  be  found  that  they  died  of  so- 
called  recurrences  which  in  reality  were  no  recurrences  at  all  since 
the  disease  was  not  removed;  therefore  such  operations  should  be 
tabulated  as  incomplete  or  abandoned,  because  of  the  great  and 
extensive  invasion  of  the  disease. 

A  review  of  the  literature,  and  a  careful  analysis  of  personal 
experience  with  the  Wertheim  operation,  prompts  the  conclusion 
that  while  it  is  an  admirable  procedure  and  has  saved  many  lives, 
yet  it  is  by  no  means  the  ideal  operation.  Among  some  of  the 
unsatisfactory  features  of  this  operation,  even  in  expert  hands,  are 
high  primary  mortality,  infection,  hemorrhage  and  prolonged  opera- 
tion with  resulting  shock,  and  more  particularly,  early  recurrence. 
To  meet  these  difficulties  and  objections,  Werder  abandoned  his 
radical  operation  of  1898,  and  in  1904,  he  revived  the  use  of  the 
cautery  and  electrothermic  clamp.  While  claiming  nothing  original, 
and  giving  full  credit  to  Byrne,  Skene,  Downes,  and  other  pioneers, 
he  applied  their  suggestions  and  methods  in  a  different  manner  and 
later  devised  the  operation  which  he  designates  as  the  igni-extirpa- 
tion  or  radical  cautery  operation  for  cancer  of  the  cervix.  At  the 
Third  Clinical  Congress  of  Surgeons  in  New  York  in  191 2,  he  de- 
scribed his  technic  and  results  in  detail(i) .     The  superior  advantages 
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of  employing  heat  in  treatment  of  cervical  cancer  has  been  repeatedly 
brought  to  our  attention  in  this  country  by  Byrne,  Percy,  Bolt, 
Dickinson,  and  Werder,  and  while  the  views  expressed  by  these 
authors  are  not  always  in  accord,  most  of  them  agree  that  far  better 
results  are  obtained  by  the  employment  of  heat  in  treating  cervical 
cancer  than  by  any  other  operative  method. 

The  results  obtained  by  Werder  in  this  procedure  during  a  period 
of  twelve  years  have  been  analyzed  by  him(2)  showing  eighty-seven 
cases  operated,  with  five  deaths,  or  a  mortality  of  5.7  per  cent.  In 
fifty-nine  cases  the  operation  dates  back  five  years  or  longer;  of  these 
twenty-seven  have  survived  the  five-year  period,  or  45.76  per  cent. 
The  writer  has  performed  the  same  operation  thirty-four  times  with 
two  deaths,  or  a  mortality  of  5.9  per  cent.  Grouping  both  series 
(as  practically  the  same  technic  was  followed)  there  are  121  cases 
with  an  operative  mortality  of  5.8  per  cent.  Jacobson's  (3) 
analysis  of  the  Wertheim  operation  shows  Wertheim's  own  operative 
mortality  of  16.6  per  cent,  and  53.3  per  cent,  of  the  5-year  cure. 
Available  statistics  of  ten  different  American  operators,  using  the 
Wertheim  technic,  show  a  total  of  566  operations  with  a  primary 
mortality  of  23.11  per  cent.,  and  a  mortality  of  the  5-year  cure  of 
25.44  per  cent. 

Sampson (4)  who  employed  a  modified  Wertheim  operation  in  forty 
cases,  has  an  operative  mortality  of  15.5  per  cent,  and  Peterson, 
in  a  careful  analysis  of  his  own  results,  reports  a  mortality  of  29 
per  cent.  While  these  figures  are  significant  and  are  decidedly 
in  favor  of  the  Werder  procedure,  actual  figures  mean  very  little 
without  an  intimate  knowledge  of  the  cases  analyzed.  So  many 
factors  determine  operability  that  it  would  be  manifestly  unfair  to 
make  mortality  or  even  morbidity  the  index  of  what  constitutes  the 
best  operation  for  cervical  cancer.  It  is  well  known  that  squamous- 
cell  carcinoma  is  a  far  more  favorable  type  than  cylindrical  types. 
The  difference  is  so  great  that  some  authorities  do  not  hesitate  to 
state  that  carcinoma  of  the  canal  is  practically  certain  to  recur 
regardless  of  the  type  of  operation  performed.  The  age  of  the 
patient  is  likewise  an  important  factor.  It  is  universally  admitted 
that  cervical  cancer  in  a  young  woman  is  far  more  rapid  in  its  de- 
velopment, and  more  prone  to  recur,  than  in  a  patient  who  has 
passed  the  menopause.  The  clinical  diagnosis  is  a  comparatively  easy 
matter  in  most  cases  when  the  patient  seeks  relief  but  for  statistical 
purposes,  every  diagnosis  should  be  verified  by  a  complete  micro- 
scopical examination  before  it  is  so  tabulated. 

In  performing  the  extended  panhysterectomy  by  the  ordinary 
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method,  it  has  been  frequently  observed  that  recurrences  appeared 
at  the  site  of  the  vaginal  scar  notwithstanding  the  fact  that  wide 
dissection  had  been  made  and  an  apparently  healthy  zone  of  tissue 
removed  with  the  growth.  Such  recurrences  were  doubtless  due 
either  to  incomplete  removal  or  to  direct  implantation,  just  as 
remote  occurrences  are  attributable  to  extension  through  vascular 
and  lymph  channels.  This  observation  demonstrates  the  fact  that 
it  is  a  practical  impossibility  to  prevent  autogenous  implantation 
when  removing  cancerous  tissue  in  the  usual  operative  manner. 
In  order  to  avoid  engrafting  cancer  cells  on  the  healthy  surrounding 
tissues  the  substitution  of  the  cautery  for  the  knife  and  scissors  has 
been  of  the  greatest  value.  The  slow  careful  application  of  the 
cautery  knife,  either  the  Downes  or  Percy  pattern,  in  the  preliminary 
dissection  and  circumcision  of  the  vagina  beyond  the  cancer  zone  has 
given  the  greatest  satisfaction.  In  some  of  the  so-called  border-line 
cases  where  complete  cautery  removal  was  done  and  where  it  was 
later  discovered  that  the  disease  had  involved  the  lymphatic  system 
with  remote  metastasis,  recurrence  did  not  appear  in  the  vaginal 
wound,  and  at  the  postmortem  it  was  free  from  any  evidence  of 
cancer,  thus  demonstrating  the  value  of  the  cautery  in  preventing 
local  recurrence  by  its  destructive  and  inhibiting  effect  on  the  cancer 
areas. 

Dissemination  of  cancer  and  recurrences  are  favored  by  trauma  or 
irritation  inflicted  either  by  the  knife,  curet,  or  by  direct  manipula- 
tion on  the  cancerous  growth.  It  is,  therefore,  considered  by  some 
authorities  questionable  surgery  to  perform  the  time-honored  diag- 
nostic cureting  or  even  to  remove  a  piece  of  suspected  tissue  with  a 
knife  for  microscopical  examination  without  being  prepared  to 
proceed  at  once  with  radical  removal  if  the  diagnosis  is  positive. 
The  excision  for  diagnosis  can  be  easily  and  painlessly  done  with 
the  cautery  and  the  likelihood  of  the  dissemination  of  the  cancer 
cells  is  obviated.  It  must  be  admitted  that  a  section  removed  by  a 
cautery  may  be  distorted  somewhat  by  the  heat  and,  therefore, 
may  not  be  so  satisfactory  for  microscopical  study.  For  this  reason 
it  is  more  advisable  to  excise  a  section  with  a  knife  and  then  cauterize 
the  denuded  area.  Too  much  emphasis  cannot  be  made  on  the 
importance  of  avoiding  manipulation  of  the  cancerous  growth  either 
before  or  during  operation. 

Vascularity  in  carcinomatous  areas  is  always  pronounced  and 
hemostasis  in  the  radical  operation  is  of  vital  importance.  A 
comparison  of  a  series  of  cases  by  the  Wertheim  technic  and  an 
equal  number  of  the  cautery  technic  is  so  much  in  favor  of  the  latter 
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method  that  its  advantages  must  appeal  to  any  surgeon.  Not  only 
capillary  bleeding  but  large  vaginal  and  pelvic  vessels,  such  as  the 
uterine,  are  easily  controlled  by  the  cautery.  As  has  been  pointed 
out  repeatedly  by  Percy,  Byrne,  and  others,  hemostasis  is  obtained 
only  by  applying  the  cautery  at  a  dull  red  heat,  as  high  degrees  of 
heat  will  frequently  result  in  only  temporary  hemostasis,  and 
repeated  bleeding  may  occur. 

In  the  abdominal  portion  of  the  operation,  the  substitution  of 
Downes'  electrothermic  angiotribe  for  the  ligature  and  knife  is  a 
most  important  part  of  the  Werder  technic.  Not  only  are  all  the 
large  vessels  controlled,  but  the  ordinary  bleeding  is  reduced  to  a 
minimum.  Implantation  of  cancer  by  the  cutting  needle  is  avoided, 
and  the  rich  lymph  channels  of  the  parametrium  are  most  effect- 
ively sealed  by  the  heated  clamps.  The  absence  of  bleeding  is  a 
great  factor  in  the  prevention  of  shock,  a  complication  which  is 
quite  common  in  other  types  of  radical  operation.  In  our  entire 
series  of  121  radical  cases,  shock  of  severe  or  moderate  type  was 
present  only  in  six  cases,  and  these  were  border-line  or  advanced 
cases  where  the  invasion  of  the  disease  rendered  the  operation 
technically  difficult. 

Sepsis  has  always  been  a  dominating  factor  in  the  abdominal  route 
of  treating  cervical  cancer,  but  by  igni-extirpation  we  have  been 
able  to  reduce  infection  to  a  minimum.  In  a  review  of  the  cases 
of  uterine  cancer  operated  at  the  Mayo  clinic,  Balfour(5)  states 
"  that  in  considering  cancer  in  any  other  part  of  the  body,  secondary 
infection  is  an  important  factor  in  the  spread  of  the  disease,  and  con- 
sequently in  the  immediate  and  end  results  of  the  operation.  Malig- 
nant disease  of  the  cervix  is  a  good  example  of  this  septic  type  of 
cancer.  The  infection  as  shown  by  Rosenow  is  usually  streptococcic, 
and  any  surgical  measure  which  does  not  at  the  same  time  sterilize 
the  growth  and  the  surrounding  tissue  is  open  to  serious  objection. 
A  study  of  the  results  following  the  older  types  of  operation  for 
cancer  in  any  septic  situation  shows  a  high  relative  mortality  from 
the  disease,  depending  as  much  on  the  degree  of  infection  as  on  any 
other  factor,  and  herein  lies  the  justification  for  the  clinical  belief  in 
the  use  of  the  actual  cautery."  In  our  earlier  series,  vaginal 
drainage  was  always  instituted  as  a  prophylactic  measure  against 
infection,  but  in  our  later  series,  drainage  has  been  dispensed  with, 
except  for  some  special  reason.  It  has  been  noted  by  other  operators 
that  pelvic  gauze  drainage  has  been  the  cause  of  later  ureteral  leakage 
and,  therefore,  its  use  should  be  avoided  if  possible.  However,  if 
the  ureter  has  been  knowingly  damaged  during  the  operation  and 
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satisfactory  repair  uncertain,  it  is  deemed  wise  to  provide  egress 
for  possible  leakage,  by  means  of  a  rubber  tube  or  tissue  drain,  into 
the  vagina,  otherwise  the  abdominal  leakage  may  result  fatally. 

The  technic  of  the  operation  as  described  by  Werder  in  his  original 
paper  has  been  adhered  to  by  him  and  the  writer  with  only  a  few 
modifications  sin  the  121  cases  reported.  In  six  other  cases  where 
the  clinical  picture  strongly  suggested  cancer,  the  radical  procedure 
was  performed,  but  as  subsequent  laboratory  findings  were  non- 
malignant  they  have  not  been  included  in  the  report.  In  patients 
with  unusually  fat  abdominal  walls,  or  handicapped  otherwise,  and 
in  whom  abdominal  section  with  prolonged  peritoneal  exposure 
would  be  a  more  serious  factor,  the  extirpation  has  been  done 
entirely  through  the  vagina;  but,  wherever  possible,  the  vagino- 
abdominal route  is  our  choice. 

The  first  step,  or  vaginal  portion  of  the  combined  operation,  has 
been  modified  to  some  extent  in  recent  years.  As  has  been  stated, 
the  cancer  mass  proper  should  be  manipulated  as  little  as  possible 
and,  therefore,  the  preliminary  curetment  of  the  necrotic  cancer 
has  been  dispensed  with.  In  order  to  bring  the  cancerous  cervix 
down  as  far  as  the  fixation  permits,  an  expanding  double  tenaculum 
forceps  is  introduced  as  far  as  possible  into  the  canal  of  the  cervix 
and  constant  traction  is  made.  Care  must  be  observed  to  avoid 
damaging  the  bladder,  and  for  this  reason,  a  sound  is  carefully  in- 
troduced into  that  organ  and  its  lower  attachment  to  the  cervix 
carefully  determined  and  verified  during  the  subsequent  procedure. 
By  means  of  the  Downes'  cautery  knife  or  Percy  flat  blade  heated 
to  a  dull  cherry  red,  the  cervix  is  circumcised  as  far  out  from  the 
cancer  area  as  possible,  care  being  taken  to  protect  the  labia  and 
bladder  from  the  heated  instruments  by  the  judicious  use  of  re- 
tractors. Attempts  to  hasten  the  amputation  of  the  cervix  by  apply- 
ing the  cautery  knife  at  a  bright  red  heat  will  result  in  bleeding  and 
thus  defeat  one  of  the  principal  objects  of  the  operation.  The 
question  whether  high  or  low  degrees  of  heat  are  to  be  preferred  in 
destroying  cancer  cells  is  a  disputed  point  in  some  quarters (6), 
but  our  own  experience  is  that  the  low  degree  of  heat,  while  longer 
in  application,  is  far  more  satisfactory.  After  completely  separating 
a  wide  vaginal  cuff  with  the  cautery  knife,  the  dissection  of  the 
bladder  is  continued  with  gauze  wrapped  about  the  finger.  A  high 
amputation  of  the  cervix  is  performed  with  the  cautery  at  a  very 
low  heat.  The  cancerous  cervix  is  thus  removed  bloodlessly  and 
with  no  likelihood  of  cancer  implantation.  Frequently,  the  uterine 
arteries  are  encountered,  but  rarely  require  ligating  if  low  heat  is 


782  weiss:  treatment  of  cancer  of  the  cervix 

employed.  It  has  been  found  advantageous  in  many  cases  to  enter 
the  peritoneal  cavity  anteriorly  and  posteriorly  to  render  the 
subsequent  abdominal  portion  of  the  operation  easy.  The  sound 
or  catheter  is  again  introduced  into  the  bladder  to  ascertain  its 
condition. 

The  patient  is  then  placed  in  the  Trendelenburg  position  and, 
after  the  usual  abdominal  preparation,  a  long  median  incision  from 
umbilicus  to  the  pubes  is  made.  Exploration  of  the  upper  and 
lower  abdomen  is  always  advisable  in  order  to  determine  the  condi- 
tion of  the  other  viscera  and  at  the  same  time  to  search  for  possible 
metastases.  As  the  vaginal  amputation  of  the  cancerous  area 
removes  the  danger  of  infection  from  that  tract,  no  extensive  or 
unusual  protection  of  the  peritoneum  and  intestines  is  indicated 
other  than  as  in  the  ordinary  abdominal  section. 

Careful  palpation  of  the  perimetric  tissues  and  glands  is  made 
before  proceeding  with  the  operation.  Mere  thickening  of  the 
tissues  and  even  glandular  enlargement  may  be  simply  inflamma- 
tory, hence  good  surgical  judgment  must  be  exercised  at  this  time 
before  the  patient  is  abandoned  to  the  fate  of  a  simple  hysterectomy. 
If  the  case  is  of  the  border-line  type,  and  if  the  patient  is  a  good  or 
even  a  fair  surgical  risk,  it  is  our  belief  that  complete  extirpation 
should  be  done.  The  attending  risk,  while  sometimes  great,  seems 
justified  in  view  of  the  fact  that  the  patient  is  otherwise  doomed. 
Fixation  and  thickening  of  the  parametria  due  to  cancerous  invasion 
can  usually  be  determined  before  the  abdomen  is  opened,  and  if 
the  disease  seems  too  far  advanced  for  radical  removal,  high  cautery 
amputation  as  described,  or  thorough  cauterization  of  the  cancerous 
area  is  done  with  little  or  no  risk.  Occasionally  we  are  surprised, 
on  examining  the  patient  a  few  days  after  amputation  or  even 
cauterization,  to  find  the  tissues  of  the  parametria  apparently  free, 
so  that  the  second  or  abdominal  step  of  the  operation  is  justified. 
In  spite  of  the  optimistic  position  that  Percy  has  taken  in  regard 
to  his  technic,  we  believe  that,  after  much  experience,  equally  good 
results  are  obtained  in  the  border-line  or  advanced  cases  by  careful 
vaginal  amputation  of  the  cervix  and  thorough  cauterization  with- 
out subjecting  the  handicapped  patient  to  the  dangers  and  slow 
convalescence  incident  to  opening  of  the  abdomen. 

Having  definitely  decided  to  perform  radical  abdominal  removal, 
the  uterus  is  grasped  at  the  fundus  with  a  tenaculum  or,  what  is 
more  satisfactory,  a  clamp  at  each  cornu  along  the  side  of  the 
uterus.  The  assistant  now  makes  traction  drawing  the  uterus  to 
one  side  as  far  as  possible,  thus  putting  the  broad  ligaments  and 
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cervical  attachments  on  stretch.  The  electrothermic  clamp, 
devised  by  Downes,  is  applied  to  the  infundibulopelvic  and  round 
ligaments,  and  the  projecting  shield  applied  over  the  clamp  to 
prevent  heating  or  burning  other  adjacent  tissues.  As  cancer  rarely, 
if  ever,  invades  the  upper  part  of  the  broad  ligaments  in  early  cancer 
of  the  cervix,  the  tissues  mentioned  may  be  ligated  as  in  ordinary 
cophorectomy  in  order  to  save  time.  The  testing  of  the  instru- 
ments before  the  operation  and  careful  lubrication  of  the  blades  with 
sterile  olive  oil  immediately  before  each  application  is  important. 

After  the  ovarian  arteries  and  round  ligaments  have  been  dis- 
posed of  and  the  broad  ligaments  opened,  the  greatest  care  must  be 
observed  in  the  exposure  and  dissection  of  the  base  of  the  broad 
ligaments.  The  advantage  of  having  entered  the  peritoneum 
anterior  and  posterior  to  the  cervix  by  the  cautery  and  gauze  dis- 
section during  the  vaginal  step  of  the  operation  is  now  apparent. 
The  broad  ligaments  and  parametria  are  thus  rendered  easy  to 
manipulate  from  below  and  the  dissection  and  exposure  of  the 
vessels  and  ureters  can  and  should  be  done  with  gauze  and  tissue 
forceps  without  the  use  of  a  knife  which  may  implant  cancer  cells 
into  healthy  tissue.  The  bladder  is  next  retracted  high  under  the 
symphysis  and  the  ureters  pushed  aside,  after  which  the  electro- 
thermic  clamp,  preferably  with  a  slight  curve,  is  applied  to  the 
parametrium  as  far  distant  from  the  cervix  as  possible.  The  tip 
of  the  forceps  enters  the  vagina  thus  including  the  uterine  vessels 
as  well  as  the  rich  plexus  of  veins  distal  to  them.  As  the  clamp  is 
applied  the  assistant  draws  the  entire  uterus  to  the  opposite  side  to 
furnish  good  exposure  and  to  make  the  parametrium  and  sacro- 
uterine ligament  tense.  In  obese  patients  the  deep  clamps  are 
sometimes  of  necessity  applied  by  guidance  of  the  hand  placed  deep 
in  the  pelvis  rather  than  by  sight. 

Injury  to  the  ureters,  bladder,  and  rectum  by  the  heated  clamps  is 
avoided  in  the  manner  described,  and  they  are  further  protected 
by  applying  the  metal  shield  which  fits  snugly  over  the  clamp 
without  damaging  the  tissues  beyond  it.  As  an  additional  safe- 
guard, moist  gauze  or  pads  should  be  placed  carefully  around  the 
clamp  before  the  current  is  applied.  In  our  earlier  cases  injury 
to  the  bladder  or  ureter  occurred  in  six  instances  due  to  neglect  of 
these  precautions.  The  current  should  be  applied  to  the  closed 
clamp  long  enough  to  "bake"  the  tissues  included  so  that  a  thin 
crisp  white  ribbon  is  obtained  when  the  clamp  is  removed.  Ninety 
to  one  hundred  and  ten  seconds  are  generally  required  for  the  baking, 
the  timejdepending  on  the  thickness  of  the  tissues  included.     The 
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resulting  ribbon  is  cut  near  its  inner  edge  with  scissors  leaving 
practically  all  of  it  attached  in  the  pelvis.  This  ribbon  does  not 
slough  as  is  generally  supposed,  but  shrinks  toward  the  pelvic  wall 
with  less  contraction  and  distortion  than  if  ligated  and  cut  in  the 
usual  manner. 

The  procedure  of  clamping  and  baking  the  ligaments  and  parame- 
tria is  repeated  on  the  opposite  side,  the  uterus  is  removed,  and,  if 
the  technic  has  been  good,  little  or  no  blood  is  lost.  As  a  general 
thing  no  ligatures  or  sutures  are  required  for  the  entire  extirpation. 
The  cauterized  stumps  of  the  vagina  anteriorly  and  posteriorly  are 
next  inverted  into  the  vagina  by  a  continuous  catgut  suture.  The 
bladder  peritoneum  is  now  sutured  to  the  deep  posterior  cul-de-sac 
peritoneum  as  in  panhysterectomy  and  the  pelvis  closed  without 
drainage,  unless  specially  indicated.  The  question  of  the  removal  of 
palpable  glands  is  still  a  mooted  one.  There  is  no  doubt  that  the 
complete  dissection  of  all  the  pelvic  glands  whether  inflammatory 
or  carcinomatous  adds  greatly  to  the  operative  risk.  Werder,  and 
others,  believe  that  the  adjacent  glands  may  contain  some  elements 
not  only  resistant  to  cancer  invasion,  but,  also,  under  certain 
conditions,  destructive  to  the  cancer  cells;  and  that,  therefore,  the 
dissection  and  removal  of  all  regional  glands  is  of  questionable  value. 

If  no  unusual  complications  have  been  encountered,  the  con- 
valescence is  usually  remarkably  smooth.  In  a  great  majority  of 
the  cases  there  has  been  even  less  than  the  usual  amount  of  post- 
operative pain  and  discomfort,  a  fact  which  we  cannot  satisfactorily 
explain  other  than  by  the  biological  action  and  morphological  effect 
of  heat.  The  group  of  cases  analyzed  in  this  report  includes  only 
operative  carcinoma  of  the  cervix  that  were  positive  clinically  and 
microscopically,  during  a  period  of  twelve  years,  from  September, 
1905,  to  September,  1917.  The  results,  while  not  brilliant,  have 
been  found  more  satisfactory  to  us  than  the  operative  procedures 
adopted  heretofore. 

Conclusion. — Igniextirpation  for  the  radical  cure  of  cancer  of  the 
cervix  by  the  Werder  method  has  the  following  advantages:  Low 
primary  operative  mortality,  absence  of  shock,  diminished  infection, 
complete  hemostasis,  less  pain,  smooth  convalescence,  and  higher 
percentage  of  permanent  cures. 

Jenkins  Building. 
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Child-bearing  is  a  physiologic  process.  For  any  deviation 
from  the  normal  we  find  an  explanation  in  a  pathologic  condition 
of  father  or  mother.  The  growing  fetus,  through  its  automatic 
cardiovascular  system,  controls  its  own  metabolism — intake  and 
output — with  such  accuracy  that  the  average  mother  is  not  con- 
scious of  its  presence  until  active  movements  become  so  vigorous 
that  they  cannot  escape  her  attention.  Nausea  and  vomiting, 
serous  or  bloody  discharges,  palpitations  or  depressions,  and  mental 
disturbances  are  symptoms  pointing  to  definite  pathologic  disturb- 
ances whose  earliest  recognition  is  the  chief  aim  of  prenatal  care. 

The  prognosis  for  a  successful  delivery  ought  to  be  as  favorable 
for  an  older  as  for  a  young  primipara,  if  it  were  not  for  the  infections 
to  which  the  older  woman  has  fallen  victim  during  the  delayed  pre- 
nuptial  period.  While  disturbed  metabolism  manifests  itself  to 
patient  and  physician  through  dizziness,  nausea,  and  mental  de- 
rangement, affections  of  the  cardiovascular  system  may  be  present 
without  causing  more  discomfort  than  a  slight  dyspnea. 

Many  patients  learn  that  their  hearts  are  defective,  through  the 
routine  examination,  when  consulting  the  physicians  as  prospective 
mothers.  The  physician  himself  will  frequently  be  surprised  to 
find  loud  murmurs  and  other  signs  of  cardiac  involvement  in  patients 
whom  he  had  considered  absolutely  sound. 

Is  this  disturbance  of  recent  origin,  or  is  it  an  aggravation  of  an 
old  lesion?  This  is  the  question  that  we  have  to  answer.  The 
prognosis  for  a  safe  delivery  and  perfect  involution  depends  largely 
on  this  point. 

*  Read  at  the  Thirty-first  Annual  Meeting  of  the  American  Association  of 
Obstetricians  and  Gynecologists,  Detroit,  September  16-18,  1918. 
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Care  in  the  taking  of  the  anamnesis,  therefore,  is  of  the  utmost 
importance.  Barring  the  sporadic  cases  of  congenital  heart  affec- 
tions, which  by  their  severity  impress  themselves  on  the  observer, 
chronic  heart  lesions  have  their  origin  in  infectious  diseases.  Our 
views  at  present  hold  the  streptococcus  invasions  of  nasopharynx 
and  teeth  mainly  responsible;  therefore,  why  not  quarantine  against 
the  common  every-day  variety  of  colds?  Laziness  is  not  a  bad 
habit.  Laziness  is  a  symptom  of  disease,  most  often  due  to  anemia 
or  poor  circulation.  The  adolescent  girl  who  prefers  her  books  and 
needlework  to  the  frolics  of  her  age  must  arouse  our  suspicion. 
The  blond-haired  woman,  with  a  complexion  like  milk  and  roses, 
with  the  rounded  form  of  excessive  adiposity  and  the  ever-smiling 
countenance,  is  the  type  of  chronic  myocarditis,  eventually  mitral 
leak;  her  sluggish  metabolism  makes  her  an  easy  victim  to  toxemias, 
and  her  poor  circulation  to  postpartum  hemorrhages. 

Of  particular  anamnesic  importance  is  the  character  of  the  menses. 
The  passive  congestion  of  the  abdominal  organs  will  lead  to  pro- 
fuse, prolonged,  and  dark-colored  discharges;  the  number  of  days  is 
frequently  extended  to  seven  or  nine,  and  the  number  of  napkins 
wasted  to  ten  or  twelve  per  diem;  the  patient  has  hardly  time  to 
recover  from  one  period  to  the  next.  Ergot  is  of  no  avail;  but  the 
use  of  digitalis  will  certify  to  the  correctness  of  the  diagnosis. 

Previous  deliveries  may  have  caused  an  aggravation  of  cardiac 
affections  which  are,  so  far,  mild;  through  the  concomitant  puerperal 
infections  they  may  have  given  rise  to  acute  involvement  of  the 
heart.  When  a  woman  complains  of  never  having  regained  her 
usual  strength  and  vitality  after  labor,  a  myocardial  weakening 
must  be  suspected,  a  very  serious  prognostic  point  for  subsequent 
pregnancies. 

As  a  source  of  constant  discharge  of  septic  material  into  the 
system,  pyelitis,  due  to  catheterization  or  directly  to  puerperal 
infection,  certainly  rivals  dental  or  tonsillar  abscesses.  As  the 
frequent  occurrence  of  pyelitis  is  now  being  recognized  more  and 
more,  the  draining  of  the  pelvis  of  the  kidneys  by  catheterization, 
competes  in  popularity  with  tonsillectomy  and  the  extraction  of 
teeth. 

Naturally,  we  think  first  of  anatomic  changes  that  have  taken 
place  under  the  influence  of  bacterial  invasion  when  we  find  loud 
murmurs,  arrhythmia  and  lack  of  tone  on  examining  a  heart.  But 
the  extra  amount  of  work  imposed  upon  the  pregnant  woman's 
heart  affords  a  sufficient  explanation  for  the  frequent  occurrence  of 
purely   functional   disturbances.     Particularly   during   the   second 
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and  third,  and  then  again  during  the  ninth  (lunar)  month,  the 
encroachment  of  the  uterus  on  the  intestine  will  lead  to  inflation 
of  the  colon  and  pressing  upward  of  the  diaphragm,  the  right  heart 
suffering  especially,  with  dyspnea  and  cyanosis  as  symptoms  as 
well  as  soft,  blurring  murmurs  over  the  base.  We  miss,  however, 
the  accentuation  of  the  second  pulmonic  sound,  indicating  a  per- 
manent change  in  the  muscles  of  the  heart.  These  functional 
murmurs  increase  and  decrease  during  the  progress  of  the  preg- 
nancy, sometimes  disappearing  altogether  for  a  long  period.  The 
greatest  difficulty  in  differentiating  between  definite  changes  and 
conditions  of  a  purely  passing  character  is  experienced  in  acute 
infectious  diseases,  where  the  by-products  of  bacterial  fife  cause 
a  temporary  poisoning  of  the  muscles  of  the  heart,  with  all  the 
outward  symptoms  of  an  acute  myocarditis  and  endocarditis. 
As  the  concomitant  hyperpyrexia  may  lead  to  the  death  of  the 
fetus,  a  true  puerperal  sepsis  may  be  superimposed  upon  the  original 
myocardial  insufficiency;  and  a  virulent  endo-  and  myocarditis 
develop.  Otherwise  the  murmurs,  cyanosis  and  dyspnea  gradually 
disappear  with  the  relief  of  the  infection,  leaving  behind,  however,  a 
marked  sense  of  fatigue  and  depression. 

The  same  condition  has  been  found  repeatedly  in  cases  of  toxemia 
in  pregnancy,  where  with  the  increase  of  albumin  and  blood  pressure, 
dyspnea,  cyanosis,  enlargement  of  the  heart  to  the  right  and  loud 
basal  murmurs  were  observed.  In  a  recent  case  the  diagnosis  of  an 
aortic  insufficiency  complicating  a  mitral  leak  and  stenosis  played 
a  prominent  part  in  the  prognosis  of  an  eclamptic  patient;  the  return 
to  the  norm  included  the  disappearance  of  all  the  cardiac  symptoms 
observed.  The  anamnesis  in  this  instance  did  not  bring  out  any 
previous  circulatory  disturbance.  The  products  of  an  insufficient 
catabolism  of  purin  bodies  must  have  the  same  influence  on  the 
myocardium  as  the  fife  products  of  infectious  germs.  Or  are  the 
toxins  of  pregnancy  of  bacterial  origin?  In  the  same  category  of 
cases  we  must  rank  the  syndrome  of  hyperthyroidism,  with  its 
most  prominent  symptom,  the  tachycardia.  As  a  parenchy- 
matous enlargement  of  the  thyroid  gland  is  a  physiologic  occurrence 
in  pregnancy,  the  difficulty  of  diagnosis  increases  when  we  consider 
the  nervous  strain  to  which  so  many  of  our  patients  are  exposed 
through  the  novelty  of  expectant  motherhood. 

The  circulatory  disturbances  discussed  so  far  have  hardly  a  direct 
influence  on  the  development  of  the  child;  nor  do  they  offer  any 
serious  problem  in  labor  or  during  the  puerperium.  True  cardiac 
affections  with  anatomic  changes  involving  the  myocardium  or  the 
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function  of  the  valvular  apparatus  must  be  taken  very  seriously. 
For  the  obstetrician,  the  paramount  question  is  rather  the  ability  of 
the  heart  to  perform  the  work  imposed  upon  it,  than  the  making 
of  an  accurate  diagnosis  of  the  existing  lesion. 

It  is  more  important  to  recognize  a  myocardial  weakness  than  to 
localize  the  single  lesions  of  multiple  valvular  affections. 

In  cardiopathies  we  cannot  draw  a  line  of  demarcation  between 
endocarditis  and  myocarditis.  The  endocardial  lesions  form  but 
the  permanent  results  of  the  underlying  infections.  The  heart  as  a 
whole  adapts  itself  to  the  newly  created  mechanical  conditions  by  the 
process  known  as  compensation.  On  the  amount  of  compensation 
achieved  and  maintained  depends  the  functional  capacity  of  a  heart. 

Compensation,  however,  is  a  relative  condition,  governed  by  the 
amount  of  work  to  be  met  by  the  cardiovascular  system.  A  care- 
ful examination  of  a  primigravida  may  show  a  heart  in  perfect  work- 
ing order,  although  the  anamnesis  reveals  repeated  attacks  of  in- 
fectious diseases.  Here  the  main  point  to  be  cleared  up  is  whether 
any  of  those  infectious  affections  involved  the  heart  and  whether  there 
is  a  history  of  a  breaking  down  of  compensation  under  effort. 

We  do  not  accept  the  results  of  auscultation  as  final  in  the  diagno- 
sis of  a  heart  lesion,  so  we  must  not  call  for  extreme  dyspnea,  weak- 
ness, and  edemas  as  necessary  symptoms  in  the  diagnosis  of  a  broken 
compensation,  at  least  as  far  as  our  anamnesis  is  concerned.  Less 
conspicuous  symptoms  must  arouse  our  special  attention,  as  they 
may  prove  valuable  warning  signals  of  imminent  danger.  Insuffi- 
ciency of  the  propelling  force  of  the  heart  will  be  shown  in  a  low 
blood  pressure,  or  better  still,  in  a  low  pulse  pressure. 

Low  pressure  is  as  inportant  in  pregnancy  as  high  pressure.  I 
have  mentioned  above  the  frequent  simultaneous  occurrence  of 
toxemia  and  cardiac  disturbances,  the  same  inciting  factor  leading 
to  either  pathological  condition.  Relatively  low  pressure  in  con- 
junction with  a  steadily  increasing  amount  of  albumin  and  of 
blood  nitrogen,  with  granular  casts  and  blood  cells,  must  be  consid- 
ered a  more  serious  complication  than  a  pressure  corresponding  in 
volume  with  the  other  symptoms — it  presages  early  collapse — a 
'cave'  to  the  anesthetist.  The  absence  of  accentuation  of  the  second 
sounds  over  the  aorta  or  pulmonary  artery,  the  displacement  of  the 
cardiac  outlines,  and  the  change  in  intensity  of  murmurs  over  the 
ostia  will  prove  of  more  momentum  in  drawing  our  final  conclusion 
about  the  actual  working  power  of  a  heart,  than  the  more  spectacu- 
lar thrills  and  murmurs  of  a  well-compensated  heart.  The  sudden 
changes  from  a  highly  colored  complexion  to  the  paleness  of  anemia, 
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showing  a  marked  contrast  between  the  rosy  cheeks  and  waxy 
white  skin;  the  pale  conjunctiva  with  dark  red  dilated  veins;  the  high 
colored  ears  permitting  the  observation  of  the  blood-vessels  when 
sunlight  falls  through  them — all  these  symptoms  are  familiar  to  us, 
as  indicating  circulatory  weakness. 

I  do  not  depend  as  much  on  the  observation  of  the  lips,  for  cos- 
metic reasons,  as  on  a  careful  study  of  the  finger  nails.  Their 
color,  shape,  and  brittleness  tell  the  tale  of  nutrition;  cross  ridges 
showing  on  all  the  fingers  alike  tell  the  tale  "of  the  past — of  mal- 
nutrition of  the  matrix  as  many  months  ago  as  they  correspond 
to  the  growth  of  the  finger  nails.  A  marked  depression  will,  as  a 
rule,  disclose  the  history  of  an  infection  (tonsillitis,  grippe)  or  physi- 
cal disturbance  serious  enough  to  have  caused  an  intense  agitation 
of  the  heart.  Allowing  the  patient's  finger  tips  to  rest  on  your  own, 
a  slight  pressure  exercised  on  the  fingerberry  quickly  increases 
the  cyanosis,  a  sign  of  lowered  vascular  tonicity.  The  importance 
of  these  milder  forms  of  carditis  lies  first  in  the  possibility  of  ex- 
acerbation, of  the  changing  from  the  chronic  into  the  acute  form, 
and  then  in  the  direct  effect  they  have  on  labor  and  the  puerperium. 
Any  condition  that  influences  labor  must  affect  the  course  of  future 
pregnancies — an  endless  chain  of  pathological  events. 

A  primary  acute  carditis  is  of  rather  rare  occurrence,  but  re- 
crudescence of  quiescent  processes  is  more  frequent  than  is  usually 
realized.  While  attending  to  the  older  children,  a  multipara  is 
constantly  exposed  to  infection;  hence  the  importance  of  extending 
proper  hygienic  precautions  to  the  expectant  mother. 

An  early  diagnosis  is  the  chief  factor  in  successful  therapeutics. 
The  menstrual  disturbances,  the  aversion  to  physical  exercise, 
and  the  vasomotor  symptoms  already  described  will  help  us  greatly 
in  singling  out  suspicious  cases.  To  depend  on  marked  objective 
changes  in  the  heart  and  the  general  system  will  cause  us  to  lose 
valuable  time.  If  a  heart  affection  has  progressed  to  a  point 
where  drastic  measures  are  unavoidable,  irreparable  damage  has 
been  inflicted  on  mother  and  fetus.  Under  drastic  measures  I 
include  prolonged  and  absolute  rest  in  bed,  the  use  of  opiates  and 
large  doses  of  digitalis  all  of  which  must  interfere  with  a  normal 
metabolism,  so  essential  in  this  condition. 

The  first  prophylactic  steps  ought  to  prevent  impregnation, 
the  prohibiting  of  marriage,  or  the  avoiding  of  conception.  If, 
however,  conception  has  taken  place,  the  pregnancy  in  all  but  the 
severest  cases  must  be  carried  to  term.  The  interruption  of  preg- 
nancy offers  as  many  chances  of  a  cardiac  breakdown  as  a  normal, 
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well-conducted  delivery — except  in  the  case  of  an  abortion  induced 
before  the  formation  of  the  placenta  has  begun.  If  a  patient  with 
a  well-compensated  heart  lesion  presents  herself  for  our  prenatal 
care,  we  must  impress  upon  her  mind  the  necessity  of  preservation 
of  energy.  Saving  alone  does  not  suffice,  but  the  development  of 
new  vital  forces  is  needed.  Not  rest  alone,  but  rest  and  exercise. 
We  demand  regular  exercises  and  careful  attention  to  elimination 
in  every  normal  case;  we  must  control  both  of  them  most  minutely 
in  heart  cases.  It  is  as  wrong  to  allow  a  patient  to  depend  on 
cathartics  instead  of  using  physiologic  means  to  secure  periodic 
movements  of  the  bowels,  as  it  is  wrong  to  take  from  a  heart  muscle 
the  chance  of  gradual  development,  by  imposing  long  periods 
of  rest.  Strike  a  balance  between  rest  and  exercise,  give  distinctive 
instructions  as  to  the  amount,  and  eliminate  half-resting,  such  as 
sitting  or  standing  about,  as  much  as  possible.  This  treatment, 
for  instance,  refers  to  automobiling,  which  I  do  not  favor  unless 
it  serves  to  bring  the  patient  to  the  outskirts  of  town,  where  she 
can  begin  to  walk.  There  is  no  objection  to  a  picture  show,  if  a 
well-ventilated  house  serves  as  a  resting  place  between  walks. 
But  if  the  least  sense  of  fatigue  is  experienced,  the  patient  ought 
to  seek  the  recumbent  position,  after  loosening  all  her  clothes, 
so  that  complete  rest  may  be  secured.  Massage  and  calisthenics 
will  help  out  considerably,  but  must  not  be  recommended,  when 
outdoor  exercise  is  available.  It  is  a  good  plan  to  become  personally 
acquainted  with  the  patient's  home  environments,  as  stairways 
or  steep  approaches  may  offer  unlooked-for  obstacles  in  the  way 
of  moderate  exertion. 

The  blood  pressure  readings  will  assist  us  greatly  in  controlling  our 
patient's  work.  Their  significance  where  heart  lesions  and  toxemia 
co-exist  has  been  pointed  out  before.  Between  the  thirty-fourth  and 
thirty-fifth  week  of  pregnancy  daily  observations  will  be  necessary 
in  order  to  determine  the  proper  time  of  interference.  During  this 
period  such  patients  are  better  if  strictly  confined  to  bed.  As  soon 
as  settling  has  occurred,  a  considerable  amelioration  of  symptoms 
is  frequently  observed,  and  the  patient  may  be  given  more  liberty 
of  action. 

Shall  we  advise  the  removal  of  offending  tonsils  or  teeth?  I 
never  hesitated  to  do  so  and  have  not  seen  any  harmful  results 
through  increased  reflex  stimulation.  Headache  and  rheumatic 
pains  due  to  those  toxic  influences,  call  frequently  for  the  use  of  coal- 
tar  preparations.  There  is  more  harm  in  their  heart-depressing 
influence  than  a  short  local  or  even  general  anesthesia  would  produce. 
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Any  nasopharyngeal  or  dental  work  must  be  attended  to,  not  in 
spite  of,  but  on  account  of  the  patient's  condition. 

And  last  but  not  least,  digitalis.  Digitalis  means  rest — rest  so 
that  more  work  can  be  done — a  prolonged  diastole  anteceding  a 
strong  systole.  It  is  not  a  stimulant,  it  is  not  a  food,  but  it  does 
for  the  heart  what  we  must  do  for  our  patient;  it  regulates  work 
and  rest. 

621  Hume-Mansuk.  Building* 


FORCEPS    ROTATION   OF   THE   HEAD    IN   PERSISTENT 
OCCIPITOPOSTERIOR  POSITIONS.* 

BY 
ARTHUR  H.  BILL,  M.  D., 

Cleveland,  Ohio. 

Four  years  ago  the  writer  prepared  for  this  Association  a  paper 
on  occipitoposterior  positions  of  the  vertex  with  special  reference 
to  the  Scanzoni  maneuver.  The  paper  was,  however,  not  read, 
and  hence  no  discussion  of  the  subject  took  place.  The  reason  for 
presenting  a  paper  on  the  same  subject  at  this  meeting  is  that  there 
is  still  a  considerable  difference  of  opinion  as  to  the  value  of  this 
operation,  and  also  as  to  the  technic  of  the  procedure  in  those  cases 
in  which  it  is  performed.  The  technic  which  I  used  has  not  changed 
during  the  last  four  years;  but  I  wish  to  present  the  result  of  addi- 
tional experience  with  this  operation,  to  emphasize  the  important 
steps  in  the  technic  of  the  procedure,  and  to  point  out  certain  ways 
in  which  it  differs  materially  from  that  usually  employed  in  such 
cases. 

In  my  previous  paper  I  spoke  of  this  forceps  operation  as  the 
Scanzoni  maneuver.  Perhaps  I  should  have  spoken  of  it  as  a 
modification  of  the  Scanzoni  maneuver,  for  it  differs  in  several 
very  important  details  from  the  technic  usually  described  as  that 
of  the  Scanzoni  maneuver.  No  doubt  can  exist  as  to  the  importance 
of  the  subject  of  occipitoposterior  positions  of  the  vertex,  for  these 
cases  furnish  the  bulk  of  the  obstacles  confronting  the  physician 
in  general  practice  as  well  as  the  obstetrician;  and  bungling  work 
in  the  use  of  forceps  in  such  cases  has  resulted  disastrously  for 
many  babies  as  well  as  injuriously  to  many  mothers.  In  no  branch 
of  obstetric  practice  is  such  blind  and  unscientific  work  done  with 
the  forceps  as  in  the  delivery  of  cases  of  occipitoposterior  positions. 

*  Read  at  the  Thirty-first  Annual  Meeting  of  the  American  Association  of 
Obstetricians  and  Gynecologists,  Detroit,  September  16-18,  1918. 
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To  be  sure,  in  the  majority  of  cases  of  occipitoposterior  positions 
the  head  will  rotate  spontaneously  during  the  course  of  labor;  but 
in  a  considerable  proportion  of  cases  no  rotation  occurs,  the  occiput 
remaining  persistently  posterior;  and  in  a  small  proportion  of  cases 
the  occiput  rotates  to  the  hollow  of  the  sacrum.  In  few  of  the 
persistently  posterior  positions  of  the  vertex  does  spontaneous  birth 
take  place,  and  in  many  of  the  cases  in  which  rotation  occurs  spon- 
taneously it  takes  place  only  after  several  additional  hours  of  ex- 
cessive labor  pains,  which  certainly  can  do  the  mother  no  good 
and  can  tend  only  to  have  an  injurious  effect  upon  the  child  because 
of  the  unnecessary  pressure  upon  its  head.  In  the  group  of  cases  in 
which  forceps  rotation  is  indicated  are  included  not  only  the  cases 
in  which  the  occiput  remains  persistently  posterior,  but  also  those 
cases  in  which  it  does  not  rotate  readily,  but  only  after  unnecessary 
prolongation  of  labor. 

Pituitary  preparations  have  been  used  in  these  cases  with  the 
hope  that  an  increase  in  the  force  and  frequency  of  the  labor  pains 
will  result  in  rotation  of  the  head;  but  it  is  the  writer's  belief  that 
this  procedure  is  attended  by  some  danger,  inasmuch  as  in  those 
cases  in  which  the  head  does  not  tend  to  rotate  readily  there  is  an 
obstacle  to  the  birth  on  account  of  the  faulty  position;  and  we 
are  simply  stimulating  the  uterus  to  excessive  activity  against  an 
obstruction,  a  procedure  which  is  not  recognized  as  safe  and  justi- 
fiable. The  same  argument  applies  to  the  use  of  forceps  in  attempts 
to  extract  the  head  while  it  is  still  in  a  posterior  position,  whether 
the  plan  is  to  deliver  it  in  this  position  or  to  trust  to  the  gradual 
rotation  during  the  traction,  which  must  be  excessive  in  its  force. 
The  latter  is  a  method  altogether  too  commonly  described  in  our 
works  on  obstetrics,  and  could  be  omitted  entirely  without  detract- 
ing from  our  sum  of  obstetric  knowledge.  A  more  rational  method 
is  first  to  correct  the  abnormality  of  the  position,  and  then  to  con- 
duct the  birth  in  the  most  approved  manner. 

Following  this  plan,  the  writer  has  uniformly  made  use  of  a 
method  of  rotating  the  head  with  forceps  and  has  found  it  a  most 
satisfactory  procedure  and  one  which  has  converted  very  difficult 
cases  into  comparatively  simple  ones.  His  experience  includes  249 
cases  in  which  the  head  has  been  rotated  with  forceps.  Of  these,  149 
were  one-para,  seventy-seven  cases  two-parae,  seventeen  cases  three- 
parae,  and  six  cases  four-parse.  In  170  cases  the  position  of  the 
vertex  was  right  occipitoposterior,  and  in  seventy-nine  cases  the 
position  was  left  occipitoposterior.  In  104  cases  the  head  was  at 
the  pelvic  brim,  its  greatest  diameter  not  having  passed  through. 
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In  eighty-eight  cases  the  head  was  in  the  pelvic  cavity  above  the 
spines  of  the  ischia,  and  had  not  entirely  passed  through  the  os. 
In  forty-three  cases  the  head  was  in  the  pelvic  cavity  and  had 
passed  entirely  through  the  os;  and  in  fourteen  cases  the  head  was 
at  the  pelvic  outlet.  In  eleven  of  the  last  fourteen  cases  the  occiput 
had  rotated  into  the  hollow  of  the  sacrum,  the  sagittal  suture  lying 
practically  in  the  anteroposterior  diameter  of  the  pelvis. 

In  all  of  these  cases  the  head  was  rotated  with  the  forceps  until 
the  occiput  came  directly  under  the  symphysis.  The  rotation  was 
always  made  through  the  smaller  arc,  i.e.,  from  R.  O.  P.  to  R.  O.  A., 
and  from  L.  O.  P.  to  L.  O.  A.  Thus  the  rotation  occurred  through 
an  arc  varying  from  ioo°,  in  the  cases  in  which  the  sagittal 
suture  lay  nearly  transverse,  to  one  of  1800  in  those  cases 
in  which  the  occiput  lay  in  the  hollow  of  the  sacrum.  No  difficulties 
were  encountered  in  the  rotation  in  any  of  these  cases.  Success  in 
this  method  depends  entirely  upon  carefully  following  every  detail 
in  the  technic,  and  it  is  the  writer's  belief  that  failures  in  attempts 
at  rotation  are  always  due  to  some  deviation  from  the  important 
steps  in  this  technic.  Of  course,  it  is  absolutely  essential  that  the 
exact  position  of  the  head  be  determined  so  that  the  forceps  may 
be  made  to  grasp  it  with  a  true  cephalic  application.  In  this 
instance,  as  in  all  cases,  forceps  should  never  be  applied  until  an 
exact  diagnosis  of  the  position  of  the  head  has  been  made.  There 
is  no  place  in  obstetrics  for  the  pelvic  application  of  forceps  where 
the  forceps  are  applied  merely  with  reference  to  the  pelvic  cavity 
and  are  allowed  to  grasp  the  head  in  any  manner  in  which  they 
happen  to.  The  statement  is  often  made  that  straight  forceps, 
that  is,  those  without  a  pelvic  curve,  should  be  used  for  rotating; 
but  if  the  forceps  are  turned  in  such  a  manner  that  the  blades  lie 
continually  in  the  same  axis,  any  good  forceps  may  be  used.  The 
writer  has  preferred  the  solid  blade  forceps  because  they  are  more 
easily  applied,  their  thinner  blades  take  up  less  room  in  the  pelvis, 
the  smoothness  of  the  blades  facilitates  the  rotation,  and  they  are 
more  easily  removed  after  the  rotation  is  complete.  As  has  been 
said  before,  a  good  cephalic  application  is  made  and  in  such  a 
manner  that  the  concavity  of  the  pelvic  curve  of  the  forceps  looks 
toward  the  front,  that  is,  toward  the  child's  face  in  cases  of  pos- 
terior position.  This  gives  in  reality  a  reverse  application  as  far 
as  the  child's  head  is  concerned.  Thus,  in  a  case  of  vertex  R.  O.  P., 
the  forceps  are  applied  as  if  one  were  dealing  with  a  case  of  vertex 
L.  O.  A.;  and  in  the  case  of  vertex  L.  O.  P.,  as  if  it  were  vertex 
R.  O.  A. 
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Inasmuch  as  there  is  invariably  poor  flexion  of  the  head  in  cases 
of  posterior  position,  the  blades  are  made  to  lie  more  nearly  in  the 
occipito-mental  diameter  of  the  head  by  depressing  the  handles 
before  hooking  them.  The  forceps  are  then  locked  firmly  and  the 
rotation  is  accomplished  as  follows: 

The  handles  are  first  raised  in  the  direction  of  the  child's  face  and 
then  carried  around  in  a  large  circle,  first  toward  the  patient's  thigh, 
and  then  posteriorly.  The  preliminary  elevation  of  the  handles 
tends  to  favor  flexion  of  the  head;  and  the  large  sweeping  movement 
of  the  handles  tends  to  keep  the  blades  of  the  forceps  in  the  same  axis 
throughout  the  rotation,  thus  allowing  the  head  to  turn  without 
difficulty.  Up  to  this  time  no  traction  whatever  is  made,  traction 
being  employed  only  after  the  head  is  in  a  normal  anterior  position. 
No  force  is  required  in  this  rotation  if  properly  carried  out.  Failures 
in  rotation  or  the  necessary  employment  of  force  occur  only  when 
the  operator  tries  to  rotate  the  head  by  twisting  the  handles  instead 
of  sweeping  them  through  a  large  circle.  The  rotation  should 
never  be  accompanied  by  traction,  but  the  head  should  be  turned  in 
that  part  of  the  pelvis  in  which  it  happens  to  lie  whether  at  the 
brim,  in  the  cavity,  or  at  the  outlet;  and  in  some  cases  in  which  the 
head  seems  to  be  too  firmly  fixed  in  the  pelvis,  it  may  even  be  pushed 
up  to  a  slightly  higher  level,  where  it  will  be  somewhat  freer  to  rotate. 
Too  great  emphasis  cannot  be  laid  upon  this  step  of  the  procedure. 
The  method  so  often  advised,  that  of  first  drawing  the  head  down 
to  the  pelvic  floor  and  then  rotating  it,  is  never  advisable,  for  un- 
necessary force  must  always  be  used  in  drawing  it  down  to  this  level 
while  the  occiput  is  still  posterior. 

The  same  objection  applies  to  attempts  to  deliver  the  head  in  its 
posterior  position  without  rotating  it.  The  writer  has  found  it 
about  as  easy  to  rotate  the  head  in  one  part  of  the  pelvis  as  in  another. 
Injuries  to  the  maternal  soft  parts  have  not  been  observed  when  the 
rotation  is  carried  out  in  this  manner,  and  are  undoubtedly  due  to 
attempts  at  rotation  and  traction  simultaneously.  The  latter  pro- 
cedure should  never  be  followed.  After  the  rotation  is  complete, 
the  forceps  are  naturally  upside  down  and  must  be  removed  and  re- 
applied; but  before  one  removes  them,  it  is  justifiable  to  make  slight 
traction  so  as  to  fix  the  head  in  its  new  position,  and  tend  to  prevent 
a  return  to  the  old  position  before  the  re-application  is  made. 

In  rare  cases  the  head  slips  back  before  the  re-application  is  made 
and  has  to  be  rotated  again.  In  making  the  re-application  it  is  im- 
portant to  apply  the  posterior  blade  first,  as  this  tends  to  support 
the  occiput  and  prevent  its  rotating  backward  during  the  application 
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of  the  anterior  blade.  After  the  second  application,  the  delivery  is 
accomplished  as  in  any  normal  case  of  anterior  position.  It  is  sur- 
prising to  see  the  difference  which  the  rotation  makes  in  the  ease  of 
delivery.  Often,  especially  in  the  case  of  multipara?  who  have  been 
laboring  hard  with  no  progress,  the  head  descends  to  the  perineum 
with  very  little  traction  after  the  rotation,  a  marked  contrast 
to  the  case  in  which  under  similar  circumstances  the  physician  pulls 
with  all  his  might  upon  the  unrotated  head.  Manual  rotation  of  the 
head  in  the  hands  of  some  men  has  apparently  proved  very  satis- 
factory, and  is  also  a  thoroughly  scientific  procedure,  but  the  writer 
prefers  to  rotate  with  forceps  because  in  doing  so  he  does  not  dis- 
place the  head  materially  from  the  level  at  which  it  lies  in  the  pelvis, 
while  in  using  manual  method  the  obstetrician  must  insert  the  whole 
hand  into  the  pelvis  and  push  the  head  upward  in  order  to  grasp  it. 
I  would,  however,  urge  manual  rotation  of  the  head  as  far  preferable 
to  any  attempt  at  traction  upon  an  unrotated  head. 

The  time  during  the  labor  at  which  the  forceps  are  applied  natu- 
rally varies  in  different  cases,  but  as  a  rule  it  may  be  said  that  there  is 
no  interference  with  the  first  stage  of  labor,  and  a  reasonable  time  is 
allowed  for  spontaneous  rotation.  Reasonable  time  would  be 
determined  by  the  judgment  of  the  obstetrician,  who  should  consider 
only  the  best  interest  of  his  patient  and  the  unborn  child. 

To  sum  up  the  important  steps  of  the  maneuver,  the  following 
are  essential: 

First. — An  absolute  diagnosis  of  the  position. 

Second. — A  true  cephalic  application  of  the  forceps. 

Third. — Rotation  without  any  traction  whatever. 

Fourth. — The  sweep  of  the  handles  of  the  forceps  through  a  large 
circle. 

Fifth. — Slight  traction  to  fix  the  head  in  its  new  position. 

Sixth. — The  application  of  the  posterior  blade  first  in  the  second 
application  of  the  forceps. 

Personally,  I  know  of  no  procedure  in  obstetric  practice  so  entirely 
satisfactory  and  attended  with  such  uniformly  good  results  as  the 
rotation  of  the  head  with  forceps  in  cases  of  occipitoposterior  posi- 
tions. The  greatest  abuse  of  forceps  consists  of  the  employment  of 
excessive  traction  force,  and  this  procedure  eliminates  this  force 
by  simply  converting  an  abnormal  and  unusually  difficult  presenta- 
tion into  a  perfectly  normal  and  easy  one.  The  obstetrician  who 
becomes  familiar  with  this  procedure  no  longer  dreads  the  posterior 
position,  the  bugbear  of  the  practitioner. 

The  Osborn. 
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DOCTOR  JOHN  BARD  (1716-1799). 

A    SHORT    BIOGRAPHY   AND    HISTORY  OF    HIS  TIMES,  WITH  A  UNIQUE 

CASE    OF  EXTRA-UTERINE  FETUS  CORRECTLY  DIAGNOSED 

AND    SUCCESSFULLY  TREATED.* 

BY 
G.   K.    DICKINSON,  M.  D.,  F.  A.  C.  S., 

Jersey  City,  N.  J. 

"We  have  great  pleasure  in  presenting  that  class  of  our  fellows 
whose  declining  years  have  lessened  the  number  of  their  enjoyments 
with  an  appropriate  gratification;  the  portrait  of  a  physician  who  in 
his  time  was  held  in  respect  and  esteem,  who  had  useful  talents 
exercised  without  vanity,   but  with   benevolence  and  integrity." 

We  often  speak  of  ancient  history  and  of  men  and  minds  of  olden 
times,  but  as  the  foundation  stone  is  to  the  pinnacle,  so  is  the  work 
and  life  history  of  the  older  men  in  the  profession  to  what  we  are 
to-day.  If  all  that  was  discovered  in  the  years  gone  by,  the  product 
of  investigation  and  careful  thought,  were  taken  away,  the  present- 
day  superstructure  would  fall;  and  we  should  have  to  begin  over 
again  with  philosophy  and  idealism  in  order  that  the  more  material 
might    be  firmly  founded,  for  the   past  is  a  part  of  the  present. 

To  review  in  memory,  to  study  the  lives  of  the  noted  men  of  the 
past,  to  look  into  their  surroundings  and  the  conditions  then  existing, 
to  see  how  their  work  was  hampered  and  how  their  minds  rose  above 
convention  and  ignorance,  is  not  only  a  pleasure,  but  profitable, 
and  it  seems  wise  for  us  occasionally  to  get  out  of  ourselves,  away 
from  the  present,  and  consider  that  which  has  made  our  work  pos- 
sible and  profitable.  The  history  of  medicine  is  a  graveyard  of 
beliefs. 

John  Bard  was  born  in  Burlington,  New  Jersey,  in  1716.  "His 
father  was  a  refugee  from  the  tyranny  of  Louis  XIV,  who  first  went 
to  London  and  was  sent  thence  by  an  uncle  to  this  country  on  a 
mercantile  enterprise;  but  this  not  being  suited  to  his  genius  was 
therefore  unsuccessful,  so  he  abandoned  this  trade  and  retired  to 
Burlington,  where,  having  been  appointed  judge  of  the  Supreme 
Court  and  one  of  the  governor's  council,  he  died  at  an  early  age, 

f*  Read  at  the  Thirty-first  Annual  Meeting  of  the  American  Association  of 
Obstetricians  and  Gynecologists,  Detroit,  September  16-18,  1918. 
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leaving  a  widow  and  seven  children,  with  a  very  moderate  income. 
She  devoted  herself  to  her  family  with  so  much  good  sense  and  pious 
zeal,  that  she  lived  to  see  them  all  respectably  established." 

"John  Bard,  her  third  son,  was  sent  to  Philadelphia,  and  intro- 
duced, for  it  could  only  be  called  an  introduction,  to  the  rudiments 
of  a  polite  and  classical  education,  under  the  best  masters  then  to  be 
procured.  In  one  circumstance  he  was  fortunate.  His  Latin 
teacher  was  a  Scotch  gentleman  by  the  name  of  Annan,  who,  at  the 
same  time  that  his  contracted  circumstances  compelled  him  to  teach 
a  grammar  school  for  support,  by  his  learning  and  his  politeness 
commanded  the  respect  and  enjoyed  the  society  of  the  governor  and 
principal  gentlemen  of  that  city.  But  Dr.  Bard  enjoyed  the  ad- 
vantages of  this  situation  only  a  very  few  years,  and  at  the  age  of 
fourteen  or  fifteen,  according  to  the  custom  of  that  day,  was  bound 
apprentice  to  a  Mr.  Kearsley,  an  English  surgeon  practising  in 
Philadelphia,  of  good  talents,  but  of  so  unhappy  a  temper  that  his 
presence  banished  cheerfulness  from  his  family.  He  treated  his 
pupils  with  great  rigour  and  subjected  them  to  the  most  menial 
employment,  to  which,  Dr.  Bard  has  often  been  heard  to  say  he 
would  never  have  submitted  but  from  the  apprehension  of  giving 
pain  to  his  excellent  mother  and  the  encouragement  he  received  from 
the  kindness  of  her  particular  friend,  Mrs.  Kearsley,  of  whom  he 
always  spoke  in  terms  of  the  warmest  gratitude,  affection,  and  re- 
spect. Under  such  circumstances  he  persevered  to  the  end  of  seven 
tedious  years,  stealing  his  hours  of  study  from  sleep  after  the  family 
had  retired  to  rest  or  before  they  arose  from  their  beds  in  the 
morning." 

We  can  see  from  this  quotation,  taken  from  a  memoir  written 
anonymously  in  1814,  what  the  life  of  a  medical  student  was  in  these 
early  days  of  our  national  history.  In  the  Colonies  there  were  no 
medical  colleges.  Education  was  primitive.  A  young  man,  be- 
fore he  could  possibly  know  how  his  life  would  be  arranged  for  him, 
was  apprenticed  to  some  physician  for  seven  years.  As  might  be 
expected,  there  existed  at  that  time  very  few  competent,  educated, 
progressive  men.  The  Colonies  were  full  of  quacks  and  charlatans; 
and,  if  in  our  own  time  we  find  a  great  discrepancy  in  the  mental 
ability,  application,  and  earnestness  of  purpose  in  the  profession, 
certainly  it  was  greatly  accentuated  at  that  time  when  physicians 
were  neither  licensed,  examined,  nor  given  diplomas. 

"In  medical  practice,  perhaps  more  than  in  any  other  science,  we 
begin  our  studies  thoughtless  and  undecided,  following  whatever 
is  delightful,  neglecting  the  more  severe  and  useful  parts;  but,  as 
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we  advance  toward  that  period  in  which  we  are  to  enter  upon  a 
most  difficult  profession,  and  to  take  our  place  and  station  in  life, 
and  when  we  think  of  the  hesitation,  the  anxiety,  and  apprehension 
with  which  we  must  move  through  the  first  years  of  practice,  with 
regret  we  look  back  upon  every  moment  that  was  lost,  with  a 
consciousness  of  many  idle  hours,  and  with  an  unavailing  sense  of 
much  ill-directed  and  unprofitable  labor." 

Occasionally,  a  man  of  wealth  took  the  long  trip  to  Europe, 
generally  to  Edinburgh,  where  a  true  education  might  be  obtained. 
On  his  return  this  man  would  stand  high  and  become  a  leader. 
Around  him  would  flock  those  who  had  not  the  same  good  fortune, 
and  we  are  told  that  it  was  surprising  to  see  how  the  older  men, 
without  jealousy  or  growth  of  ill-will,  would  stand  beside  the  younger 
who  had  had  the  better  opportunity. 

The  schools  of  to-day  bring  the  greatest  good  to  the  greatest 
number,  giving  many  minds  an  equal  education,  bringing  all  up  to  at 
least  a  condition  of  mediocrity,  from  which  the  brighter  may  more 
easily  ascend;  but  when  Bard  was  striving,  only  the  industrious, 
the  man  who  was  stimulated  to  endeavor,  was  the  man  who  suc- 
ceeded, yet  all  through  the  past  we  have  instances  of  bright  men, 
clear  minds,  original  ideas,  in  which  we  can  discover  a  great  deal 
which  sounds  like  to-day,  but  which  is  expressed  in  different  ver- 
nacular. Does  the  advance  of  medicine  in  the  twentieth  century 
mean  relief  of  the  sick,  or  a  matter  of  art  alone? 

Every  man's  office  was  then  a  medical  college.  Every  preceptor 
was  a  teacher,  and,  according  to  the  man's  experience  and  profit 
by  experience,  did  he  obtain  excellence.  A  most  fortunate  thing 
for  John  Bard  was  his  apprenticeship  to  one  who  was  cantankerous 
and  severe,  because  an  easy  life  seldom  develops  one's  best  abilities, 
and  to  be  harrowed,  plowed,  and  turned  over  day  after  day  brings 
in  time  the  biggest  crop. 

He  who  is  careful  in  his  choice  of  companions,  who  shuns  those  who 
are  of  lazy  mind,  enlarges  an  acquaintanceship  or  friendship  among 
those  who  make  the  most  of  their  opportunities;  he  who  thinks 
deeply  and  broadly  is  the  man  bound  to  succeed.  John  Bard  lived 
at  the  time  of  Benjamin  Franklin,  with  whom  he  became  well 
acquainted  and  who  had  considerable  influence  in  the  direction  of 
his  life  work.  In  1737,  he  started  out  for  himself  in  Philadelphia. 
It  is  said  his  early  days  and  practice  were  not  very  fruitful,  but  by 
1 740  he  was  able  to  marry  the  niece  of  his  preceptor.  In  1 742  and 
1743,  two  eminent  New  York  surgeons,  Drs.  DuBois  and  Dupie, 
died,  and  Franklin  suggested  to  Bard  that  if  he  went  to  New  York 
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he  would  have  a  larger  field  and  better  prospects.  Bard  took  ad- 
vantage of  this  advice,  and  immediately  entered  into  the  profes- 
sional life  of  that  city. 

In  1742,  there  was  born  into  his  family,  a  son,  Samuel  Bard,  who 
grew  up  with  his  father,  became  apprenticed,  and  eventually  de- 
veloped into  one  of  the  leading  surgeons  of  his  day  in  New  York. 
He  was  the  originator  and  founder  of  the  first  hospital  in  that  city. 
He  was  a  man  of  great  talent,  and  although  in  those  days  there 
were  no  magazines  in  which  to  publish  the  results  of  his  work,  he 
wrote  considerable. 

In  1740,  John  Bard  read  a  paper  on  ''Malignant  Pleurisy,"  an 
epidemic  then  raging  in  Huntington,  Long  Island.  Ihis  was  received 
with  marked  attention  from  the  profession,  and  was  published  in  an 
English  periodical  of  that  day.  In  175c,  he  made  the  first  dissection 
in  the  colonies.  At  this  time,  medicine  was  largely  founded  on 
anatomy.  Sooner  or  later  every  physician  became  an  expert 
anatomist.  There  was  little  else  in  medicine.  Physiology  was 
so  slightly  comprehended  that  we  quote  the  following  from  John 
and  Charles  Bell's  "Anatomy  and  Physiology  of  the  Human  Body,"' 
1796:  "In  spite  of  feeling  and  reason,  the  student  encourages  in 
himself  a  taste  for  speculations  and  theories,  the  idle  amusements 
of  the  day,  which,  even  in  his  own  short  course  of  study,  he  may 
observe  in  quick  succession  into  neglect  and  oblivion,  never  to  be 
revived.  He  aspires  to  the  character  of  a  physiologist,  to  which 
want  of  experience  and  a  youthful  fancy  have  assigned  a  rank  and 
importance  which  it  does  not  hold  in  the  estimation  of  those  who 
should  best  know  its  weakness  and  strength.  The  rawest  student,, 
proud  of  his  physiological  knowledge,  boasts  of  a  science  and  a. 
name  which  is  modestly  disclaimed  by  the  first  anatomist,  and  the 
truest  physiologist  of  this  or  any  other  age. "  Hunter  speaks  thus 
of  his  physiology  and  of  his  anatomical  demonstrations:  "Physi- 
ology, so  far  as  it  is  known  or  has  been  explained  by  Haller,  and 
the  best  of  the  moderns,  may  be  easily  acquired  by  a  student  without 
a  master,  provided  the  student  is  acquainted  with  philosophy  and 
chemistry,  and  is  an  expert  and  ready  anatomist,  because  with 
these  qualifications  he  can  read  any  physiological  book  and  under- 
stand it  as  fast  as  he  reads." 

The  charms  of  his  conversation,  his  vivacity,  and  cheerfulness, 
which  enlivened  all  gatherings  wherever  he  went,  rendered  Bard's 
society  peculiarly  agreeable  to  persons  of  both  sexes.  He  received 
the  attention  of  the  public,  and  as  an  epidemic  of  yellow  fever  had 
been  raging  in  New  York  City,  his  writings  and  public  utterances 
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led  to  the  formation  of  a  quarantine  at  Bedloe's  Island,  and  John 
Bard  was  made  the  first  health  officer  of  New  York. 

From  the  confined  circumstances  of  his  education  Dr.  Bard  was 
neither  classically  nor  professionally  a  learned  man,  but  he  possessed 
a  lively  fancy,  a  sound  judgment,  and  a  correct  taste.  He  read 
with  great  delight  the  best  authors,  particularly  the  poets  of  his  own 
language,  and  whatever  he  read  and  admired  he  made  so  completely 
his  own,  that  he  could  recall  it  almost  at  pleasure  to  his  memory, 
and  would  frequently  surprise  and  delight  his  friends  by  long  and 
appropriate  quotations  from  authors  he  had  not  seen  for  many 
years.  In  his  professional  life  he  read  all  the  best  authors  of  his 
day,  but  his  studies  were  rather  select  than  general.  Sydenham 
and  Huxham  were  his  favorites.  He  formed  himself  upon  their 
plan,  and  was  so  familiar  with  their  histories  of  diseases  and  their 
rules  of  practice,  that  he  applied  them  with  great  ease  and  readiness, 
and  acquired  from  them  a  correct  and  happy  talent  in  discriminating 
diseases,  and  such  sound  principles  of  practice,  as  rendered  his 
own  eminently  successful. 

From  his  portrait  one  can  see  that  he  more  or  less  blended  two 
characters,  and  his  whole  life  gave  evidence  that  this  was  true. 
He  had  the  forehead  of  a  man  of  easy  conversation;  his  nose  was 
one  of  charity  and  geniality,  accentuated  by  a  chin  of  the  same 
indication;  but  his  straight,  compressed  upper  lip  showed  that  he 
could  be  firm,  determined,  and  persistent.  A  study  of  his  life  is 
that  of  a  man  socially  inclined,  congenial,  urbane,  and  condescending; 
but  in  his  professional  life  he  was  a  student,  true  to  the  knowledge 
of  the  day,  and  a  keen  observer,  accurate,  concise,  and  punctilious 
in  detail. 

At  that  period  medicine  wras  separated  into  two  branches:  the 
highly  philosophical  and  speculative,  founded  in  ignorance  as  to  the 
cause  of  disease,  and  closely  linked  to  the  religious  trend  of  mind 
but  recently  handed  down  from  the  preceding  century;  and  the  in- 
quisitive and  observing  side,  which,  unhampered  by  the  laboratory, 
the  paths  of  least  resistance  so  common  these  days,  developed  powers 
of  observation  and  aroused  memories  which  led  to  keen,  accurate 
diagnoses  and  excellent  prognostics.  Naturally,  a  wide  diversion 
existed  between  the  speculations  as  to  the  causes  of  disease  condi- 
tions and  the  beautiful  descriptions  of  disease  symptomatology. 

"It  was  from  these  reflections  that  Dr.  Sydenham  used  to  say  he 
thought  it  as  much  incumbent  upon  a  physician  to  read  nature  as 
to  read  books.  And  Sir  William  Temple,  convinced  of  these  truths, 
queried  whether  the  general  practice  of  physic,  as  it  was  in  all 
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hands,  had  done  more  good  or  harm  to  mankind.  From  the  whole, 
it  necessarily  follows,  that  though  the  art  of  physic  and  surgery, 
under  a  judicious  direction,  must  derive  great  advantages  to  society, 
yet  these  arts,  in  the  hands  of  the  rash  and  unskillful,  too  often 
occasion  the  most  fatal  mischief,  as  errors  of  this  kind  are  errors  of 
the  most  dangerous  consequence." 

It  was  in  1759  that  Bard  had  a  case  of  extra-uterine  fetus,  which  he 
described  in  a  letter  to  Dr.  John  Fothergill,  and  which  was  by  him 
communicated  to  the  Society  of  Physicians  in  London,  read  March 
24,  1760,  and  published  in  Medical  Observations  and  Inquiries,  vol. 
ii,  as  follows: 

"Sir  Dr.  Colding,  sometime  ago,  showed  me  a  letter  he  was  favored 
with  from  you  wherein  you  acquainted  him  with  the  design  of  pub- 
lishing the  London  Medical  Essays,  and  invited  him  to  encourage 
that  work  by  communicating  any  useful  or  curious  observations, 
which  might  fall  under  his  notice  in  this  part  of  the  world.  En- 
couraged by  this  invitation  to  the  doctor,  whom  I  have  the  honor 
to  be  intimate  with,  I  have  taken  the  freedom  though  a  stranger, 
to  send  you  the  history  of  a  case  which  has  lately  fallen  under  my 
care: 

"Mrs.  S.,  the  wife  of  a  mason,  about  twenty-eight  years  of  age, 
having  one  child  without  any  uncommon  symptoms,  either  during 
her  pregnancy  or  labor,  became,  as  she  imagined,  a  second  time 
pregnant.  She  was  more  disordered  in  this  than  in  her  former  preg- 
nancy, frequently  feverish,  the  swelling  of  her  belly  not  so  equal,  nor 
the  motion  of  the  child  so  strong  and  lively.  At  the  end  of  nine 
months,  when  she  expected  her  delivery,  she  had  some  labor  pains, 
but  without  a  flow  of  waters,  or  any  other  discharge.  The  pains  soon 
went  off,  and  the  swelling  in  her  belly  became  gradually  less,  but 
there  still  remained  a  large,  indolent,  movable  tumor,  inclining  a 
little  to  the  right  side.  She  had  a  return  of  her  menses,  continued 
regular  five  months,  conceived  again,  and  enjoyed  better  health; 
the  swelling  of  her  belly  became  more  equal  and  uniform,  and,  at 
the  end  of  nine  months,  after  a  short  and  easy  labor,  she  was  de- 
livered of  a  healthy  child,  the  tumor  on  the  right  side  had  again  the 
same  appearance  as  before  her  last  pregnancy.  Five  days  after 
delivery,  she  was  seized  with  a  violent  fever,  a  purging,  suppression 
of  the  lochia,  pain  in  the  tumor,  and  profuse  fetid  sweats.  By. 
careful  treatment,  these  threatening  symptoms  were,  in  some  meas- 
ure, removed;  but  still  there  remained  a  loss  of  appetite,  slow  hectic 
fever,  night  sweats,  and  a  diarrhea.  To  the  tumor,  which  continued 
painful,  and  gradually  increasing,  were  applied  fomentations,  and 
emollient  poultices;  and,  at  the  end  of  nine  weeks,  I  perceived  so 
evident  a  fluctuation  of  matter  in  it,  that  I  desired  Dr.  Ffuck,  phy- 
sician to  the  army,  to  visit  this  patient  with  me,  and  be  present  at 
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the  opening  of  it.  From  the  whole  history  we  concluded  that  we 
should  find  an  extra-uterine  fetus.  I  made  an  opening  in  the  most 
prominent  part  of  the  tumor,  about  the  middle  of  the  right  rectus 
muscle,  beginning  as  high  as  the  navel,  and  carrying  it  downward. 
There  issued  a  vast  quantity  of  extremely  fetid  matter,  together 
with  the  third  phalanx  of  a  finger  of  a  child.  Introducing  my  finger 
into  the  abscess  I  found  an  opening  into  the  cavity  of  the  abdomen, 
by  the  side  of  the  rectus  muscle,  through  which  I  felt  the  child's  elbow. 
I  then  directed  my  incision  obliquely  downward  to  the  right  ilium, 
and  extracted  a  fetus  of  the  common  size  at  the  ordinary  time  of 
delivery.  The  frontal,  parietal,  and  occipital  bones,  and  also  the 
third  phalanges  of  the  fingers  of  one  hand  separated  by  putrefaction, 
remained  behind,  which  I  also  took  out.  We  imagined  the  placenta 
and  funis  umbilicalis  were  dissolved  into  pus,  of  which  there  was  a 
great  quantity.  By  the  use  of  fomentations  and  detersive  injec- 
tions, while  the  discharge  was  copious,  fetid,  and  offensive,  and  by 
the  applications  of  proper  bandages,  and  dressing  with  dry  lint  only, 
when  the  pus  was  laudable,  the  cavity  contracted,  filled  up,  and  was 
cicatrized  in  ten  weeks.  The  source  of  the  hectic  being  removed, 
with  the  help  of  the  bark  elix.  of  citriol,  and  a  proper  diet,  she  quickly 
recovered  good  health.  Her  milk,  which  had  left  her  from  the  time 
she  was  first  seized  with  the  fever,  returned  in  great  plenty  after  the 
abscess  was  healed,  and  she  now  suckles  a  healthy  infant." 

I  am,  Sir, 
N.  Y.,  Dec.  25,  1759.  With  great  respect, 

Your  humble  servant, 
John  Bard. 


Doctor  Bard's  diagnosis  is  to  be  commended  because  of  the  in- 
frequency  of  the  ectopic  state,  particularly  in  small  communities. 
In  fact,  few  men  have  the  chance  of  seeing  many  cases  advanced  to 
this  stage,  even  in  large  practices. 

John  and  Charles  Bell  state,  "It  would  appear  from  the  result  of 
several  cases  that  at  the  expiration  of  the  natural  termination  of 
uterine  gestation  the  fetus  indicates  that  it  is  governed  by  prescribed 
laws  which  render  a  change  necessary  and  show  that  its  system  no 
longer  is  fit  to  be  supplied  through  the  placental  vessels.  In  the 
situation  of  the  extra-uterine  fetus  this  change  cannot  take  place 
and  becomes  with  its  secundines  as  a  load  of  foreign  or  dead  matter 
in  the  body.  This  event  is  generally  followed  by  the  death  of  the 
mother,  or  the  formation  of  an  abscess  which  has  opened  and  dis- 
charged the  fetus." 

Curiously,  in  the  case  mentioned,  the  fetus  became  encapsulated, 
did  not  become  infected,  and  remained  quiescent  while  a  subse- 
quent pregnancy  went  through  its  usual  term  successfully,  then  to 
be  followed  by  infection.     We  can  but  commend  a  mind  and  mental 
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powers  of  one  who  in  those  days  of  incomplete  education  and  lack 
of  association  with  many  trained  men,  could  diagnosticate  and  prop- 
erly carry  to  a  successful  issue  a  case  of  this  kind. 

John  Bard  died  in  1799  at  his  country  estate  in  Dutchess  County, 
New  York.  He  was  a  great  man,  a  noted  surgeon,  a  public-spirited 
citizen.  His  prominence  was  due  not' to  education,  but  to  associa- 
tion, industrious  application  of  all  his  talents,  a  sane  recognition 
of  the  importance  of  a  study  of  nature  as  well  as  of  general  literature 
and  a  firm  belief  that  the  patient  should  receive  as  careful  attention 
as  the  disease.  Much  as  he  delighted  in  the  speculations  of  the  day, 
his  mind  was  not  warped,  for  he  observed  in  detail,  and  was  thus 
led  to  correct  diagnosis  and  competent  treatment. 

280  Montgomery  Street. 
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A  STUDY  OF  VARIOUS  CASES  OF  PREGNANCY 
TOXEMIA.* 

BY 
GEORGE  CLARK  MOSHER,  A.  M.,  M.  D.,  F.  A.  C.  S., 

Kansas  City,  Mo. 

During  the  winter  and  spring  of  191 8  the  writer  has  had  under 
observation  thirty-two  cases  of  preeclamptic  toxemia  or  eclampsia. 
Since  May,  1917,  forty-nine  cases  have  been  under  treatment, 
including  six  cases  of  pernicious  vomiting. 

Why  there  should  be  in  the  six  weeks  from  January  1  to  February 
15,  1918,  as  many  such  cases  as  would  ordinarily  be  met  in  a  year 
is  a  mystery.     One  cannot  account  for  the  frequency  of  toxemia 

*  Read  at  the  Thirty-first  Annual  Meeting  of  the  American  Association  of 
Obstetricians  and  Gynecologists,  Detroit,  September  16-18,  1918. 
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except  by  charging  it  either  to  the  extreme  changes  in  temperature 
from  a  bitter  cold  to  mild  weather,  and  back  again,  just  as  epidemic 
jaundice  or  herpes  zoster  has  in  some  seasons  been  ascribed  to 
climatic  conditions;  or  else  to  the  nervous  unrest  and  tension  from 
which  every  sensitive  woman  suffers  on  account  of  our  entrance  into 
the  war.  Nearly  every  family  has  some  of  its  younger  men  in 
the  service,  and  even  those  families  that  are  not  represented,  are 
living  under  such  abnormal  conditions  that  resistance  is  easily 
overcome;  and  if  the  patient  has  a  tendency  to  be  under  par,  she 
loses  her  equilibrium  of  absorption  and  elimination. 

The  insufficient  elimination  of  toxins  generated  at  the  placental 
site  and  by  the  fetus,  together  with  the  extra  burden  thrown  on  the 
organism  of  the  mother  to  provide  for  oxygenation  for  herself  and 
the  developing  child,  become  greatly  increased,  owing  to  extreme 
cold  weather,  because  of  the  loss  of  equilibrium  between  the  surface 
of  the  body  and  the  heat  centers.  This  may  interfere  with  the 
metabolism  to  such  a  degree  as  to  produce  an  acidosis  as  is  claimed 
by  Martin  Fischer  in  his  argument  showing  the  relation  between 
edema  and  acidosis.  Nervous  strain,  moreover,  produces  fatigue, 
insomnia,  and  faulty  metabolism. 

Eclampsia,  which  still  claims  a  death  rate  of  25  to  40  per  cent,  by 
the  average  statistics,  was  long  ago  designated  by  Zweifel  as  the 
disease  of  theories.  We  have  not  been  able  up  to  the  present  day 
to  reach  a  basis  where  we  could  absolutely  prove  its  origin  or  trace 
its  etiology.  The  signs  and  symptoms  are,  of  course,  familiar;  and 
the  findings  at  autopsy — liver,  kidney,  and  brain  necrosis — all 
have  seen.  From  these  facts,  we  gain  the  clue  upon  which  our 
plan  of  treatment  is  founded;  but  while  experimental  evidence 
and  grouped  phenomena  are  helpful,  every  man  draws  his  own 
conclusions  from  the  cases  he  has  seen  and  applies  them  according 
to  his  own  mode  of  reasoning,  which  may  be  a  temporary  theory 
or  may  become  an  obsession. 

As  witness  of  the  statement  that  toxemia  is  yet  not  without  the 
bounds  of  theory,  one's  attention  is  called  to  a  valuable  article  on 
"Treatment  of  Eclampsia"  by  Dr.  J.  Clifton  Edgar  in  the  Journal 
of  the  American  Medical  Association  of  April  27,  191S.  Dr.  Edgar 
says:  "A  one  time  advocate  of  active  medical  and  surgical  treat- 
ment, and  bitterly  opposed  to  morphine  in  eclampsia,  experiences 
in  the  last  five  years  have  radically  changed  my  views  and  teaching. 
But  I  also  am  still  uncertain  whether  morphine  increases  infant 
mortality."  And  also,  "A  one  time  enthusiast  in  the  free  use  of 
veratrum  viride  in  eclampsia,  I  frankly  confess  to  having  changed 
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my  views,  I  fear  its  shock-producing  effect,  although  I  still  occa- 
sionally employ  it  in  small  doses  in  selected  cases."  In  other  respects 
Edgar's  treatment  varies  but  little  from  our  own  established  technic. 

A  paper  by  D.  M.  Erwin  of  the  Department  of  Pathology,  Uni- 
versity of  Cincinnati,  contains  the  results  of  some  striking  research 
work  in  regard  to  the  relation  of  blood  pressure  to  convulsions 
(/.  A.  M.  A.,  April  27,  1918).  He  contends  that:  "The  chemical 
substance  in  the  blood  only  produces  edema.  The  height  of  the 
blood  pressure  over  the  intracranial  is  the  margin  of  safety.  When 
this  margin  is  at  a  small  positive  quantity,  the  brain  must  undergo 
some  change.  The  vasomotor  center  fags.  As  a  consequence, 
the  blood  pressure,  which  has  been  maintained  as  high  as  possible, 
drops.  The  intracranial  pressure  now  becomes  greater  than  the 
blood  pressure;  the  margin  is  negative;  the  pupils  dilate  and  con- 
vulsion comes  on;  the  sharp  tense  contractions  of  the  muscles  play 
a  vicarious  part  by  forcing  the  blood  pressure  to  the  periphery  and 
raising  that  in  the  brain  until  the  margin  is  again  positive.  With 
this  renewed  blood  supply  the  centers  again  take  up,  for  the  time, 
their  work." 

Knowing  that  next  to  sepsis,  eclampsia  is  the  most  deadly  of  all 
obstetric  complications,  every  woman  has,  on  coming  under  our 
observation,  been  examined  with  the  realization  that  her  symptoms 
may  possibly  suggest  at  any  time  that  she  is  a  preeclamptic.  As 
soon  as  her  pregnancy  is  recognized,  blood  pressure,  eye  symptoms, 
and  urinalysis  are  made  a  routine;  the  teeth  and  tonsils  inspected  for 
foci  of  possible  infection. 

The  etiology  of  eclampsia  as  formulated  into  a  table  of  relative 
values  is  as  follows: 

1.  Failure  of  elimination  of  toxins.  These  in  the  early  months 
are  doubtless  due  to  the  placenta,  and  in  the  second  half  of  preg- 
nancy doubtless  to  the  excretions  of  the  fetus. 

2.  Infections  of  various  types  throw  a  burden  on  the  pregnant 
woman. 

3.  Resulting  from  pressure  and  from  stasis  with  a  decrease  of 
normal  power  of  maternal  oxygenation,  thus  interfering  with  lung 
expansion,  and  with  the  action  of  the  heart  we  have  an  asphyxia 
of  greater  or  less  degree.  LaVake  has  pictured  a  woman  pregnant 
who  has  thus  thrown  on  the  excretory  organs  a  double  load. 

The  patient  who  has  had  a  previous  scarlet  fever  or  some  similar 
disease,  is  handicapped  in  elimination  of  bacteria  or  their  toxins, 
which  emanate  from  such  foci  as  infected  tonsils,  or  teeth,  or  from 
colon  bacillus.     These  may  further  damage  her  resistance. 
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The  basic  feature  of  the  etiology  is  a  source  from  the  placenta  or 
the  fetus.  The  degree  of  overwhelming  by  the  toxins  is  dependable 
on  two  conditions;  first,  rapidity  of  the  generation  of  the  toxins; 
and  second,  the  compensatory  ability  shown  by  the  organs  of  elimina- 
tion to  throw  off  the  poison. 

Beyond  question  there  are  depressing  effects  from  the  presence 
of  the  toxin  shown  by  the  lesions  in  kidney,  liver,  and  heart.  These 
add  to  the  risk  of  the  pregnant  woman. 

The  fetus  makes  still  heavier  demands  on  the  powers  of  oxygena- 
tion of  the  mother  in  the  later  months  of  pregnancy;  and  even  though 
reduced  by  the  stasis  of  the  abdominal  organs  resulting  from  pressure 
through  the  diaphragm  this  demand  is  followed  by  decreased  expan- 
sion of  the  lungs  and  an  interference  with  the  cardiac  rhythm. 
This  causes  a  maternal  asphyxia  of  a  mild  type  which  again  lessens 
resistance  and  increases  the  damage  to  kidneys  and  liver.  Pyorrhea 
or  pyorrhea  alveolaris  should  place  the  attendant  on  his  guard 
against  his  patient's  developing  a  later  toxemia. 

A  case  of  eclampsia  will  always  demonstrate  some  focus  of  infection 
before  it  develops;  and  that  case  even  under  careful  observation  up 
to  the  week  of  delivery  should  show  no  signs  but  the  trace  of  albumin, 
higher  blood  pressure,  and  nervous  manifestations. 

Then  other  cases  with  temperature  manifested  before  any  examina- 
tion or  interference  has  been  done,  are  in  still  a  third  class,  usually 
multiparas,  a  number  of  cases  which  develop  toxemia  after  having 
had  previous  normal  pregnancy  and  labor  with  a  definite  history  of 
infection  since  the  last  labor.  The  bowels  should  move  once  daily. 
This  removes  excretory  products,  bacteria,  and  toxins  from  the 
system,  relieving  stress  on  the  kidneys  and  saving  injury  to  the  in- 
testine, which  would  result  from  large  hardened  masses  of  feces, 
which  try  to  pass  the  unusual  obstruction,  and  from  pressure,  and 
thus  result  in  infection  of  the  blood  stream. 

The  hematogenous  kidney,  which  has  been  accurately  diagnos- 
ticated and  successfully  treated  by  surgical  procedure  by  Dr.  Howard 
Hill,  is  ample  evidence  that  colon  bacilli  do  gain  access  to  the  blood 
stream,  and  cause  infection  of  the  kidney,  through  infarcts  in  its 
deep  structure.  Pressure  effects  on  the  bowel  also  disturb  the  nor- 
mal balance  of  bacterial  growth  and  result  in  the  development  of 
products  particularly  toxic  in  nature.  Six  to  eight  glasses  of  water 
and  milk  should  be  taken.  These  toxemic  patients  fare  better  by 
eating  only  one  meal  a  day.  Exercise  and  massage  to  promote 
general  circulation  are  endorsed.  Hemoglobin  should  be  estimated, 
and  iron  given  in  the  food  or  in  the  form  of  Blaud's  mass,  if  needed. 


mosher:  various  cases  of  pregnancy  toxemia        807 

The  urine  should  be  examined  during  the  first  six  months,  once  a 
month;  during  the  last  three  months,  twice  a  month.  If  any  symp- 
toms arise,  examination  should  be  made  daily.  The  patient  is 
always  instructed  to  notify  her  attending  physician  if  any  danger 
signals,  such  as  unilateral  headache,  edema,  disturbed  vision,  epi- 
gastric pain,  or  nausea  should  appear. 

The  asphyxia  raises  the  blood  pressure  of  the  adrenal  glands; 
and  as  a  consequence,  an  extra  amount  of  adrenalin  is  thrown  into 
the  blood  stream.  In  consequence  of  the  concentration,  acidosis 
from  the  increase  of  acidity  results.  Associated  with  this  asphyxia 
and  output  of  adrenalin  is  the  increase  in  the  rise  of  blood  pressure 
and  increased  coagulability  of  the  blood.  These  always  occur  in 
eclampsia  in  the  later  months. 

Accepting  a  rational  theory  of  the  production  of  eclampsia,  we 
have  tried  to  standardize  our  plan  of  prophylaxis  and  treatment  as 
follows : 

i.  Diet  which  shall  be  of  nonirritating  food. 

2.  Elimination  encouraged  by  kidney,  bowels,  and  skin.  Intake 
and  output  of  fluids  is  a  most  important  routine  and  must  be  shown 
in  a  daily  consolidated  report. 

3.  All  foci  of  possible  infection,  tonsils,  teeth,  kidneys,  and  bowels, 
should  be  discovered  and  eradicated. 

4.  Deep  breathing  by  aids  to  general  circulation  and  by  fresh  air 
avoids  danger  of  asphyxia. 

5.  Free  exhibition  of  alkali-salts  and  food  anticipates  acidosis. 

6.  Veratrum  viride  by  a  system  devised  to  lower  blood  pressure, 
reduce  the  pulse,  and  aid  diaphoresis. 

7.  The  emptying  of  the  uterus,  as  a  therapeutic  measure,  to  be 
done  in  the  way  least  conducive  to  shock  is  indicated  as  soon  as 
prophylactic  measures  fail.  Every  one  at  all  familiar  with  the  tox- 
emia of  pregnancy  recognizes  the  marked  improvement  of  the 
patient's  condition  following  the  removal  of  the  products  of 
conception. 

In  a  most  illuminating  paper  on  toxemia,  J.  Young  {Journal 
Obst.  and  Gyn.  of  the  British  Empire,  July,  1914),  claims  that  hem- 
orrhages or  areas  of  necrosis  in  the  placenta  depend  on  whether  vein 
or  artery  is  affected,  and  that  these  result  from  thromboses  in  the 
ovarian  and  uterine  vessels.  Toxins  are  generated  in  the  autolyses 
of  these  areas  and  these  Young  holds  responsible  for  the  toxemia. 
This  theory  placed  side  by  side  with  that  of  the  infectious  origin  of 
eclampsia  recalls  the  relation  of  thrombosis  and  infection,  and  also 
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the  high  percentage  of  toxemia  of  pregnancy  and  accidental  hemor- 
rhage where  a  focus  of  infection  may  actually  be  demonstrated. 

Young  shows  that  toxemias  are  due  to  the  liberation  of  products 
of  early  autolysis  of  placenta  because  they  are  associated  with  recent 
infarcts  of  the  placenta,  which  is  so  constructed  that  the  dying 
toxins  pass  directly  into  the  blood  stream. 

Experimentally,  he  isolated  from  the  healthy  placenta  soluble 
materials  which,  when  injected,  caused  convulsions  and  focal  necro- 
sis of  the  liver,  and  degeneration  of  the  kidneys. 

Most  eclampsias  occur  in  primiparae  in  hydramnios  and  in 
multiple  pregnancy.  These  patients  are,  of  course,  subject  to  the 
greatest  pressure  and  most  frequently  suffer  from  asphyxia. 

It  is  to  be  remembered  that  in  chloroform  poisoning  and  the  lesions 
from  certain  types  of  eclampsia,  the  liver  and  kidneys-  are  identically 
involved.  From  this  experimental  discovery  of  Arthur  Dean  Bevan, 
which  was  shown  in  an  address  given  before  the  Jackson  County 
Medical  Society  at  the  Kansas  City  General  Hospital  in  1913,  we 
conclude  that  chloroform  and  eclampsia  produce  identical  injuries, 
and  that  chloroform,  therefore,  adds  to  the  danger  of  the  eclampsia 
and  should  never  be  used  as  an  anesthetic  in  these  cases.  The  fact 
that  the  asphyxia  from  chloroform  circulating  in  the  blood  increases 
the  lesion  suggests  that  the  diet  which  protects  the  liver  cell  in  chlo- 
roform poisoning  should  be  one  generous  in  carbohydrates  and  corre- 
spondingly low  in  fats  and  proteid. 

The  identity  of  the  kidney  lesion  of  sepsis  and  eclampsia  has  long 
been  observed.  Martin  Fischer  in  his  work  on  edema  and  acidosis 
advises  the  giving  of  salts  which  best  overcome  edema,  as  acidosis 
is  quite  frequent. 

In  eclampsia,  we  can  see  why  magnesium  sulphate  is  so  often 
resorted  to  and  can  understand  the  reason  for  its  happy  results 
in  these  cases. 

That  eclampsia  may  be  due  to  edema  of  the  brain  is  the  conten- 
tion of  Zangenmeister  in  writing  on  edema.  In  view  of  the  relation 
of  focal  infection  to  eclampsia  and  preeclamptic  toxemia,  great 
stress  should  be  placed  on  the  locating  of  all  foci  of  possible  infection. 

The  teeth  especially  should  be  examined,  and  these  patients 
should  be  advised  to  consult  their  dentists  throughout  pregnancy 
and  be  under  his  care.  All  visible  signs  of  focal  infection  and  de- 
struction must  be  treated. 

If  a  patient  has  a  history  of  rheumatism  or  muscular  pains,  teeth 
in  which  nerves  have  been  killed  should  be  x-rayed.  Teeth  which 
have   been   crowned   are    especially   under   suspicion.     The   teeth 
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involved  should  be  removed  when  symptoms  of  local  systemic 
absorption  are  observed.  To  avoid  the  severe  auto-vaccination 
resulting  from  the  removal,  the  teeth  should  be  extracted  one  at  a 
time.  All  these  measures  constitute  prophylaxis  and  may  prevent 
toxemia,  hemorrhage,  and  abortion. 

Since  sepsis  is  found  to  produce  nephritis  in  the  woman  not 
pregnant,  how  much  more  likely  it  is  to  result  in  the  pregnant 
patient? 

The  routine  treatment  of  this  group  of  cases  has  been  milk  diet  or 
whey,  cereal,  sugar  and  buttermilk,  sulphate  of  magnesia  until 
copious  results  appear,  elimination  by  liberal  quantities  of  water, 
rest  in  bed,  and  means  of  inducing  sleep  in  the  preeclamptic  subjects. 

Blood  pressure  and  eye  symptoms,  together  with  intake  and  output 
of  liquids,  are  carefully  watched  and  recorded,  the  latter  summed 
up  in  twenty-four  hours' contrast.  If  the  blood  pressure  has  been  per- 
sistently over  150,  the  advent  of  eclampsia  should  be  expected;  and 
if  rapid  pulse  and  headache  are  also  in  evidence  and  the  pressure 
remains  at  180,  the  uterus  was  emptied.  The  double  benefit  of  this 
maneuver  is  that  it  not  only  relieves  pressure,  but  it  also  immediately 
provides  for  the  oxygenation  of  the  child  by  its  own  mechanism.  A 
method  which  will  cause  the  least  shock  to  the  nervous  system  and  do 
least  damage  to  the  soft  structures  of  the  pelvis  should  be  selected. 
In  general,  this  method  is  the  Voorhees  bag  inserted  after  gradual 
preliminary  dilatation  by  Hegar's  dilators  up  to  No.  20,  which  admits 
the  No.  4  bag,  rather  than  by  digital  dilatation.  We  have  found 
these  patients  peculiarly  susceptible  to  sepsis  and  if  forcible  manual 
dilatation  is  resorted  to,  the  cervix  being  torn,  not  only  is  the  result- 
ing scar  an  evidence  of  wreckage  of  structure,  but  immediately 
the  parts  of  the  cervix,  hanging  into  the  vagina,  invite  septic  infec- 
tion from  the  outside  and  greatly  increase  the  mortality. 

Unless  these  patients  die  from  the  results  of  necrosis  of  liver  or 
brain,  the  fatality  is  usually  from  sepsis.  In  fact,  one  of  the  two 
deaths  in  the  recent  series  was  due  to  infection,  the  patient  having 
been  delivered  before  coming  into  the  hospital.  The  first  seizure 
took  place  one-half  hour  postpartum.  Death  followed  from 
general  peritonitis  and  myocarditis. 

In  the  Chicago  Lying-in  Hospital,  the  use  of  hot  packs  has  been 
abandoned  by  Dr.  DeLee;  but  we  still  are  using  the  electric  pack, 
where  a  dry  hot  skin  with  blood  pressure  of  180  or  over  indicates 
the  approach  of  convulsions.  Solution  of  soda  bicarbonate  by 
mouth  or  by  proctoclysis  is  depended  on  as  the  fluid  to  preserve 
an  equilibrium  between  intake  and  output.     All  our  patients  were 
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given  ether;  in  no  case  was  chloroform  allowed.  Chloral  by  rectum, 
as  a  routine  sedative  was  ordered,  as  it  does  not  produce  poisoning, 
as  does  chloroform,  contrary  to  the  assertion  of  some  investigators. 
While  an  occasional  dose  of  morphine  \^  and  scopolamin  3^2  00  is 
given,  we  do  not  use  the  Stroganoff  method.  LaVake  asks  the 
pertinent  question  why  it  is  not  a  prophylactic  against  eclampsia, 
sepsis,  miscarriage,  and  accidental  hemorrhage  in  the  pregnant 
women?  He  asserts  that  he  has  not  seen  a  case  of  eclampsia  in 
which  a  focus  of  infection  and  usually  a  marked  one  could  not  be 
demonstrated. 

Krause  of  El  Paso,  in  a  paper  before  the  Jackson  County  (Mo.) 
Medical  Society,  claims  that  in  all  the  six  eclamptic  subjects  he  has 
conducted  postmortems,  the  presence  of  the  colon  bacillus  in  the 
kidney  was  proved;  and  he  associates  eclampsia  with  colon  infec- 
tions, a  suggestion  to  which  his  laboratory  findings  give  evidence 
in  his  experience. 

Hopkins  Gardner  (Amer.  Jour.  Obst.,  vol.  lxv,  no.  i,  1912)  con- 
ducted experiments  which  exclusively  dispose  of  the  statement  that 
chloral  produces  the  same  liver  necrosis  as  chloroform.  He  dem- 
onstrated also  the  fact  that  chloral  hydrate  produces  no  histologic 
kidney  lesion.  We  have  discarded  all  anesthetics  in  the  con- 
vulsion. 

Oxygen  in  the  convulsion  has  been  used  as  an  aid  to  overcoming 
asphyxia.  No  violent  efforts  should  be  made  to  restrain  the  patient. 
Magnesium  sulphate  to  free  catharsis;  veratrum  to  keep  pulse  under 
80.  If  the  patient  is  conscious,  give  chloral,  20  grains,  and  bromide, 
40  grains,  by  mouth;  otherwise  by  enema,  chloral,  30  grains,  bromide, 
60  grains.  Murphy  drip,  soda  bicarbonate,  2  per  cent.,  glucose,  6 
per  cent.,  should  be  ordered.  If  this  is  rejected,  soda  solution  by 
hypodermoclysis,  care  being  exercised  to  have  it  sterile.  Alternate 
every  eight  hours,  high  colon  irrigation  and  the  hot  pack,  the  latter 
only  if  patient  is  absorbing  plenty  of  fluids. 

When  all  other  means  fail  to  free  the  system  of  toxins,  we  consider 
the  emptying  of  the  uterus  as  suggested.  No  bleeding  is  done,  as  it 
has  been  found  that  phlebotomy  is  no  advantage  to  the  average 
patient.  One  cannot  tell  how  much  blood  the  patient  will  lose  at 
delivery.  Blood  pressure  is  more  effectively  relieved  by  veratrum 
Tflv-xv,  every  four  hours  for  pulse  over  100,  and  Tfl.iii  for  pulse 
over  80  and  under  100.  Cases  not  bled  recoveT  more  rapidly 
than  those  bled.  Bleeding  has  done  harm;  veratrum  has  never 
been  found  dangerous  in  our  experience. 

With  a  dilated  right  heart,  beginning  edema  of  the  lungs,  and  high 
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blood  pressure,  bleeding  is  certainly  indicated.     If  these  symptoms 
are  absent,  it  is  not. 

As  against  the  Stroganoff  method  of  large  doses  of  morphine, 
we  find  emptying  the  uterus  safer.  An  initial  dose  of  morphine 
lessens  excitement  and  may  be  used.  When  it  is  employed  to  slow 
respiration,  morphine  increases  asphyxia  and  the  danger  to  the 
patient  in  consequence.  However,  Stroganoff  has  some  very 
wonderful  and  attractive  statistics  in  favor  of  his  treatment.  Dr. 
E.  G.  Zinke  of  Cincinnati,  has  long  been  a  champion,  with  Hirst, 
of  the  conservative  handling  of  eclampsia,  discouraging  the  emptying 
of  the  uterus  as  meddlesome  midwifery.  Our  results,  however, 
we  believe,  justify  us  in  our  technic. 

There  is  one  class  of  cases  which  are  peculiarly  dangerous,  and  in 
which  it  must  be  recognized  that  the  induction  of  labor  or  any  waiting 
policy  is  not  to  be  trusted.  This  is  the  fulminating  type  in  pri- 
miparae  where  one  convulsion  follows  another  in  rapid  succession. 
If  in  these  patients  the  cervix  is  hard  and  long,  the  severe  effects 
of  continued  pounding  labor  must  force  the  toxins  into  the  blood 
stream  so  violently  that  the  resistance  is  broken  down  through 
the  accession  of  the  toxemia,  and  the  patient  will  probably  die 
if  she  goes  over  three  or  four  hours.  In  case  the  cervix  is  not 
softened,  the  delivery  in  this  case  should  be  by  Cesarean  section. 

Our  duty  to  these  women  is  twofold.  First,  we  want  to  spare 
their  lives;  and  second,  the  dictates  of  the  Catholic  Church  as  well 
as  those  of  humanity  appeal  to  us  to  spare  the  lives  of  the  unborn 
children  as  well  as  of  the  mothers  who  are  imperiled  by  the  over- 
whelming storm  of  toxic  material  which  so  rapidly  menaces  both 
victims. 

Now,  having  decided  to  empty  the  uterus,  we  have  reached  the 
following  conclusions  as  to  method.  The  Voorhees  bag  is  intro- 
duced by  a  routine  technic.  We  find  this  means  of  dilatation  less 
likely  than  any  other  procedure  to  injure  the  soft  structures  of  the 
patient  or  to  be  followed  by  shock  or  sepsis. 

If  the  cervix  is  not  softened,  we  must  choose,  on  the  one  hand, 
between  accouchement  force,  a  dangerous  expedient  producing  shock 
and  laceration  and  inviting  infection,  and  on  the  other,  a  Cesarean 
section  with  the  added  risks  involved  by  the  hysterectomy  which 
are  by  no  means  inconsiderable.  In  1916,  Dr.  Franklin  S.  Newell 
of  Boston,  recorded  the  results  of  100  Cesarean  sections  within  40 
miles  of  Boston,  not  from  published  reports,  but  from  private  in- 
formation; and  the  startling  discovery  is  laid  bare  that  where  pa- 
tients have  been  subjected  to  repeated  examination  and  frequently 
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ineffectual  attempts  have  been  made  to  use  forceps  and  to  do 
version,  when  this  treatment  is  followed  by  section,  the  mortality 
is  practically  ioo  per  cent.  It  is,  no  doubt,  from  such  figures  that 
Rudolph  Holmes  has  grounds  for  his  warning  against  indiscriminate 
Cesarean  section  as  a  last  resort.  It  has  its  place  as  a  selected 
procedure  in  certain  identified  cases  of  eclampsia,  but  even  they 
are  limited. 

The  Voorhees  bag  introduced  by  the  method  mentioned  has  seldom 
failed  to  do  the  work.  We  have  never  had  a  rupture  of  the  mem- 
branes from  it  nor  have  we  had  a  resultant  sepsis.  The  choice  of 
method  must,  of  course,  be  determined  by  the  condition  of  the 
patient  and  the  experience  of  the  operator. 

Prophylaxis  and  early  treatment  are  the  keynotes  of  success. 
If  the  patient  is  under  observation  early,  it  is  believed  that  brain 
and  liver  necrosis,  infarcts  of  kidney,  and  dangerous  sequelae  of 
toxemia  may  usually  be  avoided.  A  diet  of  milk,  cereals  and 
fruits  should  be  ordered.  Full  movements  of  the  bowels  are  to  be 
encouraged  by  i  ounce  magnesium  sulphate  and  six  to  ten  glasses 
water,  daily. 

If  symptoms  persist,  we  advise  keeping  patient  in  a  well-ventilated 
room  with  sunshine.  She  is  directed  to  change  her  position,  lying, 
sitting,  prone,  lateral,  and  knee  chest,  using  calisthenics  and  massage 
for  exercise.  The  dental  treatment  should  be  continued  at  home, 
if  necessary.  As  a  diuretic,  imperial  drink  may  be  ordered;  cream 
of  tartar,  dr.  3,  milk  sugar,  dr.  4,  lemon  juice,  1  ounce,  dissolved  in 
3  pints  of  boiling  water.  This  should  be  given  if  water  becomes 
distasteful.  If  patient  tires  of  milk,  she  may  have  cereal,  whey, 
and  sugar  diet  with  buttermilk.  The  object  of  this  plan  is  to  give 
a  high  carbohydrate  diet  with  low  fat  and  just  enough  proteid  to 
balance  and  sustain  nitrogen  equilibrium. 

According  to  experimental  research  by  Opie  and  Alford,  carbo- 
hydrates have  a  favorable  influence  on  pathologic  states  both  from 
toxemia  and  chloroform  poisoning.  Fats  have  a  bad  effect,  as  also 
has  proteid.  Wash  out  bowel  daily  with  2  per  cent,  soda  bicar- 
bonate solution  in  the  knee-chest  position;  assure  plenty  of  sleep. 
When  the  blood  pressure,  which  should  be  always  observed  and 
recorded,  remains  over  160,  the  patient  is  in  danger.  If  it  remains 
over  180  for  even  a  limited  period,  she  is  menaced;  and  at  200  she 
should  be  delivered  at  once. 

The  albumin  index  is  to  be  watched  and  the  test-tubes  kept  in 
series  so  that  the  percentage  can  be  noted  daily.  If  the  heat  and 
acid  test  shows  40  per  cent.,  the  condition  is  considered  critical. 
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If  it  is  85  per  cent,  when  first  seen  the  uterus  must  be  emptied  in 
twenty-four  hours,  tentative  treatment  with  magnesium  sulphate 
and  fluids  being  tried,  if  pulse  stays  over  90  and  pressure  over 
160.  It  is  always  to  be  borne  in  mind  that  these  patients  are 
peculiarly  prone  to  sepsis,  and  that  the  danger  of  interference 
is  to  be  considered.  Of  course,  eye  disturbances  and  heart  changes 
are  also  positive  indications. 

The  patient  with  eclampsia  two  months  before  her  time  is  liable 
to  die  if  the  symptoms  do  not  clear  up  after  prophylactic  measures; 
and  she  should  always  be  in  the  hospital  and  under  close  observation. 

Concerning  toxemic  vomiting  of  pregnancy,  six  cases  have  been 
under  treatment.  It  is  a  melancholy  picture  that  confronts  one 
on  looking  back  to  the  old  empiric  plan,  or  lack  of  plan,  by  which 
these  unfortunate  subjects  were  managed.  The  lighter  type  finally 
came  through,  while  the  more  profoundly  poisoned  victim  either 
had  to  submit  to  therapeutic  abortion  or  wait  for  a  fatal  termina- 
tion. To  Dr.  John  C.  Hirst  is  due  the  credit  for  bringing  to  the 
profession  the  suggestion  of  corpus  luteum  in  pernicious  vomiting. 

The  following  typical  cases  are  presented  herewith  for  discussion: 

Case  I. — Mrs.  T.,  wife  of  a  mining  engineer  of  Bartlesville,  Okla., 
had  twice  before  been  a  patient  of  the  writer.  Each  time  it  was 
thought  necessary  to  empty  the  uterus  after  an  ineffectual  trial  of 
means  at  hand  to  relieve  her  condition  by  less  drastic  measures. 
Being  especially  eager  for  a  child,  Mrs.  T.  came  to  the  hospital 
last  summer  and  was  put  to  bed  for  the  month  in  the  second  month 
of  her  pregnancy  just  as  the  nausea  and  vomiting  were  becoming 
intolerable.  She  was  given  a  drachm  bromide  of  soda  and  30 
grains  of  chloral  by  enema  to  quiet  the  nervous  excitement.  After- 
ward this  dose  was  reduced  to  40  grains  of  bromide  and  20  grains  of 
the  chloral,  p.r.n.  was  continued. 

Corpus  luteum  extract  was  given  by  hypodermic  %  c.c.  on 
alternate  days,  with  ^o  c-c-  thyroid  extract  on  the  succeeding 
day.  This  dose  was  increased  to  ^  c.c.  of  the  corpus  luteum, 
and  as  the  effect  of  the  thyroid  or  her  pulse  indicated,  the  latter 
hypodermic  was  abandoned.  After  two  weeks  the  vomiting  ceased 
and  the  patient  returned  home.  She  went  through  an  uneventful 
pregnancy,  came  back  to  the  hospital,  was  delivered  at  term  of  a 
perfectly  normal  baby  boy,  and  made  a  good  recovery. 

Case  II. — Mrs.  C.  from  Englewood  had  been  in  a  hospital  for 
three  weeks.  She  had  been  given  morphine  and  other  sedatives 
unavailingly,  and  returned  home.  Her  mother,  who  had  been  a 
patient  of  the  writer  in  her  own  lying-in  days,  brought  her  to  the 
office,  and  it  was  decided  to  put  her  on  the  corpus  luteum  regime. 
When  she  was  admitted  to  the  hospital  the  only  substance  which  was 
retained  at  the  time  was  "soda  pop,"  of  which  she  consumed  many 
bottles.     Many  times  this  was  rejected,  but  no  food  or  other  drink 
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was  retained  even  for  an  instant.  In  two  weeks  after  the  corpus 
luteum  and  thyroid  was  begun  she  returned  home,  and  was  delivered 
at  term.     She  is  now  apparently  well. 

Two  cases  at  the  General  Hospital  followed  the  same  history, 
with  equal  results.  Each  cleared  up  after  two  weeks  in  bed  with 
corpus  luteum. 

Case  III. — On  March  12,  1918,  Mrs.  L.  of  Okmulgee,  Okla., 
came  into  the  hospital.  Her  history  as  to  previous  pregnancy 
showed  that  she  had  been  delivered  of  a  girl  baby  ten  years  ago 
after  a  stormy  experience,  the  vomiting  at  times  threatening  to 
overwhelm  her.  Twice  subsequently,  under  the  care  of  two  different 
medical  attendants,  she  was  relieved  by  therapeutic  abortion  which 
cleared  up  the  symptoms. 

The  present  pregnancy  began  in  a  storm  of  nausea  from  which  the 
patient  had  no  relief.  She  was  in  bed  for  four  months,  coming  to 
the  hospital  on  a  stretcher  thoroughly  exhausted.  She  was  unable 
to  raise  her  head  from  the  pillow.  Vomiting  was  continuous,  and 
some  pain  was  felt,  which  had  caused  such  alarm  that  a  doctor 
was  called  to  the  train  at  Vinita  and  a  hypodermic  injection  of 
morphine  was  administered. 

Her  blood  pressure  was  115  and  some  edema  was  found  when  she 
was  admitted.  The  urine  was  loaded  with  casts  and  albumin,  and 
blood  persisted  in  each  specimen  for  the  first  week.  Under  a 
restricted  diet,  absolute  rest  in  bed,  corpus  luteum  and  thyroid 
extract,  bromide  and  chloral  by  enema  to  quiet  nervous  excitement, 
the  patient  gradually  improved  until  she  was  able  to  eat  what  she 
desired,  and  strong  enough  to  leave  her  bed.  She  left  the  hospital 
and  remained  at  the  Muehlebach  Hotel  until  her  accouchement  in 
May.  Mother  and  seven  pound  daughter  returned  home  in  June 
and  are  reported  as  doing  well  at  this  time. 

Case  IV. — Mrs.  B.  of  Kansas  City,  Kansas,  was  referred  for 
treatment  after  a  month  in  bed  under  ordinary  methods  of  drug 
therapy.  Owing  to  an  aggravated  insomnia  and  extreme  nervous 
condition,  it  was  difficult  to  accomplish  results  during  two  weeks. 
The  dose  of  corpus  luteum  was  increased  from  one-half  an  ampoule 
on  alternate  days  to  three  doses  a  day  of  1  c.c.  each.  By  the  third 
week,  relief  was  very  noticeable,  and  the  patient  left  the  hospital 
at  the  end  of  a  month.  She  was  able  to  retain  food  and  was  not 
disturbed  by  nausea  or  vomiting.  Her  medical  attendant  informs 
me  she  is  now  apparently  going  through  a  normal  pregnancy  all 
toxic  symptoms  having  subsided. 

This  remarkable  series  of  cases  while  only  six  in  number,  is  all 
that  have  been  met  in  the  past  year;  so  it  shows  100  per  cent,  of 
success.  •  Of  course,  one  admits  it  may  have  been  through  good 
fortune  that  these  results  were  obtained,  but  one  must  remember 
that  they  included  the  cases  in  series;  and  what  is  of  more  im- 
portance, in  two  of  them  abortion  had  been  done  twice  before  be- 
cause it  was  feared  that  the  life  of  the  patient  was  in  grave  jeopardy. 

Some  better  plan  may  be  devised  for  treating  this  type  of  toxemia; 
but  up  to  the  present  it  is  certain  that  none  has  produced  in  the 
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hands  of  the  writer  such  signal  success  in  results.  Cases  of  pre- 
eclamptic toxemia  and  eclampsia  are  the  following: 

Case  I. — Mrs.  O.,  a  para-i,  aged  thirty-two,  wife  of  an  army 
captain,  was  seen  in  consultation  with  Dr.  Lothian  at  5.30  p.  m. 
January  1.  She  came  from  Camp  Doniphan,  where  she  had  been 
under  treatment  which  was  unsatisfactory,  because  of  the  lack  of 
laboratory  facilities  and  proper  food,  as  well  as  hygienic  means  to 
combat  the  toxemia.  On  entering  the  hospital  the  patient  pre- 
sented a  pathetic  picture;  she  was  semiconscious  and  suffering 
from  general  edema  which  had  invaded  the  larynx  and  the  glottis 
and  caused  a  whistling  breathing  resembling  that  of  a  child  with 
croup;  amblyopia,  unilateral  headache,  epigastric  pain,  nuchal 
pain,  blood  pressure  240  mm.  of  Hg.,  pulse  122,  urine  loaded  with 
albumin,  hyaline  and  granular  casts,  scanty,  and  of  high  specific 
gravity. 

After  salines  the  bowels  were  emptied  and  the  blood  pressure  was 
reduced  by  veratrum  viride  T0.x  to  186  and  the  pulse  to  96.  She 
had  a  comparatively  quiet  night,  and  gradually  improved  for  ten 
days;  but  on  January  2d,  her  urine  showed  albumin  4+,  but  neither 
hyalin  nor  granular  casts.  Blood  pressure  went  up  to  200  and 
pulse  to  102.  Veratrum  Tfl.x  was  followed  by  a  drop  in  the  pulse 
to  86  and  in  the  blood  pressure  to  178.  No  headache,  but  patient 
was  perspiring  profusely.  At  9  p.  m.,  another  Tfl,x  of  veratrum  was 
given  and  the  blood  pressure  recorded  was  122  and  pulse  68. 

The  Voorhees  bag  was  introduced  at  6.30  a.  m.  January  13,  and 
pains  began  at  10.30.  The  cough  from  the  edema  of  the  glottis 
returned,  and  the  patient  resumed  retching  and  vomiting  and  be- 
came very  restless.  Veratrum  Tfl.x  was  given  and  the  recorded 
blood  pressure  132.  At  12.40  noon  the  blood  pressure  was  again  196, 
and  at  2.30  veratrum  ITlx  was  followed  by  blood  pressure  of  150. 
Pains  every  three  minutes  and  lasting  thirty  seconds.  The  bag 
was  expelled  at  2.50.  At  3.10  a  hypodermic  of  morphine  sulphate 
}--g,  and  scopolamin  3^00  was  given  and  at  3.35  the  recorded  blood 
pressure  was  138.  She  was  delivered  at  4.52  when  the  blood  pres- 
sure was  150,  pulse  66,  fetal  heart  152. 

The  placental  delivery  was  slow,  as  it  often  is  in  these  cases,  and 
expulsion  occurred  after  %  c.c.  of  pituitrin  at  8.45  p.  m.  The  pulse 
remained  slow,  and  the  perspiration  very  profuse,  as  it  is  often 
observed  after  ether.  The  baby,  which  weighed  5%  pounds,  and 
was  at  the  seventh  month,  was  kept  alive  by  the  breast  milk  of 
other  mothers  in  the  hospital,  but  finally  expired  in  the  third  week, 
evidently  from  the  effects  of  maternal  toxemia  which  it  could  not 
throw  off.  Vision  gradually  was  regained  and  Mrs.  O.  could  dis- 
tinguish persons  and  colors  after  the  tenth  day.  The  blood  pres- 
sure fluctuated  between  130  and  180,  pulse  averaged  90,  and  respira- 
tion 20.  She  left  the  hospital  February  6.  On  March  30,  Mrs.  O. 
called  at  the  office  and  requested  permission  to  return  to  Camp 
Doniphan  to  remain  until  her  husband  should  start  overseas.  Vision 
was  good,  no  headache  nor  other  disturbances.  May  5,  Mrs.  O., 
was  apparently  well,  blood  pressure  normal,  urine  negative. 
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Case  II. — The  wife  of  Dr.  P.,  aged  twenty-six  para-i,  had  been 
under  observation  throughout  her  pregnancy.  At  various  times 
albumin  and  casts  appeared,  with  eye  symptoms,  epigastric  pain, 
general  edema,  unilateral  headache,  and  all  the  classical  indications 
of  eclampsia;  but  at  no  time  over  two  of  these  appeared  simul- 
taneously; and  at  no  time  was  there  any  rise  of  blood  pressure  over 
130.  She  readily  responded  to  restricted  diet  and  fluids.  On  each 
Sunday  the  bars  were  down,  but  the  six  days  diet  was  rigidly  ob- 
served. Her  delivery  was  uneventful,  and  no  toxic  symptoms 
have  appeared  since  her  return  home.  The  daughter  is  a  healthy 
specimen.  now  six  months  old. 

Case  III. — Mrs.  N.  C.  came  from  Toledo,  Ohio,  and  was  seen  in 
consultation  with  Dr.  Buford  G.  Hamilton,  on  February  10,  1918. 
Para-i,  aged  thirty-eight:  blood  pressure  on  admission  138;  headache; 
spots  before  the  eyes;  ratio  of  intake  to  output  of  fluids  1  163.  Has 
shortness  of  breath;  epigastric  pain.  Bag  induction  was  done  on 
fourth  day  after  prophylaxis  was  begun.  A  living  baby  was  born 
voluntarily  after  twelve  hours  labor.  No  convulsions  were  ex- 
perienced. On  dismissal  blood  pressure  was  124;  ratio  of  output 
to  intake  less  than  1.     Patient  has  since  reported  in  good  condition. 

Case  IV. — Mrs.  P.,  aged  twenty-three,  para-i,  the  wife  of  a 
young  railroad  contractor,  had  been  a  patient  from  the  beginning  of 
her  pregnancy.  Several  times  she  showed  traces  of  albumin,  and 
on  that  account  she  was  on  a  restricted  diet  throughout  her  preg- 
nancy. Her  blood  pressure  ranged  between  no  mm.  and  120  mm., 
and  she  was  always  apparently  in  good  condition  with  the  exception 
of  the  albumin.  The  urine  was  examined  and  found  negative  on 
Friday,  February  2 2d,  and  her  blood  pressure  measured  120.  Sat- 
urday forenoon,  the  23d,  Mrs.  P.  called  up  and  reported  a  headache, 
for  which  phenacetin  was  ordered,  and  the  patient  was  requested 
to  report  her  condition  by  evening.  At  6.30  p.  at.  the  telephone 
report  came  that  Mrs.  P.  had  fainted  at  dinner.  On  reaching  the 
house  in  fifteen  minutes,  I  found  her  on  the  floor  of  the  dining  room, 
unconscious  and  limp.  No  history  of  any  convulsive  seizure  could 
be  elicited,  but  the  family  was  at  once  warned  that  she  was  in  im- 
minent danger  of  spasms.  While  a  mouth  gag  was  being  impro- 
vised the  first  seizure  occurred.  The  ambulance  was  ordered  and 
responded  immediately.  In  the  meantime  the  patient  was  placed 
in  bed,  and  in  twenty  minutes  had  the  second  seizure.  She  was  in 
the  hospital  in  forty-five  minutes  and  a  rectal  examination  disclosed 
a  long  hard  cervix;  no  sign  of  labor,  blood  pressure  200,  patient  still 
unconscious,  an  urgent  Cesarean  section  was  decided  upon  and  was 
done  by  Dr.  B.  L.  Sulzbacker.  The  patient  made  a  very  gratifying 
recovery,  and  the  baby  was  at  no  time  apparently  disturbed  by  the 
precarious  experience  of  his  mother.     Both  patients  are  now  normal. 

In  this  case  the  long  hard  cervix,  the  fact  that  three  convulsions 
came  unexpectedly  in  less  than  an  hour,  and  the  almost  complete 
suppression  of  urine,  led  to  the  conclusion  that  a  section  was  the 
only  chance  for  a  living  baby,  and  gave  the  mother  the  greatest 
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advantage  by  relieving  her  from  the  burden  of  oxygenating  the 
fetus  under  a  handicap,  and  also  did  away  with  the  toxic  foci  which 
the  placenta  and  the  fetus  doubtless  constituted. 

The  welfare  of  the  mother  was  a  clear  indication  to  the  writer 
for  a  section,  rather  than  to  allow  her  to  waste  her  life  in  an  inef- 
fectual attempt  to  relieve  herself  of  the  pathologic  burden  of  the 
toxemia,  and  the  physiologic  burden  of  the  fetus  which  she  must 
simultaneously  attempt. 

Case  V. — -Mrs.  J.,  para-i,  pregnant  five  months,  wife  of  a  minis- 
ter, referred  by  Dr.  Clark  of  Wichita,  was  under  observation  for 
six  weeks,  with  no  abnormal  indication.  Blood  pressure  was  normal, 
urinary  findings  negative,  and  the  case  an  ideal  one,  it  seemed,  until 
a  violent  headache  developed  and  symptoms  of  eclampsia  and  abor- 
tion were  apparent.  Dr.  Harry  Jones  was  kind  enough  to  see  the 
patient  in  Rosedale,  as  the  writer  was  engaged  in  another  case. 
She  was  given  a  hypodermic  of  morphine,  }/±  grain,  and  sent  into  the 
hospital.  The  following  picture  presented  itself:  both  hyalin  and 
granular  casts;  right  unilateral  frontal  headache;  epigastric  pain; 
general  edema,  cough,  and  vomiting. 

Magnesium  sulphate  and  veratrum  were  at  once  administered, 
and  the  patient  put  into  a  hot  pack.  Blood  pressure  dropped  to 
1 60  and  pulse  to  70.  After  three  days  the  patient  was  running  a 
pulse  of  90  and  a  blood  pressure  of  160  to  180.  The  indications 
showed  no  fetal  heart  beat;  and  no  fetal  movement  was  found  after 
repeated  examinations ;  it  was  believed  that  the  fetus  was  dead. 

The  Voorhees  bag  was  used  as  the  best  means  of  emptying  the 
uterus,  and  labor  followed  in  sixteen  hours,  a  stillborn  female  infant 
at  the  sixth  month  being  delivered.  No  further  convulsions  occur- 
red, and  the  patient  went  home  on  the  eighteenth  day  apparently 
free  from  evidence  of  the  toxemia.  A  recent  report  gives  her  con- 
dition as  quite  satisfactory. 

Case  VI. — Mrs.  S.,  aged  thirty-two,  para-iv,  wife  of  a  lawyer 
of  Webb  City,  Mo.,  came  November  15,  191 7,  for  her  fourth  con- 
finement, and,  as  at  each  of  the  former,  with  a  toxemia.  Headache, 
visual  disturbance,  blood  pressure  145;  urine  showing  albumin, 
hyalin  and  granular  casts.  Neuralgia  of  the  face,  which  was  traced 
to  a  pyorrhea,  resulted  in  infection  and  absorption^  which  were 
relieved  by  extraction. after  an  .r-ray  picture  showed  the  point  of 
necrosis. 

As  the  pain  and  edema  with  insomnia  persisted,  the  patient  was 
sent  to  the  hospital;  McDonald  36;  blood  pressure  150.  Induction 
of  labor  was  done  at  9.30  p.  m.,  and  pains  began  at  10.20.  She 
was  taken  to  the  delivery  room  at  n  o'clock,  and  after  labor  termi- 
nated, was  removed  to  her  room  at  12.15,  two  hours  and  three 
quarters  later.  Symptoms  all  cleared,  and  patient  returned  home 
in  three  weeks.     She  is  now  apparently  well. 

Case  VII. — Miss  M.,  aged  sixteen,  para-i,  was  seen  at  St. 
Vincent's  hospital,  where  she  had  been  for  six  months ;  during  the  last 
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two  months  she  was  under  the  care  of  Dr.  B.  G.  Hamilton.  Mc- 
Donald was  S3,  blood  pressure  170,  urine  showed  albumin,  hyalin  and 
granular  casts.  On  account  of  her  religious  convictions,  no  active 
treatment  was  instituted.  She  was  in  labor  forty-four  hours  with 
an  R.  O.  P.  and  was  finally  delivered  with  Scanzoni  forceps,  of  a 
fetus  weighing  534  pounds.  The  patient  was  thoroughly  exhausted. 
She  left  the  hospital  still  showing  hyalin  and  granular  casts.  Un- 
doubtedly the  bag  induction  would  have  spared  her  some  of  the  long 
suffering. 

Case  VIII. — Mrs.  N.,  para-i,  aged  forty-two,  came  into  the 
hospital  at  the  sixth  month,  having  had  false  pains  which  were 
quieted  by  morphine.  Her  blood  pressure  was  120,  and  the  urine 
findings  were  negative.  She  left  the  hospital  with  friends  and  took 
an  automobile  ride  in  the  afternoon.  At  3.00  a.  m.  she  went  into 
convulsions,  having  three  before  entering  the  hospital  and  two 
subsequently.  As  examination  showed  a  long  hard  cervix  with  no 
softening,  it  was  decided  to  do  a  Cesarean  section.  The  uterus 
was  studded  with  small  fibroids.  The  patient  made  a  perfect 
recovery.  After  two  weeks  she  had  no  symptoms.  The  baby 
lived  six  hours. 

Case  IX. — Mrs.  E.,  aged  thirty,  para-ii,  entered  St.  Vincent's 
with  a  blood  pressure  of  240  which  had  continued  for  six  weeks. 
Daily  examination  showed  no  trace  of  albumin  or  casts.  The  day 
before  delivery,  which  was  normal,  a  trace  of  albumin  appeared. 
Her  treatment  was  magnesium  sulphate  and  veratrum  which  did 
not  effect  the  height  of  the  blood  pressure.  She  was  delivered  of 
an  8-pound  baby  and  left  the  hospital  with  a  normal  blood  pressure 
and  no  pathologic  urinary  findings. 

Case  X. — Mrs.  D.,  aged  twenty-two,  para-i,  came  from  Colo- 
rado and  entered  the  hospital  on  April  8,  1918,  under  care  of  Dr. 
B.  G.  Hamilton.  Her  blood  pressure  was  200,  and  she  had  marked 
disturbances  of  vision.  A  specimen  of  her  urine  from  a  week  before 
had  been  negative,  and  blood  pressure  124.  She  thought  the  visual 
disturbance  was  caused  by  the  fact  that  she  had  broken  her  glasses, 
and  by  the  edema  due  to  pressure  from  the  uterus.  We  found  the 
McDonald  measurement  36,  and  her  history  showed  her  to  be  at 
term.  She  was  given  the  usual  prophylaxis,  and  put  into  a  hot  pack. 
The  pains  began  voluntarily  and  she  delivered  herself  with  no  arti- 
ficial assistance.  The  blood  pressure  fell  to  normal  and  remains 
unchanged.  Urine  is  negative,  but  she  still  complains  of  some 
headache. 

Case  XL — Mrs.  B.,  aged  twenty-six,  para-ii,  was  seen  with  Dr. 
B.  G.  Hamilton,  March  25.  One  week  before,  the  doctor  found 
albumin,  but  no  casts  in  the  urine,  and  a  blood  pressure  of  120. 
On  admission  the  blood  pressure  was  180,  pulse  90,  urine  showed 
albumin,  hyalin,  and  granular  casts,  and  was  scanty.  She  had 
right  unilateral  headache,  red  spots  before  the  eyes,  and  epigastric 
pain.  Blood  pressure  rose  to  190.  An  induction  was  done  after 
prophylactic  treatment  failed  to  hold  symptoms  in  check.  After 
the  bag  was  placed,  the  blood  pressure  dropped  to  150.     She  was 
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delivered  in  eight  hours.  Both  mother  and  child  left  the  hospital  in 
good  condition.  On  examination,  the  baby's  urine  showed  albumin 
for  three  days,  as  it  does  in  many  of  these  cases.  No  albumin  in 
urine  of  mother  or  child  on  discharge. 

Case  XII. — Mrs.  A.,  aged  twenty-four,  para-i,  entered  the  General 
Hospital  at  the  sixth  month  of  pregnancy,  passing  in  twenty -four  hours 
i  pint  of  urine,  showing  albumin,  hyalin,  and  granular  casts.  After 
diet  and  prophylactic  treatment  the  patient  went  home,  all  symptoms 
having  subsided;  nor  did  they  return.  At  term,  she  came  into  the 
hospital  again  and  delivered  herself  voluntarily  without  symptoms 
of  toxemia.  This  patient  had  previously  undergone  two  surgical 
operations,  an  appendectomy  and  a  fixation. 

Case  XIII. — Mrs.  S.  K.,  a  para-iv,  came  into  Ward  Three,  the 
maternity  department  of  the  General  Hospital  March  12,  1918, 
after  having  had  twelve  convulsions  and  being  comatose  and  edema- 
tous, with  a  blood  pressure  240.  Hot  pack,  veratrum  and  magnesium 
sulphate  were  at  once  utilized,  and  the  symptoms  subsided.  The 
patient  was  discharged  March  31,  in  good  condition.  Dr.  Hamilton 
recognized  the  patient  as  having  been  seen  twice  in  her  home  in 
eclampsia.     All  the  babies  were  born  alive. 

Case  XIV.- — Mrs.  G.,  para-i,  aged  forty-two,  in  eighth  month  was 
referred  by  Dr.  E.  H.  Miller  of  Liberty.  She  was  admitted  at  4 
a.  m.,  coming  by  ambulance  from  her  home.  Patient  was  having 
convulsions  in  rapid  succession,  had  general  edema,  which,  on  in- 
vading the  glottis,  caused  a  breathing  resembling  that  of  a  child 
with  croup.  Her  blood  pressure  was  220;  pulse  120,  and  temperature 
1 01. 8°.  Although  the  cervix  was  softened,  no  effective  labor  was 
yet  begun.  No  fetal  heart,  and  no  fetal  movements  could  be  ascer- 
tained. The  routine  induction  of  labor  by  Voorhees  bag  was  done 
after  veratrum,  TUx;  croton  oil,  Ttlii,  by  catheter  into  the  stomach 
and  sulphate  magnesium  1  ounce  by  lavage  also.  Veratrum 
was  repeated  at  6  a.  m.,  and  blood  pressure  dropped  to  160  at  7.00; 
it  was  190  at  8.00,  then  180,  and  at  9.15  it  was  195.  Veratrum  at 
9.15  and  blood  pressure  at  10  was  185.  At  11.00  it  was  200  and  at 
1 2  :oo  no  change.  At  1.00,  after  the  hourly  exhibition  of  veratrum,  it 
dropped  to  140.  Vision  was  dim,  although  patient  was  now  rational. 
Vomiting  and  convulsions  were  persistent.  Proctoclysis  of  soda 
bicarbonate  2  per  cent.;  and  glucose  5  per  cent. ;  were  given.  The 
twenty-four-hour  intake  was  1330  c.c.  and  output  5.50  c.c.  At  6.45 
a  stillborn  fetus  was  delivered;  weight  5  pounds  6  ounces.  The  placenta 
was  delivered.  Her  blood  pressure  ranged  from  160  to  220  after  the 
delivery,  and  the  intake  and  output  would  stand  1700  c.c.  to  1640 
c.c.  whereas  before  delivery,  intake  and  output  was  only  one-third 
of  recorded  intake.  Sodium  phenol  phthalein  test  for  efficiency  gave 
a  very  low  response.  On  Nov.  17,  the  patient  was  up  in  a  wheel 
chair.  She  was  very  cheerful  and  invited  the  doctors  and  nurses 
over  to  Clay  County  for  a  chicken  dinner  at  an  early  date.  Her 
pulse  was  88.68  and  76;  blood  pressure  180;  intake  i860;  output 
1600  c.c.  She  was  apparently  convalescent  and  prepared  to  return 
home  next  day.     Without  warning  the  blood  pressure  went  to  200. 
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Kidney  secretion  was  completely  suppressed,  the  patient  became 
comatose,  and  expired.  This  was  evidently  a  case  of  eclampsia 
grafted  on  a  chronic  nephritis. 

Case  XV. — Mrs.  P.,  para-i,  entered  hospital  February  26,  with  a 
blood  pressure  180,  urine  showing  albumin,  hyalin,  and  granular 
casts.  She  was  given  magnesium  sulphate  and  a  large  quantity  of 
fluids,  and  was  put  in  the  pack.  The  blood  pressure  remained 
between  160  and  190,  and  the  albumin  constantly  increased.  Vision 
was  much  impaired:  vomiting  and  diarrhea  persisted.  She  was  pre- 
pared for  a  Voorhees  bag  induction  of  labor,  which  was  done  on 
March  1 .  Labor  began  in  four  hours,  and  the  patient  was  delivered  in 
nineteen  hours  voluntarily.  She  left  the  hospital  the  third  week; 
the  symptoms  showing  but  slight  albumin. 

Case  XVI. — Mrs.  J.  B.,  para-i,  aged  twenty- five,  admitted  March 
31,  with  blood  pressure  200.  No  other  symptoms.  She  went  into 
labor  voluntarily,  was  given  veratrum  Tfl.x,  and  magnesium  sulphate 
§i.  She  delivered  herself  after  three  hours,  and  her  blood  pressure 
fell  to  160 — in  five  hours  to  130.  The  urine  on  admission  showed 
albumin  4  plus  diacetic  acid  and  indican.  Her  recovery  was  unevent- 
ful.    On  dismissal  blood  pressure  stood  at  118,  and  pulse  90. 

Case  XVII. — Mrs.  H.  S.,  aged  twenty-six,  para-i,  was  admitted 
February  17,  1918,  at  2  a.m.,  having  been  delivered  at  home  by 
Dr.  W.  M.  Sams,  who  was  her  attending  physician,  and  who  assisted 
throughout  the  case.  She  developed  convulsions  three  hours  post- 
partum. Eight  convulsions  were  suffered  before  she  reached  the 
hospital,  unconscious,  with  blood  pressure  150,  pulse  100,  and  tem- 
perature 103°.  The  patient  improved  under  the  routine  treatment. 
She  became  conscious  and  was  apparently  convalescent  when  symp- 
toms became  aggravated,  peritonitis  developed,  and  septic  myocar- 
ditis set  in.  A  severe  ophthalmia  had  sprung  up,  affecting  the  left 
eye,  and  the  pus,  on  being  cultured,  gave  a  positive  Neisserian 
reaction,  as  did  also  the  vaginal  discharge.  Doubtless  the  septic 
myocarditis  from  which  she  finally  succumbed  could  be  traced  to  the 
Neisserian  infection,  proving,  as  Dr.  LaVake  maintains,  that  all 
eclampsias  may  be  accounted  for  by  some  infection  if  we  can  but  find 
the  source. 

Case  XVIII. — Mrs.  H.  L.,  para-i,  a  college  woman,  aged  thirty- 
four,  McDonald  36  }4,  Ahlfeld  27  J^,  was  seen  in  consultation  with 
Dr.  B.  G.  Hamilton.  She  entered  the  hospital  April  18,  1918,  and 
although  seen  frequently  at  home,  with  no  evidence  of  toxemia 
but  slight  headache  and  some  difficulty  in  sleeping,  it  was  found 
on  admission  that  marked  symptoms  of  eclampsia  were  in  evidence. 
Blood  pressure  was  200,  pulse  62,  unilateral  headache,  disturbed 
vision,  and  insomnia  were  marked.  The  blood  pressure  dropped 
to  160  and  ranged  back  to  200.  Intake  17 10  c.c.  output  1560  c.c. 
Patient  became  very  restless,  as  well  she  might,  carrying  the  burden 
of  an  eclampsia,  a  right  occipitoposterior  position,  added  to  a  mitral 
heart  lesion.  Labor  was  induced,  and  every  two  minutes  the  patient 
was  having  pains  lasting  a  minute.  The  bag  was  expelled  and  dilata- 
tion tolerably  well  established,  but  rotation  had  not  taken  place 
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when  the  patient  developed  a  terrific  convulsion  lasting  two  and  a 
half  minutes.  She  was  at  once  put  under  ether  anesthesia  and  de- 
livered by  Dr.  Hamilton  by  version.  The  baby  was  stillborn,  a 
condition  evidently  the  result  of  the  maternal  toxemia  and  the 
convulsion.  The  mother  is  today  apparently  convalescent,  no  fur- 
ther symptoms  having  arisen,  and  the  blood  pressure  being  124  mm. 

It  would  be  a  needless  waste  of  your  valuable  time  and  simply  a 
repetition  to  enumerate  further  the  cases  which  go  to  make  up  this 
very  remarkable  list  which  now  reaches  the  number  of  forty-four 
individual  instances  of  pregnancy  toxemia  since  May,  191 7,  and 
twenty- three  of  them  since  January  1,  1918. 

One  can  hardly  see  how  such  an  experience  as  this  can  be  account- 
ed for,  as  has  been  said,  one  ascribes  the  prevalence  of  these  toxemic 
explosions  to  climate  or  atmospheric  loss  of  equilibrium,  as  has 
been  claimed  by  Dr.  E.  H.  Miller.  Several  years  ago,  he  read  a 
paper  on  epidemic  eclampsia,  and  recently  told  the  writer  as  an 
evidence  of  epidemic  herpes  zoster  that  he  had  during  the  past 
winter  seen  and  treated  nine  cases  of  shingles  in  his  own  practice. 
Whatever  opinion  one  may  hold  as  to  the  etiology  of  these  toxemias, 
one  is  struck  by  the  fact  that  the  results  of  a  system  of  routine 
examination  and  laboratory  reports,  including  urinalysis  and  the 
estimation  of  kidney  insufficiency  by  the  sodium  phenolphthalein 
test,  which  is  now  being  done  as  a  routine;  the  careful  record  of 
intake  and  output  of  fluids;  the  careful  observation  of  blood  pressure; 
and  the  treatment  by  veratrum,  magnesium  sulphate,  hot  packs 
and  plenty  of  fluids,  in  comparison  with  other  systems,  has  been 
found  unusually  satisfactory.  Furthermore,  the  Vorrhees  bag 
in  the  hands  of  the  writer  has  demonstrated  itself  over  a  hundred 
times  in  the  last  year  as  the  conservative  and  safe  instrument  for 
inducing  labor  with  the  least  shock,  the  greatest  accuracy,  and, 
generally,  the  safest  results.  These  patients  are  not  free  from  the 
menace  to  their  lives  until  they  are  delivered  and  the  source  of  the 
toxins  removed. 

The  results  here  obtained  could  not  have  been  accomplished 
in  the  home  of  the  patient;  and  it  is  emphasized  most  strikingly 
by  these  toxemic  cases,  as  well  as  by  the  other  obstetric  emergencies, 
that  the  only  ideal  environment  for  their  protection  is  that  of  the 
hospital. 

To  summarize:  Toxemia  of  pregnancy  and  eclampsia  are  due 
to  change  of  metabolism  resulting  from  faulty  proteid  and  fat,  from 
an  undetermined  toxin  from  the  growing  ovum,  resulting  in  infarcts 
and  other  pathologic  changes  of  the  kidney,  liver,  thyroid,  brain, 
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and  spleen.  These  toxins  are  thrown  into  the  blood  stream,  the 
products  of  autolysis  of  placenta  infarcts  from  which  dying  particles 
are  carried  to  the  kidney,  liver,  etc.,  and  cause  focal  necrosis. 
Hyperthyroidism  is  only  an  incidental  evidence  in  the  vicious 
circle. 

The  extra  burden  thrown  on  the  mother  of  warding  off  this 
poison  and  of  oxygenating  the  fetus  overwhelms  her  powers  of 
resistance.  Especially  may  this  result  in  alternating  extreme 
cold  weather  and  mild  days  as  she  is  unable  to  stabilize  her  powers 
of  resistance.  A  loss  of  equilibrium  between  the  centers  and  periph- 
ery of  the  body  causes  an  acidosis  because  of  the  unstable  condi- 
tion of  the  metabolism.  Failure  of  elimination  results  in  stasis; 
maternal  oxygenation  is  decreased;  lung  expansion  and  heart  action 
are  disturbed;  asphyxia  results;  foci  of  infection  in  teeth,  tonsils, 
and  colon  infections  may  usually  be  demonstrated  in  toxemia. 
Adrenalin  output  is  increased;  blood  pressure  is  raised;  and  blood 
coagulation  is  abnormally  increased  in  toxemia. 

Consequently  prophylaxis,  including  diet,  bland  foods,  and  plenty 
of  fluids,  elimination  by  magnesium  sulphate  and  sweats,  eradica- 
tion of  foci  of  infection  are  to  be  planned.  Asphyxia  is  avoided 
by  deep  breathing  and  fresh  air.  Acidosis  is  anticipated  by  alkalies. 
Blood  pressure  is  reduced  by  veratrum,  not  by  phlebotomy.  All 
other  measures  failing,  the  final  resort  is  to  empty  the  uterus.  This 
should  be  done  under  ether  anesthesia,  as  ether  is  the  only  safe 
inhalation  anesthetic  in  these  cases,  as  follows: 

i.  Preliminary  dilatation  gradually  by  Hegar's  dilators  up  to 
No.  20. 

2.  Voorhees  bag  No.  4,  if  at  term,  introduced  by  Reed's  method- 
cigarette  roll,  held  by  Pean's  forceps.  Lavage  of  soda  bicarbonate 
2  per  cent,  after  uterus  is  emptied.  Cases  of  the  fulminating  type, 
with  long  hard  cervix  (in  which  no  vaginal  examination  has  been 
done)  are  best  treated  by  classical  Cesarean  section. 

When,  after  contamination  by  frequent  digital  examination, 
infection  is  almost  surely  to  be  expected,  a  Porro  or  other 
hysterectomy  should  be  done  in  the  interest  of  the  mother  (see 
Franklin  Newel's  statistics  of  results  near  Boston  100  per  cent, 
mortality). 

The  results  in  the  series  of  cases  from  which  these  conclusions 
are  drawn,  showing  95  per  cent,  of  recoveries  of  mothers,  and  85  per 
cent,  of  the  children  at  term,  at  least  warrant  the  belief  that  since 
Tweedy's  tables  showed  maternal  mortality  of  8,  DeLee  20,  Williams 
25,  Cragin  28,  N.  Y.  Lying-in  30;  the  average  American  38;  the 
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Royal  Maternity  of  Edinburgh  66  (these  figures  being  from  De  Lee's 
Year  Book,  191 8),  our  results  are  far  above  the  average,  or  else 
our  cases  have  been  less  toxic  than  those  encountered  elsewhere, 
which  is  not  likely  the  fact. 

From  our  own  experience  and  from  that  of  other  observers, 
including  a  most  interesting  report  just  received  from  Dr.  Ben 
Myers,  who  does  a  large  obstetric  work  in  Alaska,  and  who  finds 
that  during  the  last  year,  an  unusually  cold  wet  season,  12  per  cent, 
of  his  cases  suffered  from  toxemia,  the  conclusion  is  drawn  that 
the  weather  does  at  least  aggravate  the  tendency  to  this  condition. 
As  there  is  such  a  close  relation  between  the  toxemia  and  the  nervous 
system,  is  it  not  also  fair  to  ascribe  to  the  war  an  incidental  effect 
as  a  causative  factor? 

The  moral  to  be  drawn,  then,  is  that  pregnancy  is  a  condition 
in  which  the  patient  is  peculiarly  susceptible  to  external  atmos- 
pheric influences,  and  to  psychical  impressions  which  disturb 
the  nervous  equilibrium.  She  should,  therefore,  be  inspired  by  a 
cheerful  optimism  that  we  are  going  to  win  the  War,  and  make  the 
world  safe  for  future  generations  of  freeborn  people. 

605  Bryant  Building. 
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THE    RESULT   OF   INDUCED    ABORTIONS    CAUSING 

STERILIZATION,  DISCLOSED  BY  ABDOMINAL 
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BY 
FRANCIS  REDER,  M.  D.,  F.  A.  C.  S., 

St.  Louis,   Mo. 

The  vengeance  on  part  of  Nature  inflicted  in  return  for  an  insult 
offered  the  procreative  organs  in  the  female  when  in  vital  physio- 
logic activity,  often  steeps  a  woman's  future  into  such  gloomy 
depths  that  she  will  gladly  court  any  sort  of  a  measure,  and  wil- 
lingly undergo  serious  risks  in  the  hope  that  her  damaged  organs  may 
again  be  restored  to  normal  function. 

With  many  women  an  abortion  is  not  regarded  as  a  great  crime, 
and  when  the  physician  listens  to  the  history  of  the  early  years  of 
a  married  woman's  life  and  is  told  that  as  many  as  fourteen  abortions 

*  Read  at  the  Thirty-first  Annual  Meeting  of  the  American  Association  of 
Obstetricians  and  Gynecologists,  Detroit,  September  16-18,  1918. 
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had  been  induced,  he  marvels  how  readily  a  woman  can  condone 
this  act. 

This  paper  is  prompted  by  a  record  of  eight  cases  of  sterilization, 
the  result  of  induced  abortions.  All  the  women  were  married,  in  good 
health,  and  none  over  thirty-five  years  of  age.  In  each  instance 
the  abortion  was  induced  soon  after  the  first  period  had  been  missed, 
usually  the  second  or  third  week. 

The  method  was  invariably  instrumental,  i.e.,  with  the  catheter 
or  sound,  and  was  usually  successful  within  five  days.  Prior  to  the 
instrumentation,  hot  water  douches,  hot  foot  baths,  supplemented 
by  mustard  applications  to  the  lower  abdomen,  and  in  four  of  the 
cases  medicines,  such  as  fluid  extract  of  ergot  or  pennyroyal,  were 
resorted  to  without  success. 

It  is  of  interest  to  note  the  number  of  abortions  induced  in  these 
women. 

3  women  were  relieved  5  times  in  2  years. 
2  women  were  relieved  6  times  in  2^  years. 
1  woman  was  relieved  9  times  in  3  years. 
1  woman  was  relieved  11  times  in  3  years. 
1  woman  was  relieved  14  times  in  5  years. 

None  of  the  women  suffered  any  serious  consequences  following 
these  abortions,  that  is,  they  were  not  seriously  sick.  Most  of  them 
experienced  a  general  malaise,  possibly  due  to  a  slight  elevation  of 
temperature,  while  a  few  were  confined  to  bed  for  several  days.  In 
no  instance  was  it  necessary  to  consult  a  physician.  After  a  week 
all  discomfort  usually  had  passed,  and  they  again  went  about  as 
they  were  accustomed  to. 

As  a  consequence  of  these  induced  abortions,  menstruation 
was  in  most  cases  irregular,  painful,  and  often  profuse  for  months 
after.  In  five  of  the  cases  this  condition  remained,  while  in  the 
other  three  the  menstrual  function  again  became  normal.  A 
leukorrhea  in  six  of  the  cases  manifested  itself  soon  after  recovery 
from  the  first  abortion  and  remained  constant;  the  other  two  were 
free  from  this  annoyance.  All  eight  cases  suffered  more  or  less 
from  backache.  Subsequent  abortions  added  to  the  severity  of 
this  backache. 

From  the  cursory  history  of  the  cases,  it  can  be  seen  that  the 
clinical  course  of  these  abortions  was  not  severe,  that  the  general 
health  was  not  impaired,  and  that  to  all  appearances  the  pelvic 
organs  were  not  damaged  to  any  serious  extent.  However,  as  time 
went  on  these   same  women  noticed  that  they  never   "missed" 
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any  more,  thus  causing  their  worries  to  become  a  matter  of  the  past, 
for  the  time  being,  at  least. 

As  years  passed  and  the  thoughts  of  these  women,  by  worthy 
motives,  were  being  directed  into  channels  which  led  to  the  loftier 
ideals,  they  became  obsessed  with  the  wish  to  have  a  child.  The 
recall  of  former  experiences,  when  it  seemed  so  easy  to  become 
pregnant,  only  made  darker  the  pages  of  remorse  in  their  lives,  and 
now,  when  willingness  and  eagerness  were  uppermost  in  their 
hearts,  they  found  themselves  sterile.  The  chapter  of  their  lives 
that  followed  teemed  with  consultations  in  the  office  of  the  gyne- 
cologist. They  cheerfully  submitted  to  treatments  which  buoyed 
them  with  hopes  from  month  to  month,  only  to  find  that  at  the 
end  of  their  course  of  treatment  they  were  just  as  sterile  as  they 
were  before  they  consulted  the  gynecologist.  The  treatment  was 
generally  of  a  routine  nature  and  consisted  of  dilatations,  curet- 
ments,  the  introduction  of  intrauterine  wire  pessaries,  tampons,  and 
the  so-called  uterine  tonics.  Most  of  these  cases  were  under  treat- 
ment for  many  months. 

It  must  be  said  in  due  justice  to  such  treatments  that  they  are 
often  successful  in  relieving  certain  forms  of  sterilization,  especially 
when  a  chronic  endometritis  or  a  retroflexion  is  the  active  agent 
responsible  for  the  sterile  state.  However,  when  a  patient  has  been 
under  the  care  of  a  conscientious  gynecologist  for  two  or  three 
years,  and  the  desired  result  has  not  been  achieved,  a  continuance 
of  these  measures  is  hardly  warranted.  It  must  then  be  inferred 
that  other  conditions  are  responsible  for  the  sterility,  and  their 
presence,  if  possible,  should  be  determined.  In  the  eight  cases 
cited,  the  true  lesion  was  not  diagnosticated  before  operation.  For 
this  the  reasons  seem  cogent. 

When  we  consider  that  there  was  no  positive  evidence  of  any 
severe  pelvic  inflammation  following  these  abortions  and  that 
these  women  at  no  time  appeared  seriously  sick,  it  can  be  seen  how 
readily  an  intrapelvic  trouble  could  be  disregarded.  It  must  be 
borne  in  mind,  however,  that  these  abortions  were  induced  instru- 
mental^ and  very  likely  not  under  the  strictest  aseptic  precautions. 
Again,  the  frequency  of  the  instrumental  interference  must  not  be 
overlooked.  The  abuse  of  such  delicate  structures  inevitably  in- 
vites bacterial  invasion,  and  through  the  unavoidable  trauma,  though 
small,  these  tissues  must  eventually  suffer  from  an  infective  proc- 
ess with  far-reaching  consequences.  It  is  quite  different  when  an 
abortion  is  induced  by  drugs.  The  chances  for  a  woman  to  con- 
ceive in  later  years,  who  has  aborted  through  the  influence  of  a 
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drug,  are  far  better  than  those  of  a  woman  whose  abortion  was 
induced  with  an  instrument. 

Abortions  induced  by  drugs  rarely  become  infected  when  left 
alone.  It  is  only  when  the  infective  material  is  carried  in  through 
an  examination,  or  when  an  attempt  is  made  to  do  something  for  the 
woman  with  an  instrument,  that  the  decidua  usually  become 
infected.  Furthermore,  should  the  uterine  contents  in  such  cases 
become  infected  otherwise  than  through  the  use  of  instruments, 
the  septic  material  would  not  find  any  traumatic  avenues  whereby 
it  could  readily  reach  the  deeper  channels.  Such  infections,  as  a 
rule,  remain  arrested  in  loco.  An  instrumentally  induced  abortion 
offers  far  different  inducements  to  the  dissemination  of  infectious 
matter.  Here  the  damage  to  the  tissues  may  be  so  great  that 
the  septic  material  may  reach  the  deeper  channels  before  Nature 
has  had  time  to  prophylactically  prepare  the  field.  It  does  not 
seem  to  matter  much  with  Nature  whether  or  not  the  virulence  of 
the  infection  be  of  a  high  or  of  a  low  degree,  its  work  to  prepare 
the  neighboring  structures  that  they  may  offer  a  high  grade  of 
resistance  to  the  invasion  is  carried  on  to  a  surprising  extent  in  the 
face  of  any  kind  of  an  infection.  This  has  been  exemplified  by  the 
cases  cited  in  this  paper  and  it  demonstrates  how  vaguely  the 
pathologic  conditions  resulting  from  an  instrumentally  induced 
abortion  can  be  judged.  The  physical  examination  in  cases  of  this 
character  reveals  nothing  definite  relative  to  an  intrapelvic  condi- 
tion which  might  be  present.  It  is  true  a  retroflexed  uterus  can  be 
readily  recognized;  a  prolapsed  ovary,  always  painful  to  the  touch, 
is  easily  diagnosticated;  a  small  ovarian  cyst,  like  a  chronically 
diseased  appendix,  will  rarely  escape  notice;  but  as  to  the  condition 
of  the  tubes,  the  character  of  the  lesion  usually  remains  in  doubt. 
There  is  only  one  diagnostic  way  by  which  the  true  nature  of  the 
intrapelvic  condition  can  be  disclosed,  and  that  is  by  abdominal 
section.  It  is  not  often  that  a  woman,  who  has  become  sterilized 
through  induced  abortions,  is  desirous  of  having  her  condition 
cleared  up  in  this  manner;  however,  there  are  some  who  are  so 
anxious  to  have  a  child  that  they  are  prone  to  accept  any  advice 
which  may  result  in  a  pregnancy.  During  the  last  six  years  I  have 
operated  on  eight  women  in  the  hope  of  relieving  their  sterility. 
The  operation,  an  exploratory  abdominal  section,  was  in  each 
case  performed  after  these  women  had  been  subjected  to  thera- 
peutic and  minor  gynecologic  measures  for  a  time  sufficiently 
long  to  give  convincing  evidence  that,  without  any  further  inter- 
vention, the  sterile  state  bade  fair  to  remain  permanent.     It  may 
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be  assumed,  from  a  limited  experience,  that  no  woman  sterilized 
through  the  induction  of  abortions  should  be  subjected  to  a  major 
operation  unless  her  condition  has,  for  at  least  two  years,- received 
careful  study  and  the  application  of  such  minor  gynecologic  treat- 
ment as  may  be  indicated.  Neither  should  the  time  of  such  a 
course  be  carried  beyond  three  years.  This  assumption  has  been 
repeatedly  borne  out  where  an  obstacle  to  conception  has  been 
overcome  by  instituting  minor  gynecologic  measures,  allowing  a 
reasonable  length  of  time  for  restitution  to  take  place  in  the  damaged 
structures. 

The  eight  women  subjected  to  abdominal  section  gave  positive 
evidence,  upon  exploration,  that  conception  was  impossible  in  the 
condition  they  were  in.  The  pathologic  conditions  disclosed  pre- 
sented a  strange  similarity.  This  may  be  attributed  to  the  presence 
of  a  low  grade  of  infection.  It  must  be  remembered  that  the  women 
were  all  in  good  health;  that  the  method  of  inducing  abortion  was, 
very  nearly,  the  same  in  all  cases;  and  that  the  time  chosen  for  the 
abortion  was,  usually,  within  three  weeks  after  the  period  had  been 
missed.  That  the  pathologic  process  had  been  slow  in  its  progress 
was  evidenced  by  the  numerous  abortions  that  had  to  be  induced  to 
bring  about  a  state  of  sterilization. 

Summing  up  the  operative  findings  in  these  cases  it  was  re- 
vealed that  in  all  cases,  except  one,  the  ostium  abdominale  of  both 
tubes  was  closed.  This  was  the  positive  factor  producing  sterility. 
In  five  of  the  cases  bilateral  hydrosalpinx  existed.  In  two,  the 
hydrosalpinx  was  unilateral.  The  opposite  tube  in  the  latter  cases 
was  collapsed  and  presented  a  sacculated  appearance,  the  lumen 
giving  evidence  of  a  number  of  strictures.  In  one  case  no  hydrops 
of  the  oviducts  was  present;  the  tubes,  however,  were  sacculated 
and  the  uterine  ends  were  closed.  In  each  case  the  tubes  were 
dislocated  into  Douglas'  pouch  and  usually  bound  down  with  firm 
bands  of  adhesions  and  false  membranes.  On  the  left  side  the  tube 
was  buried  under  the  sigmoid,  while  the  tube  on  the  right  side 
was  attached  by  adhesions  to  the  cecum  and  appendix. 

Examination  of  the  ovaries  revealed  that  pathologic  processes 
had  invaded  these  organs.  No  ovary  was  found  in  its  normal 
position;  all  were  more  or  less  prolapsed  and  adherent  to  the  tubes. 
In  several  instances  there  was  a  matting  together  of  ovary,  tube, 
uterus,  and  rectum.  Some  of  the  ovaries  were  twice  their  normal 
size,  and  all  gave  evidence  of  cystic  degeneration. 

The  effect  of  a  perioophoritis  was  shown  by  a  great  thickening 
of  the  surface  of  the  ovary  in  over  half  of  the  cases.     When  such  a 
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condition  is  found  bilaterally,  it  must  be  regarded  as  a  potent 
cause  of  sterility,  inasmuch  as  the  thickening  over  the  surface  of  the 
ovary  forms  a  covering  that  is  stronger  than  the  intrafollicular 
pressure  of  the  Graafian  follicle  is  able  to  rupture.  In  most  cases 
the  uterus  was  found  retrodeviated  and  fixed  by  adhesions,  which 
secondarily  disturbed  the  important  anatomical  relations  between 
ovary  and  tube.  The  correction  of  these  pathologic  conditions 
was  undertaken  in  as  conservative  a  manner  as  possible,  i.e.,  none 
of  the  structures  were  sacrificed,  excepting  a  resection  of  some 
of  the  ovarian  substance  presenting  marked  cystic  degeneration. 
In  some  of  the  ovaries  this  was  extensive.  The  uterus,  tubes,  and 
ovaries  were  freed  from  their  adhesions  and  brought  into  as  normal 
position  as  circumstances  would  permit.  This  was  carried  out 
satisfactorily  in  most  cases.  The  abdominal  end  of  the  occluded 
tubes  was  opened  and  cuffed  back,  and  their  lumina  explored  with 
a  sound.  The  ovary  was  fixed  as  near  to  the  ostium  of  the  tube 
as  possible.  In  several  cases  the  abdominal  end  of  the  tube  was 
sutured  to  the  ovary. 

As  a  result  of  these  operative  measures,  two  of  the  women  became 
pregnant,  and  went  to  full  term,  within  twenty  months  after  the 
operation.  These  two  women  had  bilateral  hydrosalpinx  and  re- 
section of  both  ovaries  was  necessary.  They  were  the  youngest  of 
the  series  and  were  respectively  twenty-six  and  thirty  years  of  age. 
The  remaining  six  women,  operated  on  within  the  last  four  years,  are 
still  sterile. 

As  to  the  possibility  of  correcting  an  existing  pathologic  condi- 
tion, which  may  act  as  an  obstruction  to  impregnation,  no  assurance 
can  be  given.  Operations  for  this  purpose  are  only  hopeful  meas- 
ures undertaken  with  a  view  to  restore  to  a  normal  relationship 
the  structures  that  have  suffered  from  an  infective  process,  and 
to  extend  to  the  woman  her  only  chance  to  become  pregnant. 
Nothing  definite  can  be  formulated  from  a  surgical  procedure 
undertaken  for  the  purpose  of  removing  a  barrier  to  pregnancy. 

Delmar  Building. 
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THE    IRVING    W.    POTTER    METHOD    OF    PRACTICING 

VERSION.* 

BY 
E.    GUSTAV   ZINKE,  M.  D.,  F.  A.  C.  S., 

Cincinnati,  Ohio. 

Two  years  ago,  Dr.  Irving  W.  Potter  of  Buffalo,  N.  Y.,  reported 
to  the  American  Association  of  Obstetricians  and.  Gynecologists, 
500  cases  of  internal  version  of  the  child  for  all  causes,  but 
especially  for  reasons  not  sanctioned  by  the  learned  obstetricians 
of  the  past  and  present,  viz.,  shortening  of  the  act  of  labor  for  the 
purpose  of  giving  relief  to  the  mother,  of  preserving  the  vitality  of 
both  mother  and  child,  and  of  economizing  the  time  of  the  accou- 
cheur. Dr.  Potter,  at  the  time,  claimed  that  his  maternal  and  fetal 
mortality  and  morbidity  were  not  only  not  greater,  but  considerably 
less  than  those  obtained  by  the  average  obstetrician;  that  in  the 
great  majority  of  primiparous  women,  he  did  the  operation  without 
tearing  the  os,  the  vagina,  or  the  perineum;  and  that  his  patients 
experienced  no  shock  and  recovered  more  promptly  from  the  effects 
of  labor  than  when  they  were  subjected  to  the  process  of  spontaneous 
delivery  under  the  guidance  of  well-trained  man-midwives  who  always 
are  firm  believers  in  faithful  "watchful  waiting." 

The  discussion  which  followed  the  reading  of  Dr.  Potter's  paper 
obtained  little  or  no  support  of  his  views  and  of  his  practice.  Indeed, 
Dr.  Potter  was  flatly  and  unhesitatingly  denounced;  many  of  the 
Fellows  present  declined  to  believe  him,  and  his  paper  was  refused 
publication. 

One  year  later  Dr.  Potter  appeared  again  before  this  Association 
with  the  report  of  200  additional  cases  of  version  performed 
by  him  during  the  previous  year  with  hospital  records  and  tempera- 
ture charts  of  every  case.  The  discussion  following  his  second 
paper  did  not  differ  much  from  that  of  the  previous  year.  But  Dr. 
Potter  was  strongly  supported  in  his  practice  by  Dr.  H.  E.  Hayd 
of  Buffalo,  who  had  witnessed  several  cases  of  version  performed  by 
Dr.  Potter,  and  who  had  examined  the  patients,  immediately  after 
delivery,  found  them  free  from  injury,  and  observed  their  prompt 

*  Read  at  the  Thirty-first  Annual  Meeting  of  the  American  Association  of 
Obstetricians  and  Gynecologists,  Detroit,  September  16-18,  1918. 
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and  perfect  recovery  from  the  effects  of  labor  and  confinement. 
The  second  paper  of  Dr.  Potter  was  recommended  for  publication 
by  the  Executive  Council,  and  it  was  printed  jointly  with  the  first 
paper  he  had  read  on  the  same  subject  the  year  before.  It  cannot 
be  said,  however,  that  Dr.  Potter's  obstetric  practice  had  found 
earnest  supporters;  indeed,  nearly  all  present  deprecated  his  views  as 
to  the  justification  of  frequent  version  for  the  sole  purpose  of  alleviat- 
ing pain,  shortening  labor,  and  the  saving  of  his  own  time. 

I  there  and  then  determined  to  visit  Dr.  Potter  and  to  witness 
for  myself  his  method  of  performing  version,  and  the  conditions 
under  which  he  did  it,  all  of  which  were  so  eloquently  endorsed  and 
described  by  Dr.  H.  E.  Hayd.  On  Monday,  September  second, 
while  the  guest  of  Dr.  Hayd  in  Buffalo,  the  wished-for  opportunity 
presented  itself.  During  the  month  of  August,  Dr.  Potter  had  per- 
sonally attended  105  cases  of  labor;  in  70  per  cent,  of  these 
cases  he  delivered  the  patient  by  the  aid  of  internal  version  and 
with  the  most  gratifying  results,  and  mostly  for  the  reasons 
mentioned  above. 

When  I  met  Dr.  Potter  to  witness  his  work,  on  the  evening  of  the 
second  day  of  this  month,  he  informed  me  that  he  had  attended  and 
delivered  nine  women  within  the  last  forty-four  hours;  and  in  nearly 
all  of  them  he  had  resorted  to  version.  About  8.00  p.  m.,  Dr.  Hayd 
and  I  met  Dr.  Potter  in  the  Buffalo  Deaconess  Hospital  for  the 
express  purpose  of  seeing  him  deliver  by  version,  in  an  otherwise 
normal  labor  case.  This  was  the  tenth  case  within  a  period  of  less 
than  two  days. 

Case  I. — II-gravida,  aged  twenty- three;  perfect  in  health;  of 
good  build  and  well  nourished.  Full-term  pregnancy ;  abdomen  very 
large;  pleural  pregnancy  suspected;  only  one  fetal  heart  faintly  audi- 
ble far  to  the  right  of  the  median  line  and  below  the  level  of  the  um- 
bilicus; vertex  presentation,  head  at  the  brim;  cervix  obliterated; 
os  fullv  dilated;  membranes  intact;  pulse  and  temperature  normal. 
Version  upon  the  feet  was  performed  under  complete  chloroform 
anesthesia.  The  case  proved  to  be  a  twin-pregnancy.  The  first 
child  was"  delivered,  hale  and  hearty,  within  ten  minutes  from  the 
time  the  Doctor  introduced  his  fingers  into  the  vulva;  the  second 
child  was  born  seven  minutes  later  in  the  same  manner.  Each 
child  had  its  own  amniotic  sack  and  placenta.  The  membranes 
of  the  second  child  were  not  torn  during  the  turning  and  extraction 
of  the  first  child.  Both  placentas  were  delivered  by  the  Crede 
method,  without  traction  upon  the  cord,  within  ten  minutes  after 
the  second  child  was  born.  Duration  of  the  operation,  with  labor 
completed  in  all  its  details:  twenty-seven  minutes.  Indication  for 
version:  shortening  the  period  of  labor  and  duration  of  pain,  the 
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preservation  of  the  mother's  and  child's  vitality,  as  well  as  saving 
time  for  the  obstetrician.     Weight  of  both  twins:  14  pounds. 

Case  II. — Half  an  hour  later  Dr.  Potter,  his  anesthetist,  and 
his  visitors,  Dr.  Hayd  and  I,  were  at  the  Buffalo  Homeopathic 
Hospital,  where  Dr.  Potter  performed  another  internal  version  on  a 
nineteen-year  old  I-gravida.  This  patient,  too,  was  of  normal 
build,  and  at  the  end  of  term;  she  had  been  in  the  first  stage  of  labor 
from  five  to  six  hours;  the  os  was  fully  dilated;  the  membranes  intact; 
vertex  presenting  in  the  first  position  with  the  occiput  at  the  brim. 
Patient's  condition  excellent;  pulse  and  temperature  normal.  In- 
dications for  turning  of  the  child  as  in  the  first  case.  Duration  of 
the  operation,  including  the  delivery  of  both  child  and  placenta, 
twenty-three  minutes.  An  examination  showed  no  visible  or  tangi- 
ble evidence  of  injury  to  the  mother's  soft  parts.  Child  living, 
strong,  weighing  8^  pounds.  The  cord  was  twice  around  the 
baby's  neck. 

Description  of  Dr.  Potter's  Manner  of  Turning  the  Child  In  Utero. — 
While  the  patient  is  being  chloroformed  to  the  extent  of  total 
unconsciousness,  Dr.  Potter  thoroughly  scrubs  his  hands  and  fore- 
arms with  soap  and  water,  after  which  he  puts  on  a  long-sleeved, 
sterilized  gown  and  skull-cap.  He  then  places  upon  the  left  hand 
and  forearm  a  long-sleeved  rubber  glove  extending  up  to  and  slightly 
beyond  the  elbow;  upon  his  right  hand  he  wears  an  ordinary  short 
rubber  glove.  He  invariably  uses  his  left  hand  to  perform  version, 
no  matter  what  the  attitude  of  the  child  in  utero  may  be.  The 
patient,  in  the  recumbent  position,  is  brought  to  the  edge  of  the  con- 
finement table  so  that  the  buttocks  extend  slightly  over  the  edge. 
Each  leg  is  supported  by  a  nurse.  The  thighs  are  not  flexed  upon 
the  abdomen,  as  in  the  lithotomy  position,  but  simply  separated 
and  held  apart  while  the  legs  hang,  loosely  flexed  in  the  knees,  over 
the  supporting  arm  or  hand  of  the  nurse  on  each  side.  The  pubic, 
vulvar,  and  perineal  regions  have  been  previously  shaved  and  ren- 
dered aseptic.  The  bladder  is  catheterized  by  the  operator  himself, 
and  entirely  emptied,  if  possible.  After  lubricating  the  rubber 
glove  on  his  left  hand  and  forearm  with  liquid  soap,  he  proceeds 
first  by  dilating  the  vulva  and  perineum  with  the  fingers  of  that 
hand,  introducing  one  after  the  other,  and  effecting  gradual  dilata- 
tion of  the  parts  by  alternately  spreading  the  fingers  gently  apart. 
In  the  short  space  of  a  minute  or  two,  his  hand  is  within  the  vagina. 
His  first  effort  consists  in  carrying  the  uterus  and  child  above  the 
brim.  This  done,  he  begins  to  detach  the  membranes  from  and 
around  the  dilated  os.  If  dilatation  of  the  os  is  not  complete,  he 
introduces  his  whole  hand  into  the  lower  segment  of  the  uterus, 
then  extends  his  fingers  in  every  direction  and  withdraws  the  hand 
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slowly  from  the  uterus.  This  maneuver  is  repeated  until  he  has 
obtained  full  dilatation.  His  hands  and  fingers  act  on  the  principle 
of  a  Bossi  dilator;  the  difference  is  that  the  hand  is  a  better  and  safer 
dilating  instrument.  During  the  withdrawal  of  the  open  hand 
and  separated  fingers,  he  gently  takes  hold  of  the  membranes  and 
carefully  pulls  down  the  bag  of  waters,  always  taking  care  not  to 
break  it.  To  my  surprise  this  maneuver  was  not  attended  by  loss 
of  blood  in  either  of  the  two  cases  I  witnessed. 

As  soon  as  full  dilatation  of  the  os  has  been  secured,  and  complete 
detachment  of  the  membranes  within  the  lower  uterine  segment  is 
effected,  the  membranes  are  ruptured  and  the  left  hand  goes  at  once 
in  search  of  both  feet,  while  the  right  hand  supports  the  uterus  from 
above.  When  the  feet  have  been  found  and  have  been  firmly  seized 
between  the  thumb,  index  and  middle  fingers,  traction  is  made  upon 
them,  while  the  free  hand  upon  the  abdomen,  immediately  above  the 
symphysis  pubis,  pushes  the  fetal  head  toward  the  fundus  of  the 
uterus.  All  of  this  is  done  in  a  quiet,  gentle  manner.  The  fore- 
arm of  the  operator  closes  the  vulvar  orifice  and  most  effectually 
prevents  the  rapid  escape  of  the  liquor  amnii  until  the  lower  extrem- 
ities plug  the  os.  In  this  way  nearly  all  of  the  amniotic  fluid  re- 
mains within  the  birth  canal.  The  feet,  once  at  the  vulva,  are  held 
there.  The  body  of  the  child  is  expelled  entirely  by  the  contrac- 
tions of  the  uterus.  During  the  expulsion  of  the  child's  body,  the 
operator  merely  assists  in  the  rotation  which  Nature  directs,  and  the 
shoulders  are  made  to  descend,  dorsum  anterior,  in  either  the  right 
or  left  oblique  diameter  of  the  pelvis.  No  traction  is  made  upon  the 
child  while  the  body  is  being  delivered.  A  piece  of  gauze  is  placed 
between  the  legs  of  the  child  to  catch  any  meconium  that  escapes 
from  the  anus.  When  the  shoulders  of  the  child  have  arrived  within 
the  pelvic  cavity,  the  operator  rests  the  body  of  the  child  upon 
his  left  hand  and  forearm,  and  covers  it  with  a  warm  cloth.  With 
the  index  and  middle  fingers  of  the  right  hand  the  arms  of  the  child 
are  brought  down  as  soon  as  the  scapula  shows  under  the  pubic 
arch,  first  the  anterior  one,  and  then  the  posterior.  When  this 
is  accomplished,  he  directs  the  legs  of  the  mother  to  be  lowered 
until  they  are  almost  in  a  Walcher  position;  and  then  with  his  right 
hand  the  flexed  head  is  pressed  into  the  pelvis  from  above,  while  the 
index  finger  of  his  left  hand,  placed  in  the  child's  mouth,  makes 
gentle  traction  upon  the  head  from  below.  Flexion  of  the  head  is 
thus  not  only  favored,  but  increased,  and  with  little  effort  the  lower 
half  of  the  face  is  brought  to  the  vaginal  outlet.  The  body  of  the 
child  is  now  extended  toward  the  mother's  abdomen,  thus  exposing 
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the  child's  throat,  which  is  gently  stroked  with  the  index  finger 
from  the  chest  toward  the  mouth,  for  the  purpose  of  emptying 
the  trachea  and  esophagus  of  blood  and  amniotic  fluid  the  child 
may  have  swallowed  or  sucked  in  during  efforts  of  premature  res- 
piration. If  the  head  admits  of  easy  evolution,  it  is  delivered  at 
once;  if  not,  Dr.  Potter  is  in  no  hurry,  because  the  child  can  breathe 
freely  with  the  mouth  exposed  at  the  vulva,  and  the  mother  is  in  no 
danger  whatever.  In  the  two  cases  above  described,  the  heads 
were  promptly  born.  Should  there  be  undue  delay  at  this  state 
of  birth,  the  forceps  can  be  applied  without  difficulty  and  the  head 
extracted  without  injury  to  it  or  to  the  mother. 

The  head  delivered,  the  child  is  placed  upon  the  mother's  abdomen 
and  covered  with  a  fresh,  warm  cloth.  The  cord  is  not  tied  and  cut 
until  its  pulse  becomes  weak  or  has  ceased  to  beat  altogether.  The 
third  stage  is  terminated  with  the  aid  of  the  Crede  method.  Dr. 
Potter  gives  the  uterus  ample  time  to  contract  and  makes  no  trac- 
tion upon  the  cord.  A  hypodermic  injection  of  ergot  is  now  admin- 
istered, after  which  the  patient  is  dressed  and  put  to  bed. 

One  of  the  remarkable  features  observed  in  the  delivery  of  the 
two  cases  witnessed  was  that  Dr.  Potter's  gown,  clothes,  and  shoes 
were  as  clean  after  the  operation  as  before.  The  floor  of  the  opera- 
ting room,  too,  was  free  from  blood  and  amniotic  fluid.  The  patient's 
body  showed  no  blood  stains.  The  method  of  keeping  the  patient, 
the  nurses,  and  the  physician  so  immaculate  throughout  the  operation 
lies  in  his  placing  a  thin  pad  of  several  layers  of  moist  aseptic  gauze 
over  his  left  forearm  directly  in  front  of  the  vulva  while  he  was 
performing  the  version.  When,  occasionally,  a  little  blood  escaped 
sterile  water  was  poured  from  a  pitcher  over  the  vulva  and  perineal 
regions.  The  patient's  buttocks  rested  upon  a  rubber-pad  which 
ended  in  a  tub  on  the  floor.  Both  patients  awoke  immediately  upon 
the  termination  of  labor,  and  neither  of  them,  nor  Dr.  Potter,  seemed 
in  the  least  fatigued. 

Comment. — It  would  be  entirely  out  of  place  here  to  discuss  the 
numerous  and  well  known  indications  for  internal  version.  The 
principal  question  involved  in  Dr.  Potter's  almost  daily,  if  not 
hourly,  practice  of  obstetrics,  is  this:  Is  the  operation  of  internal 
version  of  the  child  justified  in  cases  of  normal  labor  without  the  presence 
of  a  sign  indicative  of  danger  to  the  health  or  life  of  either  mother  or 
child?  It  is  not  too  much  to  say  that  every  well-trained  and  con- 
scientious obstetric  teacher  and  practitioner,  the  world  over,  to  whom 
Dr.  Potter's  practice  is  made  known  for  the  first  time,  will  exclaim 
without  a  moment's  hesitation,  that  internal  version  of  the  child 
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is  never  justifiable  in  cases  of  perfectly  normal  labor,  in  the  absence 
of  any  or  all  of  the  usually  and  generally  accepted  indications  for 
this  obstetric  procedure.  Every  one  who  knows  anything  of  the  art 
and  science  of  midwifery,  will  at  once  feel  that  he  must  earnestly 
protest  against  the  introduction  of  an  obstetric  intervention  so 
utterly  at  variance  with  the  established  teaching  and  practice  of  mid- 
wifery of  the  past  and  present.  Indeed,  the  whole  profession  will 
stand  a  solid  bulwark  against  this  practice,  but  not  forever;  of  this 
I  am  certain  now. 

What  is  there  to  be  said  in  favor  of  Dr.  Potter's  practice?  The  short- 
ening of  the  duration  of  labor,  and  the  consequent  early  relief  from 
pain  and  suffering,  as  well  as  the  maintenance  of  the  patient's 
strength  and  power  of  recuperation,  are  certainly  points  worthy  of 
the  most  earnest  consideration.  The  saving  of  time,  and  the  se- 
curing of  rest  and  sleep  for  the  accoucheur,  while  of  secondary  im- 
port, should  not  be  lightly  regarded.  Is  it  not  true  that  many  of 
our  best  general  practitioners  and  gynecologists  do  not  accept  care 
of  obstetric  cases  because  of  the  enormous  sacrifice  of  time,  small  pay, 
and  great  responsibility  involved?  Most  medical  men  seek  other 
and  more  lucrative  specialties  for  their  life-work.  Dr.  Potter's 
method  of  practicing  obstetrics  will  do  away  with  many  of  the  objec- 
tionable features  just  stated.  His  method  will  invite,  rather  than 
repel,  men  to  become  specialists  in  this  department. 

But  are  there  no  other  conditions  which  might  result  in  benefit  for 
the  patient  and  her  child  by  resorting  to  an  early  version  in  cases, 
apparently,  perfectly  normal  in  every  respect?  What  of  those  instances 
in  which,  after  an  easy  and  spontaneous  labor  under  strictly  aseptic 
precautions,  a  sapremic  or  septic  infection  of  the  parturient  tract 
results  from  even  a  comparatively  brief  exposure  of  the  amnion  or 
its  cavity,  to  the  saprophytes  and  other  microorganisms  which  are 
always  present  in  the  lower  third  of  the  vagina,  in  spite  of  the  best 
means  employed  to  dispose  of  them  prior  to  labor?  In  a  case 
of  this  kind  an  early  version  and  delivery  of  the  child  might  prevent 
a  profound  and  fatal  infection  of  both  mother  and  child.  The  same 
might  be  said  of  those  cases  in  which  an  infection  of  the  amniotic 
cavity  occurs  through  the  maternal  circulation,  or  when  disease 
germs  reside  within  the  Fallopian  tubes  which  find  their  way  to  the 
ovum.  Again,  an  early  version  in  a  case  in  which  no  disproportion 
between  the  parturient  canal  and  the  child  is  suspected,  but  does, 
nevertheless,  exist,  will  be  of  the  greatest  advantage  to  both  mother 
and  child.  The  use  of  forceps,  which  later  might  have  become 
necessary  under  such  circumstances,  will  thus  have  been  unwittingly 


zixke:  the  potter  method  of  practicing  version      835 

avoided,  together  with  all  the  unpleasant  and  sometimes  even  danger- 
ous consequences  which  frequently  follow  in  the  wake  of  forceps 
delivery. 

However,  the  crux  of  Dr.  Potter's  practice  in  resorting  to  frequent 
and  early  version,  in  the  absence  of  the  generally  accepted  indica- 
tions, lies  in  the  fact  that  he  not  only  does  no  harm,  but  actually 
benefits  both  mother  and  child.  Curtailing  labor  pains  and  the 
conserving  of  strength  of  both  lives  concerned,  are  strong  arguments. 
Dr.  Potter  states,  and  I  believe  him,  that  since  he  resorts  frequently 
to  early  prophylactic  version,  he  has  observed  fewer  injuries  to  the 
mother's  soft  parts,  such  as  lacerations  of  the  cervix,  vagina,  and 
perineum,  than  in  his  former  years  of  practice.  We  all  know  with 
what  frequency  these  injuries  occur  under  the  ordinary  and  well 
established  rules  of  practice.  More  than  that,  if  Dr.  Potter  demon- 
strates beyond  a  doubt  that  version  may  be  resorted  to,  in  normal  cases 
of  labor,  not  only  with  impunity,  but  to  the  distinct  advantage  of  all 
concerned,  the  procedure  necessarily  finds  its  justification  in  this 
alone.  If  Dr.  Potter  is  able  to  perform  internal  version  with  a  dex- 
terity and  gentleness  free  from  danger  to  mother  and  child,  and  for 
their  benefit  at  the  same  time,  there  is  no  good  reason  why  others 
should  not  be  able  and  willing  to  do  the  same.  Think  of  a  man 
personally  attending  and  delivering  safely  eleven  women  within 
forty-six  hours,  in  different  hospitals  and  homes,  and  still  finding 
time  to  eat,  drink,  and  sleep. 

My  advice  is:  Go  to  see  Dr.  Irving  Potter,  witness  his  work, 
and  judge  for  yourself.  It  is  said:  "the  proof  of  the  pudding  lies  in 
the  eating  of  it."  Women  who  have  had  the  benefit  of  Dr.  Potter's 
obstetric  services  want  him  again.  There  may  be  some  exceptions, 
but  they  only  prove  the  rule.  In  my  opinion  Dr.  Potter  has  taught 
us  a  lesson.  Buffalo,  N.  Y.,  will  be  henceforth  a  Mecca  for  the 
young  and  ambitious  obstetricians.  Opposition  to  Dr.  Potter's 
practice  will  be  universal,  severe,  and,  probably,  vicious.  We 
should  all  heed  what  will  be  said  against  it,  but  whatever  the  nature 
of  adverse  criticism,  let  it  be  just  and,  above  all,  devoid  of  bitterness. 

4  West  Seventh  Street. 
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CESAREAN  SECTION  UNDER  LOCAL  ANESTHESIA.* 

BY 
WILLIAM  MORTIMER  BROWN,  M.  D.,  F.  A.  C.  S., 

Rochester,  N.  Y. 

The  sole  purpose  of  this  very  short  paper  is  to  call  attention 
again  to  the  great  value  of  local  instead  of  general  anesthesia  in 
certain  types  of  cases  where  abdominal  delivery  is  indicated.  At 
times  there  arises  in  a  given  case  a  combination  of  complications 
which  leaves  us  but  small  choice  of  procedure  in  order  to  achieve 
a  successful  result.  That  we  have  been  slow  to  recognize  this 
situation  is  borne  into  my  mind  when  I  recall  how,  only  a  few  years 
ago,  I  watched  one  of  our  foremost  teachers  in  obstetrics  do  a 
Cesarean  section  in  a  patient  with  a  contracted  pelvis;  and  then 
a  few  days  later  saw  him  put  a  patient  who  had  a  dilated  heart 
on  the  same  table  and  attempt  a  manual  dilatation  under  a  general 
anesthetic.  This  patient  died  undelivered  after  twenty  minutes' 
manipulation. 

We  are  in  a  position  now  to  say  that,  in  certain  types  of  cases, 
abdominal  delivery,  under  a  local  anesthetic,  offers  the  safest  means 
of  terminating  pregnancy,  and  that  this  method  is  entitled  to  a 
definite  and  permanent  place  in  our  records  of  progress. 

In  a  general  way  the  patients  in  whom  this  procedure  is  indicated 
are  those  in  whom,  by  reason  of  some  intercurrent  disease,  a  general 
anesthetic  is  contraindicated,  and  for  whom  a  difficult  labor  is 
unsafe. 

At  this  time  I  would  divide  these  cases  as  follows: 

i.  Patients  with  advanced  cardiac  disease,  in  whom  there  is 
actual  or  impending  muscle  relaxation.  These  cases,  if  there  is  fair 
compensation,  will  often  go,  under  careful  hygiene,  to  the  final  weeks 
of  pregnancy;  but  these  patients  are  in  no  condition  to  undergo 
even  the  shortest  labor;  nor  is  the  relaxation  of  a  general  anesthetic 
safe.  The  child  is  viable  and  active;  the  mother,  relieved  of  the 
strain  of  her  pregnancy,  has  a  prospect  of  fair  health  for  some  time. 
These  cases  are  entitled  to  abdominal  delivery  under  local  anesthesia. 
To  illustrate  the  possibilities  of  this  procedure  under  such  circum- 

*  Read  at  the  Thirty-first  Annual  Meeting  of  the  American  Association  of 
Obstetricians  and  Gynecologists,  Detroit,  September  16-18,  1918. 
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stances,  I  will  cite  the  actual  conditions  of  a  case  in  my  hospital 
service. 

Mrs.  Julia  K.,  aged  thirty-three,  white,  para-iii.  Her  family 
history  and  personal  history  of  early  life  were  negative.  She  had  one 
labor,  at  term,  fourteen  years  ago;  and  one  miscarriage,  of  four 
months'  gestation,  seven  years  ago.  A  mitral  stenosis  had  been 
recognized  a  year  before,  and  she  was  a  severe  sufferer  from  asthma. 
She  was  admitted  to  my  service  on  December  29,  1916.  At  the  time 
of  admission  to  the  hospital  there  was  marked  decompensation. 

Present  pregnancy  dates  from  April  1,  191 6,  and  fetal  movements 
were  first  noticed  late  in  August.  The  pelvis  was  ample  with 
measurement  between  spines,  24  cm.;  between  crests,  27  cm.; 
ext.  conj.,  20  cm.,  int.  conj.  not  taken.  Uterine  contractions  began 
on  December  31,  191 6,  and  continued  with  fair  regularity  and 
moderate  severity  until  ten  o'clock  in  the  morning  of  January  1, 191 7, 
•a  period  of  eighteen  hours,  at  which  time  I  saw  her.  She  was  in  a 
desperate  condition,  suffering  from  intense  dyspnea,  and  having  a 
pulse  scarcely  perceptible.  While  the  labor  had  been  severe  enough 
to  jeopardize  her  life,  there  was  no  engagement  of  the  head  and 
very  little  dilatation  of  the  cervix.  The  child  was  alive  with  a 
fairly  loud  but  slow  heart  beat.  The  whole  aspect  of  the  case  was 
so  grave  that  it  was  deemed  advisable,  in  the  interest  of  the  child, 
to  deliver  by  abdominal  section.  This  we  did  under  local  anesthesia, 
and  without  moving  the  patient  from  her  bed.  Inasmuch  as  the 
prone  position  was  impossible,  the  operation  had  to  be  performed 
while  the  patient  was  in  a  sitting  posture. 

Under  heroic  treatment  with  strophanthus  and  digitalis,  a  fair 
muscle  compensation  was  obtained,  and,  much  to  our  surprise, 
the  patient  was  able  to  leave  the  hospital  in  good  condition.  She 
has  since  remained  in  fairly  good  health. 

2.  Patients  suffering  from  severe  toxemia,  hepatic  and  renal 
insufficiency,  and  impending  eclampsia.  For  some  time  abdominal 
hysterotomy  has  been  growing  in  favor  with  many  obstetricians 
in  the  treatment  of  these  cases.  With  no  intention  of  discussing 
the  merits  or  demerits  of  this  operation  for  the  relief  of  profound 
toxemia,  I  may  say  that  we  do,  occasionally,  meet  with  a  case  of 
this  kind  in  which  this  form  of  delivery  is  positively  indicated? 
and  for  the  same  reasons  local,  instead  of  general,  anesthesia  should 
have  the  preference. 

This  type  of  case  is  well  illustrated  by  the  history  of  Mrs.  R.  F., 
aged  twenty-eight,  primipara.  The  estimated  date  of  confinement 
was  December  20,  1917.  On  the  twentieth  of  November  she  came 
into  my  office  complaining  of  a  severe  headache.  There  was  con- 
siderable edema  of  the  lower  extremities,  which  had  been  rapidly 
increasing  for  three  days.  Her  arterial  tension  was  19*Kl2> 
and  she  exhibited  all  signs  of  toxemia.  More  than  7  per  cent. 
of  albumin  appeared  in  the  Esbach  tube,  and  many  casts.     She 
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was  immediately  sent  to  the  hospital,  and  placed  under  energetic 
treatment,  consisting  of  magnesium  sulphate,  until  a  continuous 
liquid  flow  from  the  bowel  was  obtained,  then  colon  irrigations  of 
bicarbonate  of  soda  solution,  and,  finally,  bleeding  from  the  arm 
followed  by  a  saline  transfusion.  In  spite  of  these  measures  the 
patient  grew  worse.  The  blood  pressure  went  above  230,  systolic. 
The  lungs  were  fairly  waterlogged,  and  breathing  was  difficult. 
Eclampsia  seemed  impending.  The  child  was  living.  Pelvis, 
medium-sized.  Labor  had  not  yet  begun.  I  felt  that  pelvic 
delivery  would  be  very  slow,  difficult,  complicated  by  eclampsia, 
and  that  the  child  would  be  sacrificed.  Cesarean  section,  under 
local  anesthesia,  was  chosen  and  proved  successful.  The  mother 
had  several  convulsions  which  began  about  four  hours  after  delivery. 
Except  for  a  mild  phlebitis,  recovery  was  uneventful. 

3.  A  third  complication  which  may  render  abdominal  delivery  under 
local  anesthesia  desirable  is  pulmonary  tuberculosis.  There  are 
many  aspects  of  the  subject  of  tuberculosis  in  relation  to  pregnancy; 
but  as  it  is  not  within  the  province  of  this  paper  to  enter  into  a  dis- 
cussion of  the  subject  at  large,  I  simply  wish  to  call  attention  to  the 
fact  that  a  combination  of  circumstances  may  arise  which  may  render 
abdominal  hysterotomy,  without  general  anesthesia,  a  preferable 
procedure,  as  the  history  of  the  following  case  will  indicate. 

Mrs.  T.,  para-iv,  aged  thirty-three,  white;  was  sent  into  my 
service  from  a  tuberculosis  hospital.  She  was  in  her  thirty-third 
week  of  pregnancy;  suffering  from  advanced  pulmonary  tuberculosis, 
involving  most  of  the  right  lung,  and  had  had  several  hemorrhages. 
The  last  one  had  been  very  severe  and  had  occurred  about  three 
weeks  before  her  admission  to  the  hospital.  The  doctor  at  the 
sanatorium  sent  word  that  the  patient  might  have  a  fair  chance  of 
recovery  if  the  uterus  was  emptied  at  once,  but  that  she  could  not 
stand  a  hard  labor,  and,  above  all,  that  she  must  not  have  an  in- 
halation anesthetic. 

Believing  that  her  previous  labors,  and  the  present  small  child, 
would  make  pelvic  delivery  possible  with  a  minimum  of  risk  and  pain, 
I  introduced  a  No.  3  Voorhees  bag  and  made  intermittent  traction. 
The  bag  came  through  the  cervix  in  seven  hours  without  inducing 
labor.  A  reconsideration  of  the  case  led  me  to  decide  on  the  ab- 
dominal route  under  local  anesthesia.  This  was  done,  after  four 
days  of  rest  for  the  patient,  and  the  necessary  preparation  for  the 
operation.  The  result  was  satisfactory.  The  patient  has  gained 
more  than  10  pounds  since  the  operation  and  is  rapidly  improving 
in  general  health. 

The  above  histories  were  chosen  from  my  records  because  they 
are  illustrative  of  the  results  that  may  be  achieved  in  properly 
selected  cases,  and  favorable  environments. 

When   an   obstetrician   performs   this   operation   under   a   local 
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anesthetic,  two  important  elements  are  necessary  for  success.  The 
first  is  in  securing  the  confidence  and  cooperation  of  the  patient;  the 
second  is  thorough  infiltration  of  the  operative  area  and  delicacy  of 
manipulation  of  the  exposed  tissues  and  organs  involved  in  the 
operation.  No  matter  how  careful  one  may  be,  it  is  impossible 
to  block  all  of  the  underlying  nerves,  and  the  patient  passes  quickly 
from  an  endurable  discomfort  to  unbearable  pain.  It  is  not  difficult 
to  anesthetize  the  abdominal  wall  so  completely  that  the  peritoneum 
may  be  opened  without  appreciable  pain.  The  fundus  of  the  uterus 
is  without  sensation  and  may  be  incised  without  the  knowledge  of 
the  patient.  The  pain  results,  principally,  from  dragging  upon, 
and  manipulation  of,  the  uterus  and  the  intestines.  The  operation 
is  ideal  if  done  without  soiling  the  peritoneum,  and  bruising  the 
organs  and  tissues  with  which  the  operator  comes  in  contact.  With 
these  requisites  in  mind  I  have  formulated  the  following  method, 
and  have  employed  it  advantageously  for  several  years.  After 
the  abdomen  is  opened  and  the  uterine  incision  is  partly  made,  the 
uterine  wound  is  fastened  to  the  abdominal  incision  with  four  or  five 
ordinary  towel  clamps.  These  clamps  hold  the  uterus  to  the 
abdominal  wall,  and  prevent  the  blood  and  amniotic  fluid  from 
entering  the  peritoneal  cavity.  In  this  manner  traction  upon  the 
uterus  is  prevented;  the  clamps  are  not  removed  until  the  uterine 
wound  is  nearly  closed.  This  method,  too,  makes  it  unnecessary 
to  pack  gauze  into  the  abdomen  to  hold  back  the  intestines. 

Local  instead  of  general  anesthesia  should  not  be  a  routine  pro- 
cedure in  this  operation  any  more  than  in  other  major  operative 
procedures.  A  careful  consideration  of  the  patient's  condition  and 
her  surroundings  must  prompt  us  in  our  judgment  as  to  which 
is  the  best  practice  to  pursue  in  each  individual  case. 

1776  East  Avenue. 
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INDICATIONS  FOR  CESAREAN  SECTION,  WITH  A 

RECORD  OF  PERSONAL  EXPERIENCES  IN  A 

SERIES  OF  109  CASES.* 

BY 
ABRAHAM  J.  RONGY,  M.  D., 

New  York,  N.  Y. 

Fifteen  years  ago  the  average  medical  student  very  often  com- 
pleted his  medical  education  without  witnessing  the  delivery  of  a 
child  by  Cesarean  section.  At  that  time  the  operation  was  under- 
taken onry  by  men  of  large  experience.  It  was  performed  either 
by  the  professor  of  obstetrics  or  by  an  experienced  surgeon  in  a 
large  maternity  hospital.  The  operation  was  announced  some  time 
in  advance,  and  the  preparation  for  it  was  really  magnificent, 
assuming  almost  the  aspect  of  a  drama.  The  operator  and  his 
retinue  of  assistants  felt  that  they  had  a  responsible  task  before  them, 
and  usually  performed  it  well.  The  greatest  care  was  taken  that 
every  detail  of  the  technic  should  be  properly  carried  out.  Everyone 
associated  with  the  operation  felt  relieved  when  it  was  over,  par- 
ticularly when  both  mother  and  child  survived. 

In  those  days  the  indications  and  contraindications  for  the 
operation  were  carefully  weighed  by  competent  men.  Very  seldom 
was  a  patient  subjected  to  this  operation  hastily.  Conservatism 
permeated  the  entire  obstetric  profession,  and  as  a  result  Cesarean 
section  was  resorted  to  only  when  the  physician  was  certain  that  it 
was  the  best  method  by  which  a  living  child  could  be  delivered. 
Can  the  same  thing  be  said  of  present-day  obstetrics?  Has  not 
the  pendulum  swung  the  other  way?  Is  there  not  a  subconscious 
feeling  among  the  older  obstetricians  that  the  indications  for 
Cesarean  section  are  not  carefully  weighed,  and  that  it  is  not 
infrequently  performed  when  another  method  of  delivery  would 
bring  about  the  same  result? 

Personally,  I  feel  that  the  abdominal  route  of  delivery  is  followed 
too  frequently,  not  only  in  metropolitan  districts,  but  also  in  the 
smaller  communities.  Technically  the  operation  is  so  easy  that 
every  tyro  in  surgery  undertakes  it.     Surgeons  who  are  not  capable. 

*  Read  at  the  Thirty-first  Annual  Meeting  of  the  American  Association  of 
Obstetricians  and  Gynecologists,  Detroit,  September  16-18,  1018. 


rongy:  indications  for  cesarean  section  841 

of  performing  a  simple  hernia  operation  will  attempt  to  do  a  Cesarean 
section.  The  immediate  results  to  mother  and  child  may  be  good, 
but  the  fact  that  the  future  pregnancies  of  the  patient  are  endangered 
does  not  seem  to  enter  into  the  minds  of  these  semi-trained  surgeons 
and  obstetricians.  A  note  of  warning  of  this  danger  has  been 
sounded  by  many  of  our  able  obstetricians;  but,  it  seems,  without 
effect.  The  reports  of  large  series  of  cases  of  this  operation,  coming 
from  obscure  men  and  unknown  hospitals,  are  certainly  on  the 
increase.  Such  reports  tend  to  stimulate  others  to  follow  this 
practice.  The  average  surgeon,  however,  is  not  sufficiently  critical 
in  his  analysis  of  the  cases  brought  to  him;  he  draws  his  conclusions 
too  readily,  is  very  easily  convinced,  and  proceeds  to  operate.  It 
seems  to  me  that  the  responsibility  for  the  accuracy  of  many  of  these 
reports  should  be  placed  somewhere.  Some  able  and  responsible 
body  should  sit  in  judgment  of  the  work  in  the  field  of  obstetrics, 
and  an  attempt  should  be  made  to  standardize  it.  If  the  present 
conditions  are  allowed  to  prevail,  the  practice  of  obstetrics  will  be 
brought  into  disrepute,  not  only  among  the  medical  profession, 
generally,  but  also  among  the  laity. 

The  unpublished  results  of  Cesarean  section,  performed  through- 
out the  smaller  communities,  must  be  appalling,  if  Newell's  statistics 
are  taken  as  a  criterion.  He  recently  investigated  the  result  of 
abdominal  section  in  a  number  of  small  cities  near  Boston,  which 
have  a  population  of  from  25,000  to  40,000  inhabitants.  In  the  first 
city  quoted,  not  one  of  the  patients  on  whom  Cesarean  section  was 
performed  is  known  to  have  recovered;  in  the  second,  the  mortality 
was  from  60  to  75  per  cent.;  in  the  third,  Cesarean  section  is  believed 
to  be  a  universally  fatal  operation  when  performed  by  the  local  sur- 
geons; in  the  fourth  city,  Cesarean  section  has  a  maternal  mortality 
of  from  10  to  20  per  cent. ;  but  since  it  has  been  adopted  as  the  routine 
method  of  delivery  in  eclampsia,  the  mortality  has  been  increased 
to  over  50  per  cent.  Newell  further  states  that  the  majority  of  opera- 
tors, apparently,  select  Cesarean  section  as  a  panacea  for  all  obstetric 
difficulties,  and  then  they  blame  the  patient,  or  someone  else,  for 
the  unfavorable  result.  They  appear  oblivious  to  the  fact  that  the 
fault  lies  with  them,  and  that  there  are  certain  factors  which  render 
the  operation  safe,  when  observed;  or  extremely  dangerous,  when 
neglected. 

R.  W.  Holmes  openly  states  that  too  many  Cesarean  sections  are 
performed  for  practically  no  reason  of  scientific  worth.  He  main- 
tains that,  no  matter  for  what  purpose  a  Cesarean  section  may  have 
been  done,  the  presence  of  the  uterine  scar  is  a  source  of  great  risk 
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to  the  mother,  and  it  alone  demands  hysterotomy  in  all  subsequent 
labors.  We  might  quote  many  authorities  who  believe  that  now- 
adays obstetricians  have  recourse  all  too  frequently  to  the  abdomi- 
nal route  of  delivery. 

My  experience  with  this  operation  consists  of  109  cases,  eight 
of  whom  died.  Seventy-four  patients,  upon  whom  eighty-two  sec- 
tions were  performed,  were  first  seen  in  consultation  with  the  family 
physician.  All  of  these  patients  had  been  in  labor  from  two  to 
twenty-four  hours,  or  longer.  The  remaining  twenty-seven  sec- 
tions occurred  in  my  own  practice,  and  were  performed  on  twenty- 
two  patients.  That  I  have  always  been  conservative  in  choosing 
the  abdominal  route,  may  be  judged  by  the  fact  that,  during  a 
period  of  twelve  years,  I  saw,  approximately,  1,500  labor  cases  in 
consultation,  all  having  some  form  of  dystocia,  which  made  the 
attending  physician  anxious,  and  that  in  only  eighty-two  of  them 
Cesarean  section  was  performed. 

The  same  is  true  of  the  cases  in  my  own  practice.  Out  of  the 
large  number  of  patients  that  I  attended  during  the  same  period, 
Cesarean  section  was  performed  twenty-seven  times.  During  the 
years  of  1015  and  1916,  I  attended  approximately  800  labor  cases. 

It  will  be  seen  that  the  indications  for  the  operation  were  not  con- 
trolled by  hard  and  fast  rules.  Very  often  I  was  compelled  to  per- 
form this  operation  against  my  better  judgment,  and  was  seldom 
able  to  adhere  to  the  classical  indications.  The  one  important  factor 
which  influenced  me  for  or  against  Cesarean  section  was  the  asepsis 
and  antisepsis  of  the  family  physicians.  Most  of  them  were  per- 
sonally known  to  me;  and  I  never,  but  once,  performed  abdominal 
section  in  the  practice  of  one  who,  in  a  general  way,  could  not  be 
relied  upon  for  his  antisepsis  and  asepsis.  However,  I  feel  that  no 
matter  how  carefully  a  patient  has  been  treated  by  the  family  phy- 
sician during  labor,  the  risk  of  an  abdominal  section  after  many 
examinations  have  been  made,  whether  at  home  or  in  the  hospital, 
is  always  greater.  The  mortality  in  this  class  of  patients  is  over 
15  per  cent. 

The  chief  reason  for  this  extensive  mortality  is  the  neglect  of  pre- 
natal examination  and  proper  care  of  the  patient  by  the  general 
practitioner.  If  our  undergraduate  and  postgraduate  schools 
would  teach  the  student  how  to  measure  properly  the  diagonal 
conjugate  diameter,  the  practice  of  obstetrics  would  immediately 
be  raised  to  a  higher  plane,  and  the  lives  of  many  patients  would 
not  needlessly  be  placed  in  jeopardy. 

The  average  practitioner  does  not  seem  to  have  the  least  con- 
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ception  of  the  importance  of  knowing  the  relation  of  the  fetal  head 
to  the  pelvis.  If  we  could  convince  the  family  physician  that  the 
fetal  head  must  be  found  engaged  in  the  pelvic  basin  in  every 
primipara,  at  term  or  in  labor;  and  that,  in  the  absence  of  it,  labor 
immediately  becomes  pathologic  in  character,  he  would  realize 
that  such  a  delivery  could  be  successfully  maraged  by  a  competent 
specialist  only. 

In  the  above  series  of  cases  Cesarean  section  was  performed  for 
practically  all  of  the  obstetric  emergencies,  and  included  the  delivery 
of  an  unusually  large,  dead  fetus,  weighing  16  pounds.  The 
operation  was  performed  ten  times  for  eclampsia  in  patients  in  whom 
the  pregnancy  had  advanced  beyond  the  thirty-sixth  week.  All  of 
them  had  three  or  more  convulsions.     Eight  mothers  recovered. 

The  treatment  of  eclampsia  still  furnishes  ground  for  prolonged 
and  animated  discussions.  The  pendulum  of  opinion  is  swinging 
to  and  fro.  Apparently  we  are  not  able  to  determine,  satisfactorily, 
whether  the  conservative  or  radical  plan  of  treatment  is  the  better. 
At  present  eclampsia  is  being  treated  more  conservatively,  and 
nature  is  given  a  chance  to  act  in  her  own  behalf. 

In  my  own  treatment  of  eclampsia,  my  practice  is  more  con- 
servative now  than  it  was  three  or  four  years  ago,  though  after 
attending  a  large  number  of  cases,  one  is  not  easily  frightened  by 
convulsions.  However,  I  feel  that  Cesarean  section  has  a  definite 
place  in  the  treatment  of  eclampsia.  If  the  cases  are  properly 
selected,  no  plan  of  treatment,  now  known  to  us,  can  take  its  place, 
especially  when  the  life  of  the  child  becomes  an  important  factor. 
I  do  not  suppose  that  many  of  us  remember  the  days  when  the 
delivery  of  a  living  child  was  as  important  as  it  is  now.  The  re- 
sponsibility of  the  obstetrician  during  the  past  year  has  been  greater 
than  ever. 

Women  seized  with  convulsions  after  the  thirty-sixth  week  of 
pregnancy,  who  are  not  in  labor,  whose  cervix  is  thick  and  long, 
and  who  do  not  respond  promptly  to  medical  treatment,  should  be 
delivered  by  Cesarean  section.  Such  patients,  if  not  too  toxic, 
usually  recover.  The  chances  for  a  viable  child  are  also  better. 
Cesarean  section  has  no  place  in  eclampsia  when  labor  has  already 
set  in;  in  such  cases,  the  administration  of  large  doses  of  morphine 
is  the  best  treatment.  Cesarean  section  has  no  place  in  the  pre- 
eclamptic stage,  for  in  these  cases  the  induction  of  labor  is  followed 
by  the  best  results  for  the  mother. 

Nine  instances  of  placenta  previa  occurred  in  the  above  series 
of  cases.     Seven  of  the  mothers  recovered.     One  of  them  died  of 
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gangrene  of  the  uterine  wound,  resulting  in  general  sepsis.  Post- 
mortem examination  showed  sloughing  of  the  uterine  wall,  beginning 
at  the  lower  angle  of  the  incision.  This  patient  bled  for  about  three 
weeks  prior  to  her  admission  to  the  hospital,  and  was  the  victim  of 
severe  secondary  anemia.  She  was  in  the  thirty-seventh  week  of 
gestation.  The  cervix  was  long  and  closed;  it  was  impossible  to 
locate  the  implantation  of  the  placenta.  It  seemed  to  me  that,  in 
this  particular  case,  the  safest  method  of  delivery  for  both  mother 
and  child  would  be  abdominal  hysterotomy.  The  severe  anemia 
in  this  case  prevented  union  of  the  uterine  wound.  The  other 
patient  also  died  of  sepsis  on  the  sixth  day  following  the  operation. 

The  treatment  of  placenta  previa  requires  the  experience  of  more 
judgment  than  any  other  obstetric  complication,  for  in  no  class  of 
patients  is  the  immediate  outcome  of  the  case  so  uncertain.  It  is 
tragic  how  helpless  we  are  in  some  of  these  cases.  We  have  at 
present  no  method  by  which  we  can  control  the  bleeding,  particularly 
after  labor  has  begun,  no  matter  what  the  locality  and  character 
of  the  placenta  previa.  Some  of  these  patients  succumb  before  we 
have  time  to  institute  any  therapeutic  measure. 

It  seems  to  me  that  some  patients,  if  seen  early,  and  before 
they  lose  too  much  blood,  are  best  treated  by  Cesarean  section. 
This  fact  is  particularly  true  of  patients  who  are  pregnant  for  the 
first  time,  who  are  near  or  at  term,  who  are  not  yet  in  labor,  and 
who  give  a  history  of  an  irregular  small  amount  of  bleeding  two  or 
three  weeks  prior  to  a  sudden  and  severe  hemorrhage,  but  who  are 
still  in  good  condition. 

Permit  me  to  cite  a  case  that  impressed  me,  particularly,  with 
the  value  of  Cesarean  section  in  placenta  previa: 

A  woman  in  the  ninth  month  of  pregnancy  was  admitted  to  the 
hospital  with  a  history  of  severe  bleeding.  The  house  surgeon 
notified  me  immediately.  Within  an  hour  I  reached  the  hospital, 
and  found  the  patient  upon  the  operating  table,  but  not  in  labor, 
deeply  cyanosed,  and  with  a  scarcely  perceptible  pulse.  I  felt  this 
patient  must  be  delivered  immediately  if  her  life  was  to  be  saved. 
Abdominal  section  was  performed  practically  without  anesthesia. 
To  my  great  surprise,  the  patient  rallied  promptly  after  the  opera- 
tion, and  made  an  uneventful  recovery.  I  am  certain  that  in  this 
case  the  rapid  evacuation  of  the  uterus,  and  the  tight  packing  of 
the  lower  uterine  segment  from  above,  to  prevent  postpartum  hem- 
orrhage, saved  the  mother  and  child.  I  doubt  whether  any  other 
method  of  delivery  would  have  accomplished  this  result. 

In  performing  Cesarean  section  for  placenta  previa  and  eclampsia, 
the  obstetrician  must  take  greater  care  in  dealing  with  the  uterine 


rongy:  indications  for  cesarean  section  845 

wound.  In  these  patients  the  tissues  are  more  or  less  devitalized, 
and  union  of  the  wound  is  delayed,  or  does  not  take  place  at  all, 
along  the  incision.  To  prevent  this  condition,  the  surfaces  must 
be  carefully  approximated  and  made  to  coapt  without  much  pres- 
sure to  avoid  strangulation  of  the  tissues. 

Cesarean  section  was  performed  in  eight  patients  in  whom  for- 
ceps delivery  had  been  attempted  by  the  attending  physicians. 
All  of  these  patients  were  victims  of  contracted  pelvis.  One,  a 
para-iii,  had  been  previously  delivered  by  the  high  forceps  and  by 
craniotomy.  In  this,  her  third  labor,  the  physician  patiently 
waited  for  the  birth  of  the  child  for  more  than  twenty-four  hours. 
Twelve  hours  after  full  dilatation  of  the  cervix  he  applied  the 
forceps.  He  called  another  physician  to  assist  him.  Being  unable 
to  introduce  the  first  blade  of  the  forceps,  he  sent  for  a  third  phy- 
sician to  aid  him  in  his  dilemma.  The  last  doctor  succeeded  in 
introducing  the  first  blade,  but  could  not  adjust  the  second  blade 
so  as  to  lock  the  forceps.  After  spending  some  time  in  fruitless 
efforts,  he  came  to  the  conclusion  that  the  patient  should  be  sent  lo 
the  hospital.  He  succeeded  in  removing  the  second  blade  of  the 
instrument,  but  was  unable  to  remove  the  first.  I  was  then  sent 
for,  and  found  the  patient,  thoroughly  anesthetized,  with  one 
blade  of  the  forceps  protruding  from  the  vagina.  After  removing 
the  blade  I  sent  her  to  the  hospital.  The  patient,  in  spite  of  all 
she  had  endured,  was  still  in  good  physical  condition.  The  child 
was  viable  and  uninjured.  No  traction  upon  the  forceps  had  been 
made.  For  this  reason  Cesarean  section  was  decided  upon,  and 
both  mother  and  child  made  an  uneventful  recovery.  I  have, 
since  then,  performed  a  second  Cesarean  section  upon  this  patient. 

Two  patients,  in  the  series  of  cases  referred  to  above,  have  had 
previous  labors  terminated  by  pubiotomy.  In  one  instance  I 
performed  the  operation.  Pubiotomy  had  been  resorted  to  in 
previous  labors  because  the  viability  of  the  child  was  in  doubt,  and 
because  of  previous  attempts  at  delivery  with  forceps.  Both 
mothers  were  eager  for  living  children.  These  two  cases,  and  a 
number  of  others,  clearly  demonstrate  that  pubiotomy  does  not 
permanently  enlarge  the  pelvic  girdle.  If  it  does,  the  enlargement 
is  so  slight  as  to  be  hardly  perceptible,  a  point  to  be  borne  in  mind 
when  this  operation  is  under  consideration.  Both  of  these  pa- 
tients were  given  the  test  of  labor;  but  as  the  head  did  not  engage 
even  after  the  membranes  had  ruptured,  then  delivery  by  Cesarean 
section  was  decided  upon. 

While  speaking  of  pubiotomy,  I  wish  to  reiterate  what  I  said 


846  rongy:  indications  for  cesarean  section 

before,  that,  in  my  opinion,  pubiotomy  is  no  competitor  of  Cesarean 
section.  Pubiotomy,  as  far  as  I  am  concerned,  is  always  an  opera- 
tion of  emergency  in  neglected  patients  in  whom  the  child  is  still 
viable,  and  in  whom  the  disproportion  between  the  fetal  head  and 
pelvic  cavity  is  not  too  great.  One  must  never  perform  pubiotomy 
when  the  disproportion  is  excessive,  because  the  injury  to  the  sacro- 
iliac joints  may  be  so  serious  as  to  disable  the  patient  permanently. 
The  vaginal  vault,  including  the  bladder,  may  be  injured  beyond 
repair  in  pubiotomy.  In  such  cases  Cesarean  section  should  be 
preferred,  if  the  patient's  condition  permits;  if  not,  craniotomy 
should  be  selected. 

In  two  patients  induction  of  labor  in  the  thirty-sixth  week  of 
pregnancy  was  attempted.  In  one  the  previous  child  was  delivered 
by  high  forceps,  in  the  other  by  Cesarean  section.  When  labor  set 
in,  it  was  apparent  that  the  fetal  head  would  not  pass  through.  In 
both  cases  the  head  failed  to  engage  notwithstanding  the  strong 
uterine  contractions.  Delivery  was  accomplished  by  the  abdominal 
route. 

Another  class  of  patients,  in  whom  induction  of  labor  is  indicated, 
are  those  in  whom  the  fetal  head  is  found  in  the  pelvis  early  in  the 
ninth  month  of  pregnancy;  but  in  whom  it  is  discovered  floating 
loosely  above  the  brim  when  the  patients  are  again  examined  near 
the  end  of  gestation.  In  these  cases  the  fetal  head,  evidently, 
outgrew  the  pelvic  basin  and  sought  freedom  above.  As  soon  as 
this  condition  is  discovered,  the  pregnancy  should  be  terminated. 

Induction  of  labor,  if  performed  under  proper  surroundings,  will 
not  in  any  way  interfere  with  any  other  surgical  procedure  that  may 
be  decided  upon  later.  In  inducing  labor,  the  obstetrician  should 
place  a  large-sized  rectal  tube  entirely  into  the  uterine  cavity,  be- 
tween its  wall  and  the  membranes,  and  snugly  pack  the  cervix 
with  gauze.  Up  to  the  present  time,  this  method  has  never  failed 
me;  and  I  have  never  had  to  resort  to  the  use  of  bags.  If  the  first 
introduction  of  the  rectal  tube  fails  to  bring  on  labor,  I  remove  the 
tube  at  the  end  of  thirty-six  hours  and  introduce  another.  It  is 
but  seldom  that  the  first  tube  fails  to  cause  the  desired  uterine 
contractions,  particularly  when  the  patient  is  carefully  observed, 
and  then  a  small  dose  of  3  m.  of  pituitrin  may  be  administered  for 
the  onset  of  uterine  contractions. 

In  two  cases  fibroid  tumors  in  the  lower  portion  of  the  uterus 
prevented  the  head  from  passing  through.  In  both  cases  a  classical 
Cesarean  section  was  done,  and  the  fibroids  were  not  disturbed. 
I  believe  this  to  be  the  safer  plan.     An  hysterectomy  or  a  myomec- 
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tomy,  at  the  time  of  labor,  adds  materially  to  the  dangers  of  Cesarean 
section,  and  patients  should  not  be  subjected  to  additional  risk, 
or  to  any  operative  procedure  which  may  be  done  at  a  later  date. 
Again,  after  involution  has  taken  place,  a  simple  myomectomy 
will  often  be  sufficient  to  relieve  the  patient  of  the  tumor  when, 
otherwise,  an  hysterectomy  would  have  been  necessary.  Unless 
there  are  indications  of  sloughing  of  the  tumor,  it  is  best  not  to  ex- 
periment with  it. 

In  one  case  section  was  performed  because  of  double  uterus. 
This  patient,  a  primipara,  was  in  labor  for  about  twelve  hours.  Her 
local  condition  was  not  quite  clear  to  the  attending  physician.  A 
vaginal  examination  revealed  that  the  woman  was  pregnant  in  the 
right  uterus,  and  that  the  cervical  opening  was  situated  high  up 
and  to  the  right  in  the  vagina.  The  other  cervix  was  found  where 
the  cervix  normally  should  be.  As  labor  progressed,  the  left  uterus 
was  pushed  down  and  in  front  of  the  right  cervix.  The  nonpregnant 
uterus  was  plainly  demonstrated  during  the  operation.  Two 
distinct  uterine  cavities  were  easily  demonstrable  eight  weeks 
postpartum. 

In  two  patients,  "some  form  of  astresia  of  the  cervix  existed. 
Both  were  primipara.  One  had  been  married  nineteen  years  before 
she  became  pregnant,  and  the  other  fifteen  years.  Both  had  had 
two  or  more  cervical  operations  because  of  their  sterility.  In  both 
cases  the  cervical  opening  could  hardly  be  discerned,  notwithstand- 
ing severe  labor  pains  that  had  lasted  for  a  number  of  hours.  In 
one  case  there  was  a  congenital  absence  of  the  cervix.  The  vaginal 
vault  and  the  uterus  were  continuous.  In  such  patients  birth 
of  the  child  through  the  vaginal  route,  if  at  all  possible,  can  take  place 
only  at  the  expense  of  the  bladder  and  rectal  walls.  This  patient 
was  in  labor  for  about  twelve  hours,  and  I  could  not  find  any  open- 
ing leading  to  the  uterine  cavity.  In  one  case  the  dystocia  was  due 
to  a  vaginal  fixation  operation.  The  cervix  was  situated  high  in 
the  pelvis  facing  the  promontory  of  the  sacrum,  preventing  the  head 
from  engaging.  The  uterus  was  fixed  anteriorly,  and  the  contrac- 
tions were  interfered  with.  I  felt  that  any  mechanical  procedure 
through  the  vaginal  route  would  be  dangerous  for  both  mother  and 
child,  and  therefore  decided  upon  delivery  by  the  abdominal  route. 

One  patient,  who  had  a  congential  heart  lesion,  was  dangerously 
ill  during  the  last  three  months  of  pregnancy.  Interruption  of  preg- 
nancy was  rejected.  When  labor  set  in,  it  was  thought  best  to  de- 
liver by  Cesarean  section.  This  patient  made  an  uneventful  re- 
covery; but  died  of  heart  disease  three  years  later. 
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The  other  cases  did  not  present  any  unusual  features.  Section 
was  performed  because  of  some  deformity  of  the  pelvis,  some  dis- 
proportion between  the  fetal  head  and  the  pelvis,  or  some  impaction 
of  the  presenting  part. 

The  technic  followed  is  that  adopted  by  most  of  the  operators, 
except  that  I  use  the  continuous  suture,  and  the  stitch  of  the  mus- 
cular coat  is  placed  laterally  instead  of  transversely.  In  this  way, 
I  believe,  a  better  coaptation  of  the  surfaces  is  obtained,  and  bleeding 
is  better  controlled,  as  no  blood-vessel  of  any  importance  can  escape 
the  suture  when  it  is  placed  laterally. 

The  postoperative  treatment  consists  of  small  doses  of  morphine, 
one-twelfth  to  one-eighth  of  a  grain.  When  necessary,  J£  c.c. 
of  pituitrin  is  given  three  times  daily  for  three  days,  beginning  six 
hours  after  the  operation.  The  Fowler  position  is  maintained  for 
about  four  days. 

This  has  been  my  experience  with  the  Cesarean  operation.  Per- 
sonal relation  with  the  patients  and  the  family  physician  compelled 
me  to  weigh  carefully  every  indication.  At  times,  I  had  to  combat 
not  only  the  prejudice  of  the  patient  against  this  operation,  but  also 
that  of  the  attending  physician,  a  condition  that' was  especially  true 
in  the  past. 

When  I  look  back,  I  feel  that  my  judgment  was  not  always  correct, 
for  I  realize  now  that  a  few  of  the  patients  who  have  been  subjected 
to  Cesarean  section,  would  have  fared  better  if  some  other  method 
of  delivery  had  been  adopted.  On  the  other  hand,  I  think  many 
of  the  patients  who  were  delivered  per  vaginam  would  have  fared 
better  had  they  been  delivered  through  the  abdomen.  These  pa- 
tients not  only  lost  their  babies,  but  were  also  invalided  for  a  long 
time.  On  the  whole,  I  believe  that  the  results  in  this  series  of  cases 
are  fairly  good.  A  mortality  of  7  per  cent,  is  not  large  in'.a 
group  of  patients  who  were  not  selected,  and  who  presented  almost 
every  obstetric  complication. 

Finally,  I  want  to  state  that  the  indications,  and  contraindica- 
tions, for  Cesarean  section  must  be  carefully  considered.  Only  one 
who  is  well  trained  in  obstetrics  has  a  right  to  sit  in  judgment  upon 
the  cases  above  reported.  A  general  surgeon  does  not  possess  the 
necessary  knowledge  to  pass  upon  such  an  important  question.  If 
Cesarean  section  is  performed  indiscriminately,  a  decrease  in" the 
birth-rate  will  inevitably  result.  The  majority  of  women  will  not 
submit  to  this  operation  if  it  can  be  avoided.  For  this  and  many 
other  reasons,  therefore,  Cesarean  section  should  be  left  entirely 
to  the  well-trained  obstetrician. 
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THE  QUESTION  OF  STERILIZING  WOMEN  WHEN  OPER- 
ATING FOR  TUBERCULAR  PERITONITIS.* 

BY 
MAJOR  J.  H.  CARSTENS,  M.  D.,  F.  A.  C.  S., 

Detroit,  Mich. 

In  operating  for  tubercular  peritonitis,  many  surgeons  remove 
the  tubes  and  ovaries,  or  at  least  the  tubes;  and  their  reason  for  so 
doing  is  one  that  I  absolutely  cannot  understand.  Thousands 
upon  thousands  of  tubercular  nodules  are  left  in  the  peritoneum, 
studding  the  bowels,  liver,  and  stomach;  but  in  90  per  cent, 
of  all  cases  these  nodules  are  absorbed,  and  eventually  disappear. 
Since  no  cause  is  present  to  prevent  those  on  the  tubes  from  being 
absorbed  in  the  same  manner,  the  removal  of  the  tubes  in  the  opera- 
tion for  peritonitis  impresses  me  as  both  unjustifiable  and  absurd. 

This  procedure  will  no  doubt  be  defended  on  the  ground  that  the 
appendix  is  removed  in  the  operation  for  tubercular  appendicitis. 
Under  such  a  condition,  however,  an  appendectomy  is  necessary, 
for  the  tubercular  deposit  on  the  peritoneal  covering  of  the  organ 
will  cause  distortion,  kinking,  and  sometimes  adhesions.  The 
result  is  the  obstruction  of  the  lumen,  which  is  often  the  cause  of 
appendicular  trouble.  Though  acute  inflammation  of  the  appendix 
often  brings  about  general  peritonitis  and  subsequent  death,  the 
effects  are  not  the  same  in  the  case  of  the  Fallopian  tubes. 

The  necessity  of  sterilization  can  readily  be  understood  in  the 
event  of  tubal  disease,  mixed  infection,  or  streptococcus;  or  in  any 
case  showing  closure  of  the  tubes,  occasional  leakage,  or  repeated 
attacks  of  pelvic  peritonitis;  but  conditions  of  this  variety  are  sepa- 
rate and  distinct  from  ordinary  tubercular  peritonitis.  Some  phy- 
sicians claim  that  tubercles  make  their  way  through  the  tube  in  a 
continuous  stream  until  the  tube  is  closed  and  the  progress  of  the 
stream  is  arrested.  It  may  be  possible  that  at  times  the  tubercles 
do  enter  the  peritoneum  by  means  of  the  tube,  though  instances 
of  such  a  nature  have,  in  my  experience,  been  rare.  Cases  of  tuber- 
culosis of  the  vagina  or  of  the  membranous  lining  of  the  uterus 

*  Read  at  the  Thirty-first  Annual  Meeting  of  the  American  Association  of 
Obstetricians  and  Gynecologists,  Detroit,  September  16-18,  191 8. 
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are  so  infrequent  that  the  occurrence  of  tubercular  peritonitis  re- 
sulting from  the  entrance  of  bacilli  into  the  peritoneum  through 
the  vagina,  uterus,  or  Fallopian  tubes  has  not  been  definitely 
established. 

How,  then,  do  the  tubercles  reach  the  appendix,  since  the  end  of 
this  organ  is  closed?  They  are  carried  in  through  the  lymph  chan- 
nels and  the  blood  current;  and  if  nature  kindly  causes  absorption 
of  the  thousands  of  tubercles  in  the  peritoneum  after  it  has  been 
opened  and  cleansed,  then  nature  will  care  also  for  the  few  tubercles 
remaining  on  the  tubes  of  the  ovaries.  In  several  cases  I  have  found 
it  possible  to  demonstrate  the  truth  of  this  statement,  and  conse- 
quently for  many  years  I  have  removed  no  tube  or  ovary  showing 
a  tubercular  deposit  with  the  exception  of  old  pus-tubes  that  ob- 
viously necessitated  excision. 

The  diagnosis  of  tubercular  peritonitis  is  at  all  times  a  difficult 
matter.  Occasionally,  when  the  symptoms  lead  us  to  suspect  its 
existence,  we  find  no  tubercular  peritonitis  whatever;  and  at  other 
times  it  is  unexpectedly  revealed  when  we  are  operating  for  abnormal 
states  such  as  adhesions,  retroversion  of  the  uterus,  or  sterility. 
During  the  past  year  I  have  performed  two  operations  for  retrover- 
sion, both  for  the  purpose  of  improving  the  sterile  condition.  One 
of  the  patients  is  now  four  months'  pregnant,  and  there  is  certainly 
no  happier  woman  than  she.  Since  the  original  draft  of  this  paper 
was  written,  a  second  case  of  pregnancy  has  come  under  my  obser- 
vation; and  one  can  readily  understand  how  both  were  made  possible 
by  a  procedure  which  did  not  close  the  tubes,  and  thus  did  not  pre- 
vent the  constant  outpouring  of  tubercles  from  the  end  into  the 
peritoneal  cavity. 

The  operative  technic  employed  in  cases  of  tubercular  perito- 
nitis is  not,  I  believe,  highly  important.  During  my  early  days  I 
washed  the  peritoneal  cavity  with  bichloride  solution,  one  to  ten 
thousand,  introducing  nearly  a  quart  of  the  fluid,  and  trying  to 
cleanse  every  part  of  the  cavity.  This  procedure  was  effective  in 
irritating  or  stimulating  the  peritoneum.  After  the  solution  was 
removed,  in  order  to  prevent  any  possibility  of  mercury  poisoning, 
I  again  washed  the  peritoneal  cavity  twice  with  a  normal  saline 
solution.  When  the  peritoneum  was  dry,  it  was  sewed  with  catgut, 
and  the  muscles  and  fascia  were  fastened  in  layers.  To  close  the 
skin,  I  used  only  sterile  adhesive  plaster,  and,  as  a  rule,  the  wound 
healed  promptly. 

In  the  beginning,  silkworm  sutures,  though  occasionally  used, 
proved  unsatisfactory  because  they  acted  as  a  drain.     Along  the 
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tract  of  each  suture  a  deposit  of  tubercles  made  its  appearance,  and 
each  stitch  hole  showed  a  dark  red  spot  of  the  variety  seen  in  healing 
tubercular  sinuses.  These  generally  persisted  for  a  long  time. 
Drainage,  of  course,  is  not  to  be  considered  because  the  wound  does 
not  drain,  and  the  patient  may  develop  ulceration  and  fistula. 

My  conclusion,  then,  is  simply  this:  if  nature,  by  constitutional 
means,  proper  treatment,  tuberculin,  and  every  remedy  available 
in  developing  anti-bodies,  can  cure  tuberculosis,  whether  it  be  in 
the  lungs,  joints,  or  peritoneum,  then  nature  will  also  cure  tubercles 
in  the  peritoneum;  she  will  not  merely  remove  a  few  of  them. 

In  closing,  therefore,  I  may  summarize: 

i.  The  thousands  of  tubercles  in  the  peritoneum  are,  as  a  rule, 
absorbed  after  celiotomy. 

2.  It  is  useless  to  remove  the  tubes  if  they  are  affected  to  tubercles 
only. 

3.  Many  patients  who  undergo  operations  for  tubercular  peri- 
tonitis are  young  and  unmarried,  and  should  not  be  needlessly 
sterilized. 
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A  CASE  OF  LIGATION  OF  THE  INFERIOR  VENA  CAVA.* 

BY 
THOMAS  B.  NOBLE,  M.  D., 

Indianapolis,  Ind. 

A  married  woman,  sixty-two  years  of  age,  the  mother  of  four 
children,  who  has  generally  enjoyed  good  health,  eight  months  ago 
first  noticed  a  tumor  growing  in  her  abdomen.  It  was  not  painful 
nor  associated  with  any  disturbance  of  the  pulse  or  temperature. 
There  has  been  no  loss  in  weight,  though  she  is  rather  thin  in  flesh. 
There  have  been  no  changes  in  the  gastrointestinal  functions,  in 
renal  secretion,  or  in  blood  substance. 

The  tumor  now  is  observed  to  be  conical  in  shape,  with  its  base 
resting  upon  the  back,  and  its  apex  pushing  forward  against  the 
anterior   abdominal   wall,   making   a   very   prominent   protrusion 

*  Read  at  the  Thirty-first  Annual  Meeting  of  the  American  Association  of 
Obstetricians  and  Gynecologists,  Detroit,  September  16-18,  1018. 
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midway  between  the  umbilicus  and  promontory  of  the  sacrum.  It 
is  not  tender  to  palpation,  does  no  fluctuate  and  is  but  slightly 
movable.  It  is  flat  on  percussion  at  its  apex,  but  tympany  exists 
around  the  base.     There  is  no  swelling  or  edema  of  the  extremities. 

She  had  been  preparing  for  an  operation  in  a  hospital  of  one  of 
our  neighboring  towns  when  I  saw  her. 

On  opening  the  abdomen  the  growth  was  discovered  to  be  pos- 
terior to  the  peritoneum,  lying  directly  upon  the  lower  lumbar 
vertebras.  The  omentum  and  transverse  colon  were  lying  upon  it. 
These  were  pushed  upward  out  of  the  way.  On  splitting  the  posterior 
peritoneum,  it  was  discovered  that  the  common  iliac  arteries  were 
lying  astride  the  apex  of  the  growth  and  very  intimately  adherent  to 
it.  These  were  dissected  loose  and  pushed  aside.  Passing  down  the 
sloping  sides  of  the  growth,  considerable  adventitious  tissue  was 
encountered  so  as  to  make  differentiation  of  the  structure  well 
nigh  impossible.  Grasping  the  apex  of  the  growth  and  pulling  it 
sidewise,  and  passing  the  fingers  around  the  adherent  base,  a  violent 
deluge  of  venous  blood  came  pouring  up  in  the  abdominal  cavity. 
So  far  I  had  not  seen  the  vena  cava  but  realized  at  once  that  I  had 
opened  it.  The  rent  in  the  vessel  was  so  far  behind  the  mass  that 
it  could  not  be  seen.  The  clamps  were  immediately  applied  to  the 
tissues  above  and  below  en  masse,  which  at  once  checked  the  hemor- 
rhage. The  field  was  then  sponged  clean  and  the  dissection  con- 
tinued until  the  mass  was  removed.  We  now  discovered  that  we 
had  torn  the  vena  cava  diagonally  across  more  than  half  of  its 
circumference.  The  edges  could  not  be  approximated  so  as  to  make 
a  safe  suture,  so  it  was  consequently  ligated  above  and  below  with 
plain  catgut. 

Trusting  to  the  collateral  circulation  between  the  iliacs  and  epigas- 
trics  to  take  care  of  the  return  of  the  blood  from  the  lower  extremities, 
the  cut  in  the  posterior  peritoneum  was  closed  with  a  running  catgut 
suture,  and  the  abdomen  closed  in  the  usual  way  without  drainage. 

This  patient  made  an  uninterrupted  recovery  without  swelling 
or  edema  of  legs,  or  any  untowrard  symptoms  whatever,  and  has 
remained  in  good  health  since. 

This  operation  was  performed  last  March,  and  there'have  been 
no  signs  of  recurrence  to-day,  though  the  pathologic  report  shows 
that  the  tumor  was  a  large  round-celled  sarcoma. 
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EDWIN  B.  CRAGIN,  A.  B.,  A.  M.,  M.  D., 
1857-1918 

Dr.  Edwin  Bradford  Cragin,  of  New  York,  prominent  and  well- 
known  obstetrician  and  gynecologist,  was  born  at  Colchester,  Con- 
necticut, October  23,  1857,  the  son  of  Edwin  Timothy  and  Ardelia 
Ellis  Sparrowe.  He  was  graduated  from  Yale  University  with  the 
Degree  of  A.  B.  in  1882  and  was  subsequently  honored  by  his 
Alma  Mater  with  the  Master's  Degree  in  1907.  His  medical  train- 
ing was  obtained  at  the  College  of  Physicians  and  Surgeons,  New 
York,  from  which  he  graduated  in  1886,  having  taken  the  First 
Harsen  Prize  for  proficiency  in  examinations.  Dr.  Cragin  practised 
medicine  continuously  in  New  York  City  since  his  graduation  and 
began  his  official  connection  with  the  College  of  Physicians  and  Sur- 
geons as  assistant  secretary  of  the  Faculty  in  December,  1893.  He 
subsequently  became  Secretary  and  retained  this  position  for  several 
years.  He  was  appointed  Lecturer  in  Obstetrics  at  the  College  in 
April,  1898,  and  likewise  appointed  attending  physician  at  the  Sloane 
Maternity  Hospital.  In  May,  1899,  he  was  elected  Professor  of 
Obstetrics  and  at  this  time  resigned  his  position  at  Roosevelt  Hospi- 
tal and  as  Secretary  of  the  Faculty  of  the  Medical  School.  He  suc- 
ceeded Dr.  Tuttle  as  professor  of  obstetrics  after  the  latter's  death 
and  retained  this  position  until  his  last  illness.  Dr.  Cragin  at  various 
times  was  Consulting  Obstetric  Surgeon  to  the  City  Maternity 
Hospital,  Italian  Hospital,  New  York  Nursery  and  Child's  Hospital, 
and  also  Consulting  Gynecologist  to  the  Presbyterian  Hospital, 
Roosevelt  Hospital,  St.  Luke's  Hospital,  Newburgh  Hospital,  and  the 
New  York  Infirmary  for  Women  and  Children.  Dr.  Cragin  was  a 
member  of  many  medical  societies,  including  the  New  York  Academy 
of  Medicine,  of  which  he  was  one  of  the  Vice-presidents;  the  New 
York  Obstetrical  Society,  American  Gynecological  Society,  New 
York  Medical  and  Surgical  Society,  Medical  Society  of  the  County 
of  New  York,  American  Medical  Association,  and  the  Medical 
Association  of  Greater  New  York.  He  was  also  one  of  the  Founders 
of  the  American  College  of  Surgeons. 

Dr.  Cragin  contributed  many  articles  in  the  domain  of  his  specialty 
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to  American  medical  journals  and  was  also  the  author  of  a  text- 
book on  obstetrics. 

He  was  married  at  Colchester,  Conn.,  on  May  23,  1889  to  Miss 
Mary  R.  Willard,  who  survives  him,  together  with  three  children — 
two  daughters  and  a  son. 

Dr.  Cragin  was  intimately  associated  during  the  period  of  his  very 
active  life  with  the  development  of  the  Sloane  Hospital  for  Women, 
to  which  he  gave  his  continuous  and  best  efforts.  As  a  teacher 
of  obstetrics  and  gynecology  his  memory  will  be  held  in  respect  by 
a  large  number  of  former  students  who  profited  by  their  contact 
with  him.  His  teaching  was  marked  by  clearness  of  presentation  and 
by  simplicity,  and  his  lectures  were  always  well  attended.  It  was 
this  constant  devotion  to  his  work  that  contributed  indirectly  to  the 
severe  illness  contracted  a  few  years  ago.  After  his  recovery  he 
again  gave  himself  up  to  his  duties  without  reserve.  Although  not 
robust  in  a  physical  sense,  he  was  untiring  in  his  devotion  to  his  work. 
Dr.  Cragin  was  taken  ill  again  during  the  past  summer  and  compelled 
to  give  up  his  duties  at  the  Sloane  Hospital  and  also  his  private  prac- 
tice. The  cardiac  trouble  with  renal  complications  from  which  he 
had  suffered,  finally  led  to  his  death  on  October  21,  1918. 
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GYNECOLOGISTS. 


Thirty-first  Annual  Meeting  held  at  Detroit,  Mich., 
September  16,  17,  and  18,  1918. 
The  President,  Albert  Goldspohn,  M.  D.,  in  the  Chair. 
Dr.  H.  Wellington  Yates,  of  Detroit,  read  a  paper  on 

THE  BENEFITS  OF  STAB-WOUND  DRAINAGE  IN  PELVIC  INFECTIONS. 

(For  original  article,  see  page  745-) 

DISCUSSION. 

Dr.  Gordon  K.  Dickinson,  Jersey  City,  N.  J. — The  matter  of 
drainage  is  a  misnomer.  I  do  not  believe  that  gauze  drains  when 
we  stick  it  in  a  wound.  It  is  a  local  irritant  and  because  of  that 
property  it  walls  off  to  a  certain  extent  the  local  process  and  makes 
things  fairly  safe.  But  we  do  have  a  wonderful  system  of  drainage 
in  the  abdomen.  Some  ten  years  ago  I  made  what  I  thought  was 
the  first  study  of  the  literature  and  presented  my  own  work  as  to 
the  value  of  the  omentum  in  abdominal  drainage,  I  came  to  the  con- 
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elusion  that  the  omentum,  properly  applied,  will  drain  off  more  in 
ten  minutes  than  any  amount  of  gauze  will  take  out  in  a  day,  and 
if  there  is  a  normal  omentum,  and  if  there  is  not  a  virulent  strep- 
tococcus infection  to  deal  with,  you  will  have  good  results,  no  matter 
what  you  do.  But  I  do  not  feel  that  gauze  is  an  irritant  and  thus 
we  gain  our  results.  If  I  am  compelled  to  leave  behind  at  an  opera- 
tion a  sloughing  infected  base,  something  that  I  feel  is  going  to  put 
a  great  deal  of  strain  on  the  omentum  and  lymphatics,  then  I  in- 
troduce a  dam.  I  do  not  close  the  abdomen  completely;  I  put 
in  gauze  soaked  with  i  per  cent,  iodine  to  wall  off  the  place, 
and  then  in  six  weeks  or  later  close  the  abdomen. 

Major  J.  Henry  Carstens,  Detroit,  Michigan. — Drainage  is 
very  good  when  we  are  trying  to  learn  something  about  abdominal 
surgery.  The  late  Dr.  Joseph  Price  was  a  great  advocate  of  the  use 
of  two  gallons  of  water  and  a  drainage  tube.  Some  fifteen  years  ago 
we  had  a  meeting  of  this  association  at  Pittsburgh,  and  I  among 
other  members  of  the  association  performed  some  operations. 
Drainage  at  that  time  was  still  the  subject  of  considerable  discus- 
sion. Dr.  Ross,  myself  and  others  performed  operations  on  patients, 
and  I  believe  I  had  one  of  the  worst  cases  to  deal  with  surgically 
on  account  of  the  large  number  of  adhesions  and  the  pus.  Dr. 
Price  said  at  that  meeting  a  great  deal  about  drainage  and  the  im- 
portance of  it,  and  I  said  we  could  get  along  without  drainage  in 
many  cases.  I  operated  on  this  patient  and  a  great  deal  of  pus 
escaped.  I  cleaned  out  the  abdomen  without  washing  it;  in  other 
words,  I  mopped  it  out,  and  sewed  up  the  wound  without  drainage. 
Dr.  Price  and  others  thought  this  would  be  the  end  of  that  patient. 
Luckily,  my  patient  recovered,  while  some  of  the  other  patients 
in  whom  drainage  was  used,  died.  Those  cases  impressed  upon 
me  the  fact  that  drainage  was  not  always  necessary.  Since  that 
time  I  have  drained  very  little. 

If  I  have  a  case  to  deal  with  where  there  is  pus,  and  if  I  have 
any  doubt  as  to  whether  to  drain  or  not,  I  puncture  the  cul-de-sac 
and  drain  in  that  way.  I  can  see  why  I  should  make  a  new  wound 
and  another  opening  somewhere  else  where  natural  gravity  will 
take  place.  I  can  see  where  one  might  drain  in  the  posterior  loin 
in  a  case  of  abscess  or  of  pus  in  the  abdomen,  the  gall-bladder, 
and  so  on,  but  I  really  cannot  see  why  we  should  make  stab-wounds. 
I  do  not  do  it,  and  my  patients  get  along  without  any  trouble.  I  sew 
up  every  one  of  them.  As  I  have  said,  if  there  is  any  question  about 
drainage  in  women,  I  open  the  cul-de-sac  and  put  in  a  rubber  tube 
for  a  few  days  and  let  the  case  go  at  that. 

Major  John  W.  Keefe,  Providence,  Rhode  Island. — Drainage 
is  a  subject  that  we  all  have  to  contend  with  from  time  to  time. 
Rubber  drainage  tubes  in  the  abdomen  most  men  have  discarded 
to-day,  so  much  so  that  a  report  from  a  cantonment  coming  to 
Washington  in  a  case  of  appendicitis  with  a  fecal  fistula,  the  officer 
to  whom  this  report  came  sent  back  to  the  cantonment  to  know 
why  that  patient  had  a  fecal  fistula,  and  it  was  found  that  the  case 
had  been  drained  by  a  drainage  tube,  and  word  was  sent  back 
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that  that  officer  be  court-martialed  for  placing  a  rubber  tube  in  the 
belly  following  an  operation  for  appendicitis. 

Now,  most  surgeons  feel  that  a  rubber  drainage  tube  should  not 
be  placed  in  contact  with  the  intestine.  Undoubtedly  an  incision 
into  Douglas'  pouch  is  desirable  in  certain  cases  for  the  purpose  of 
drainage. 

Looking  back  over  the  literature  in  gynecology,  one  can  see  how 
many  patients  have  died  from  placing  drainage  tubes  in  the  pelvis, 
where  the  nurses  withdrew  every  hour  the  serum  that  formed.  As 
soon  as  surgeons  began  to  close  the  belly,  and  not  interfere  with 
nature,  these  patients  recovered.  I  feel  that  occasionally  it  may 
be  necessary  to  drain  through  the  abdominal  wall  for  work  done  in 
the  pelvis.  At  one  time,  we  all  flushed  out  the  cavity,  using  one 
or  more  gallons  of  salt  solution,  but  we  had  very  poor  results.  Rub- 
ber tissue  in  a  pus  appendix  case  no  doubt  is  of  some  value  in  keeping 
the  abdominal  wound  open,  so  that  the  wound  may  close  from  the 
bottom. 

One  cannot  dispense  with  drainage  altogether.  I  recall  a  recent 
case  where  a  surgeon  had  removed  a  stone  from  the  pelvis  of  the 
kidney  and  he  sewed  up  the  wound  in  the  pelvis  and  closed  the 
external  wound;  but  the  patient  had  a  collection  of  fluid  and  some 
six  weeks  later  we  opened  the  wound  and  drained.  After  draining 
for  a  time  we  found  that  the  kidney  was  so  disorganized  that  it  was 
necessary  to  remove  it.  So  it  is  sometimes  desirable  to  put  in  a 
drainage  tube.  It  would  have  been  better  in  this  case  if  the  surgeon 
had  put  in  drainage  early  and,  in  all  probability,  he  would  have  had 
union  of  the  wound  he  had  made  in  the  pelvis  of  the  kidney.  Drain- 
age is  seldom  of  value  following  pelvic  operations  and  may  be  harmful. 

Dr.  Charles  L.  Bonifield,  Cincinnati,  Ohio. — Dr.  Keefe  has 
told  us  that  when  surgeons  began  to  keep  drainage  tubes  out  of 
the  abdomen,  abdominal  surgery  progressed,  better  results  were 
obtained.  That  is  in  part  true,  but  I  do  not  believe  it  is  the  whole 
truth.  One  of  the  reasons  why  we  get  better  results  now  is  because 
abdominal  surgeons  have  been  improving  in  their  technic  and 
drainage  has  become  less  necessary. 

I,  like  every  one  else,  have  had  to  drain.  I  have  saved  many  lives 
by  drainage.  Dr.  Dickinson  made  a  splendid  point  when  he  said 
the  omentum  is  a  good  drain,  but  we  must  remember  the  omentum 
drains  into  the  system  and  not  out  of  it.  If  you  have  too  much 
infection,  you  let  the  invading  army  overwhelm  the  system  instead 
of  getting  rid  of  it.  Just  as  I  feel  that  the  United  States  may  admit 
foreign  citizens  faster  that  it  can  assimilate  them,  so  the  omentum 
may  do  that  same  trick,  and  overwhelm  our  patient  before  she  can 
commence  to  eliminate  and  get  up  her  powers  of  resistance. 

I  quite  agree  with  Dr.  Carstens  and  Dr.  Keefe  that  whenever 
drainage  is  necessary,  the  best  place  to  drain  is  through  the  cul-de- 
sac,  if  the  patient  is  a  woman. 

One  other  word  about  drainage,  to  which  Dr.  Dickinson  has  already 
referred,  namely,  it  is  not  alone  the  drainage  that  we  do,  but  we  put  a 
scaffolding  in  to  keep  the  healthy  tissues  away  from  diseased  and 
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this  also  retards  the  absorption  of  septic  material  and  allows  the 
system  to  take  care  of  it. 

Just  a  word  or  two  about  the  rubber  tube.  I  do  not  believe  that 
any  doctor  in  the  Army  or  the  Navy  or  anywhere  else  ought  to  be 
court-martialed  simply  because  his  technic  is  a  little  different  from 
that  of  others.  We  know  that  our  science  is  not  exact.  One  man 
gets  results  by  one  method  and  another  man  gets  results  by  another. 
The  main  thing  for  a  man  to  know  is  his  own  technic,  and  his 
limitations. 

I  remember  distinctly  a  little  lesson  I  learned  a  few  years  ago. 
A  young  man  had  been  with  me  for  two  or  three  years,  as  my 
assistant.  One  of  the  first  cases  he  operated  on  I  was  called  to  see 
on  the  third  day  as  the  patient  was  doing  badly.  I  opened  the 
abdomen  and  found  a  lot  of  dirty  fluid  in  the  pelvis,  put  in  a  drain, 
and  that  woman  got  well.  He  was  following  my  technic  and  did 
not  drain,  but  in  that  particular  case  he  did  not  recognize  his  own  limi- 
tations, if  he  had,  he  would  not  have  had  this  trouble.  Such  a  case 
shows  the  personal  equation,  and  we  must  not  criticize  too  severely 
those  who  resort  to  other  methods.  When  we  put  in  gauze  drainage 
through  a  stab- wound  like  the  doctor  recommended,  through  the 
vaginal  cul-de-sac,  unless  there  is  something  around  it  to  prevent 
pressure  on  it  where  it  comes  through,  serum  will  accumulate  in 
the  gauze.  You  can  overcome  this  to  a  certain  extent  by  having 
gauze  pulled  down  every  few  hours,  or,  if  you  prefer,  you  can  put 
it  in  a  split  rubber  tube,  so  that  the  tissues  through  which  is  passes 
cannot  squeeze  it,  and  your  results  will  be  better.  You  do  not 
want  to  put  a  drainage  tube  in  contact  with  bowel  that  has  been 
sutured  or  appendiceal  stump  that  has  been  tied  off.  If  it  goes 
through  the  wall  only  a  short  distance,  I  cannot  see  any  possible 
disadvantage. 

Dr.  Hugo  O.  Pantzer,  Indianapolis,  Indiana. — I  desire  to  express 
my  agreement  with  the  remarks  just  made  by  Dr.  Bonifield.  There 
are  cases  in  which  we  cannot  get  along  without  drainage  and  in 
such  cases  you  must  make  use  of  such  drainage  as  you  deem  neces- 
sary. We  find  cases  where  nature  has  taken  charge  of  the  morbid 
matter,  and  there  is  no  accumulation  of  pus.  In  other  words,  those 
are  the  cases  in  which  by  their  intrinsic  pathology  you  can  get 
along  without  drainage,  but  there  are  cases  where  you  will  have  to 
drain  the  accumulation  of  pus,  particularly  where  the  peritoneum 
is  unable  to  cope  with  it  at  that  time. 

Dr.  Yates  (closing). — Many  of  the  points  that  have  been  brought 
out  in  the  discussion  are  really  covered  by  the  conclusions  with 
relation  to  the  use  of  drainage.  One  of  these  conclusions  was  that 
drainage  was  used  too  much,  and  that  drainage  tubes  should  be 
used  much  less  than  they  have  been  in  the  past. 

As  to  closing  the  abdomen  without  drainage,  there  are  certain 
instances  in  which  we  must  drain  and  in  some  instances  where  it 
seems  best  to  drain  from  above.  The  paper  was  presented  not  for 
the  purpose  of  establishing  when  and  where  not  to  drain,  but  to 
suggest  that  the  primary  incision  should  be  left  to  itself  to  heal  by 
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primary  union.  There  are  instances  in  which  it  seems  well  to  drain 
from  above  and  sometimes  from  below,  too.  We  all  agree  that  cul- 
de-sac  drainage  is  better  when  it  seems  practicable  and  adequate, 
but  occasionally,  when  the  other  drainage  is  necessary,  the  cigarette 
drain  is  preferable  to  the  rubber  tube.  I  did  not  bring  up  the  ques- 
tion of  rubber-tube  drainage,  but  the  establishment  of  stab-wound 
drainage  by  such  suitable  means  as  the  individual  cases  would 
indicate. 

DISCUSSION. 

Dr.  Thomas  B.  Noble,  Indianapolis,  Indiana. — I  feel  deeply 
indebted  to  Dr.  Bonifield  for  this  case  report.  He  says  in  the  report 
of  his  first  case  he  had  a  fecal  fistula  following  his  operation  which 
mav  or  may  not  now  exist,  and  that  it  followed  the  union  of  the 
ileum  to  the  ascending  colon.     Is  that  right,  doctor? 

Dr.  Bonifield. — That  is  right. 

Dr.  Noble. — And  it  was  done  by  end-to-end  anastomosis.  I 
would  suggest,  from  my  own  experience  in  this  line  of  work,  that 
such  an  accident  can  be  prevented  and  should  be  prevented  by  a 
lateral  anastomosis  of  the  ends  of  these  viscera  rather  than  an  end-to- 
end  anastomosis.  The  technic  of  an  end-to-end  anastomosis  to  me 
is  associated  with  almost  impossibility  of  perfect  security — perfect 
mechanical  security — and  freedom  from  contamination  of  infection, 
while  a  lateral  anastomosis  can  be  made,  as  in  a  gastroenterostomy, 
with  a  security  against  mechanical  defect  as  well  as  infection,  and 
if  the  procedure  be  conducted  along  this  line,  I  believe  that  fecal 
fistula  will  disappear. 

Relative  to  his  last  case,  a  point  of  pathological  interest  is  demon- 
strated in  the  presentation  of  this  specimen.  We  see  here  a  malig- 
nant tumor  at  the  head  of  the  colon.  A  cancerous  colon  pro- 
duces tumors  associated  with  the  first  segment  without  obstruction, 
and  at  the  lower  or  lateral  segments  they  produce  strictures  without 
tumor  formation,  features  of  decided  significance  when  it  comes  to 
the  matter  of  diagnosis. 

Dr.  John  F.  Erdmann,  New  York  City. — In  regard  to  fistula 
in  cases  of  tubercular  peritonitis,  every  one  who  has  operated  upon 
cases  of  tubercular  peritonitis  and  used  drainage  knows  that  a 
secondary  fistula  is  from  the  disease  itself,  and  not  from  the  use  of 
the  drainage,  unless  pressure  necrosis  results  from  too  long  retained 
drainage  structure.  Everyone  who  has  operated  upon  cases  of 
tubercular  peritonitis  has  gone  through  this  experience. 

With  reference  to  end-to-end  anastomosis,  I  have  done  lateral 
implantations  and  have  done  end-to-end  implantations,  and  have 
had  fistula  following  both  methods. 

In  a  recent  number  of  Surgery,  Gynecology  and  Obstetrics  there 
is  an  article  by  Balfour  in  which  he  strongly  advocates  end-to-end 
anastomosis  of  the  small  intestine  with  the  large,  and  I  want  to 
say  in  connection  with  that  article  that  last  week  I  had  a  man  in 
our  clinic  who  had  been  operated  for  a  cancer  of  the  appendix. 
I  should  judge  he  had  a  fistula  after  the  removal  of  the  appendix  for 


OF   OBSTETRICIANS   AND   GYNECOLOGISTS  859 

some  reason  or  another,  and  upon  exposure,  after  a  difficult  dissec- 
tion, I  found  he  had  an  eroding  ulcer  at  the  ileocecal  valve  which 
necessitated  the  removal  of  the  cecum  and  a  portion  of  the  ascend- 
ing colon  and  a  portion  of  the  ileum.  In  addition  there  was  an  im- 
mense edematous  dilatation  of  the  distal  end  of  the  ileum.  After 
the  method  advocated  by  Balfour  and  brought  out  by  Mayo, 
although  I  am  sure  the  operation  was  done  by  the  late  Thomas  H. 
Manley  some  twenty  years  ago,  an  anastomosis  was  made  without 
trouble,  and  owing  to  the  fact  that  we  knew  we  might  have  fecal 
disturbance,  I  drained,  as  I  do  in  all  my  cases  where  there  is  a  possi- 
bility of  any  fecal  infection  or  leakage.  It  is  as  possible  in  end-to- 
end  anastomoses  to  be  careful  of  the  asepsis  and  to  guard  against 
infection  as  it  is  in  lateral  anastomosis.  We  have  trouble  in  our 
gastroenterostomies  because  the  flora  and  fauna  are  favorable  to 
infection  in  the  jejunum  now  and  then,  although  they  are  not  sup- 
posed to  be.  And  in  10  or  15  per  cent,  of  these  abdominal  op- 
erations you  will  have  the  serum  accumulation  contaminated  even 
when  taking  the  greatest  possible  care. 

In  our  end-to-end  anastomoses,  I  do  not  see  any  reason  why 
Dr.  Noble  should  say  we  have  more  dangers  of  infection.  The 
lower  down  we  are  in  the  scale,  the  more  likely  we  are  to  get  mul- 
tiple foci  of  infection.  The  higher  in  the  intestinal  canal  the  less 
the  source  of  infection.  Therefore,  the  higher  up  you  are,  although 
not  advocating  it,  the  less  care  need  be  taken.  You  must  take  care 
in  the  preparation  of  the  patient  and  in  the  after-care  in  your  surgical 
work. 

I  believe  the  fistula  in  Dr.  Bonifield's  case  was  a  tubercular  fistula, 
pure  and  simple,  and  not  a  drainage  fistula. 

Dr.  Bonifield  (closing) .• — In  regard  to  end-to-end  anastomosis 
in  the  tubercular  case,  I  did  it  because  I  could  do  it  more  easily. 
As  I  tried  to  describe  in  the  case  report,  everything  was  adherent 
from  the  old  tubercular  peritonitis,  and  it  would  have  required  longer 
to  have  separated  the  bowels  enough  to  do  a  side-to-side  anasto- 
mosis. I  did  what  I  thought  was  easier,  because  time  was  very  im- 
portant. I  did  not  want  to  break  up  adhesions  because,  with  this 
infectious  condition  of  the  bowel,  the  bowel  having  died,  I  knew 
I  would  have  infection,  and  I  did  not  want  to  scatter  it. 

discussion. 

Dr.  William  Seaman  Bainb ridge,  New  York  City. — Unfortu- 
nately, I  must  answer  Dr.  Tate's  question  in  the  negative.  Surgery 
does  not  cure  cancer;  it  may  remove  the  cancer,  and  may  relieve 
the  patient  of  the  disease,  but  the  tissues  once  having  become  can- 
cerous, are  never  returned  to  the  normal.  I  simply  draw  attention 
to  this  point,  which  is  fully  in  accord  with  Dr.  Tate,  and  to  emphasize 
the  importance  of  more  clearness  in  the  terms  used  in  relation  to 
cancer.  In  fact  the  term  "cancer"  itself,  is  an  unfortunate  one 
because  it  is  not  a  disease  but  a  group  of  diseases. 

As  we  are  lengthing  the  discussion  in  conjunction  with  the  sub- 
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ject  of  cancer,  I  desire  to  say  a  few  words  in  regard  to  the  outlook 
to-day,  especially  in  relation  to  the  cause  and  the  cure. 

The  whole  trend  of  investigation  points  not  to  a  single  cause, 
but  to  a  number  of  causes  of  cancer.  There  is  reason,  too,  for  the 
belief  that  the  disease  to  which  the  term  cancer  is  applied  is  still 
a  composite,  despite  the  fact  that  syphilis,  tuberculosis,  actinomy- 
cosis, blastomycetes,  and  even  leprosy,  which  were  formerly  con- 
fused with  cancer,  are  now  known  to  be  separate  entities,  each  with 
its  specific  cause.  Who  can  tell  to  what  further  extent  this  process 
of  differentiation  and  isolation  may  lead?  The  time  may  come 
when  carcinoma  and  sarcoma  will  be  separated  into  diseases  un- 
deniably distinct  one  from  the  other. 

While  this  complexity  of  etiology  remains  unsolved,  the  pre- 
vention of  cancer  cannot  become  a  truly  practical  problem,  and  the 
only  methods  which  can  be  recommended  with  reasonable  likelihood 
of  diminishing  the  prevalence  of  cancer  are  measures  which  have  for 
their  purpose  the  elimination  or  avoidance  of  all  forms  of  chronic 
irritation. 

Pending  the  time  when  the  cause  or  causes  of  cancer  shall  have 
been  discovered,  and  when  it  will  be  possible  to  cure  the  disease 
by  other  means  than  by  surgical  removal,  what  is  the  outlook  for 
the  cancer  problem  and  the  cancer  patient?  In  the  light  of  modern 
cancer  research  is  the  prospect  for  the  solution  of  the  problem  a 
hopeful  one?  Are  we  justified  in  encouraging  the  belief  that  the 
outlook  for  the  patient  is  less  despairing  than  formerly? 

The  study  of  the  various  phases  of  the  cancer  problem  must 
convince  everyone  that  the  concentrated  effort  of  so  many  earnest 
and  intelligent  investigators  is  slowly  but  surely  clearing  away 
much  of  the  mystery  which  for  centuries  has  obscured  the  questions 
of  the  initiation  and  the  progress  of  the  disease. 

With  the  careful  clinical  and  laboratory  examinations  to  which  we 
now  know  all  patients  should  be  subjected  when  they  present  them- 
selves for  treatment,  there  is  justification  for  the  belief  that  in  future 
a  progressively  smaller  and  smaller  proportion  of  cases  of  cancer 
will  be  wrongly  diagnosed,  and  consequently  wrongly  treated. 

With  the  campaign  of  education  directed  against  the  neglect 
of  the  many  small  things  which  may  lead  to  the  graver  condition 
known  as  cancer;  with  the  increasing  mastery  of  the  predisposing 
causes  of  the  disease,  and  with  the 'greater  willingness  on  the  part 
of  individual  patients  to  present  themselves  for  surgical  treatment 
for  its  early  manifestations,  there  is  hope  that  the  future  will  be 
marked  by  a  progressive  decrease  in  the  number  of  persons  who 
come  within  the  category  of  those  having  inoperable  and  irremovable 
cancer. 

With  the  perfection  of  surgical  technic  which  characterizes 
modern  practice,  and  with  the  intelligent  utilization  of  the  various 
adjuvant  methods  and  measure  which  may  be  employed  to  alleviate 
suffering,  the  lot  of  those  who  are  no  longer  amenable  to  surgical 
cure  is  certainly  far  less  miserable  and  hopeless  than  was  that  of 
persons  similarly  afflicted  even  a  decade  or  two  ago. 
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While  it  cannot  be  gainsaid  that  the  cancer  problem  to-day  is 
still  fraught  with  perplexity  and  uncertainty,  one  indisputable 
fact  stands  out  in  bold  relief,  serving  as  both  guide-post  and  danger- 
signal  for  the  present  and  future,  if  cancer  ceUs  be  cut  out  soon 
enough  a  permanent  cure  is  affected.  This  alone  is  sufficient  to 
warrant  the  statement  that  we  are  "traveling  hopefully." 

Dr.  Edward  J.  Ill,  Newark,  Xew  Jersey. — There  are  some  fac- 
tors wiiich  make  a  case  curable  and  other  cases  incurable.  First, 
the  age  of  the  patient.  The  younger  the  person,  the  more  malig- 
nant the  disease.  The  older  the  person,  the  more  likely  of  the  con- 
dition being  curable.  Some  pathological  findings  promise  absolute 
cure.  For  instance,  the  papilloma  of  the  ovary,  where  the  papillary 
masses  remain  inside  and  have  not  broken  through  the  enveloping 
layer.  It  is  a  safe  operation  and  the  prognosis  is  good,  provided 
you  do  not  tap  the  tumor  and  have  taken  it  out  as  a  whole.  I  have 
never  seen  a  papilloma  of  the  ovary  remain  weU  after  it  had  broken 
through  the  outer  layer. 

The  second  form  of  malignancy  that  will  likely  remain  wrell  after 
operation  is  the  carcinoma  that  occurs  in  the  body  of  the  uterus.  I 
have  not  had  any  returns  in  twenty  years,  provided  that  during  the 
operation,  direct  implantation  of  cancer  cells  has  not  taken  place. 

Dr.  Bertha  Van  Hoosen,  Chicago,  Illinois  (by  invitation). — 
After  listening  to  what  Dr.  Bainbridge  has  said,  I  feel  assured  that 
you  will  be  glad  to  hear  a  report  of  some  work  that  I  have  done 
along  the  line  mentioned  by  him  in  hunting  for  something  besides 
surgery  to  relieve  carcinoma  patients.  I  have  been  impressed  for 
many  years  with  the  impossibility  of  telling  definitely  whether  a 
case  wras  operable  or  not.  Those  cases  I  thought  wTere  operable  have 
had  a  speedy  return  wThen  I  had  done  my  best  surgery,  and  those  in 
which  I  thought  I  was  foolishly  subjecting  them  to  operation  did 
not  have  a  return. 

I  began  three  years  ago,  on  the  basis  that  the  etiological  factor 
of  carcinoma  was  a  protozoa,  treating  all  inoperable  and  incurable 
cases  with  emetin.  During  the  past  three  years  I  have  used  emetin 
in  various  ways  in  small  doses  daily  subcutaneously,  in  larger  doses 
subcutaneously,  injecting  the  emetin  into  the  growth,  and  I  have 
also  given  it  intravenously.  I  have  found  that  with  the  subcuta- 
neous injection  of  the  larger  doses  of  emetin  at  intervals  I  always  got 
a  result  and  in  some  cases,  such  remarkable  results,  that  I  kept 
working  on  this  line.  I  have  had  absolutely  no  results  in  any  case 
by  the  injection  of  the  emetin  into  the  mass.  I  have  had  no  results 
that  wrould  compare  with  the  results  that  I  have  had  with  the 
intravenous  injection  of  large  doses  of  emetin,  9  or  5  grains 
intravenously.  One  of  these  cases  I  would  like  to  report  to  you. 
This  case  has  been  seen  by  Dr.  Emil  Ries  a  number  of  times.  She 
wras  brought  to  me  by  Dr.  P.  T.  Burns  of  Chicago.  She  is  a  woman, 
thirty-three  years  of  age,  a  twin.  She  had  swelling  in  both  breasts 
a  year  ago,  but  it  passed  off  without  leaving  any  induration  or 
lump  in  the  breast.  In  December,  1917,  she  had  a  lump  in  the 
left  breast.     This  was  followed  by  other  lumps  in  the  left  breast, 
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and  later  in  the  right.  The  patient  was  a  refined  woman,  but  was 
in  poor  circumstances.  She  had  had  hardly  enough  food,  and  did 
not  consult  a  doctor  until  metastases  had  covered  the  entire  trunk 
with  the  exception  of  the  upper  part  of  the  head.  She  was  blind 
in  both  eyes,  due  to  the  infiltration  of  the  lids,  and  tears  were  flow- 
ing all  the  time  down  the  side  of  her  face.  Not  only  were  there 
metastases  all  over  the  body,  no  part  being  free  except  the  legs  and 
arms,  but  the  infiltration  was  very  great.  I  saw  her  the  first  of 
May.     At  the  time  we  thought  it  was  a  case  of  leprosy. 

For  diagnosis  I  made  a  2-inch  incision  on  one  side  of  the  nipple, 
and  with  my  finger  scooped  out  some  of  the  nodules.  I  also  took 
out  one  of  the  metastatic  nodules  that  was  the  farthest  away  from 
the  breast,  almost  at  the  upper  part  of  the  thigh.  Both  of  these 
showed  medullary  carcinoma  growing  rapidly.  I  then  gave  her  the 
emetin  treatment. 

The  patient  was  taken  to  the  operating  room  at  12  o'clock  Sunday 
morning,  and  9  grains  of  emetin  were  injected  through  a  vein  in 
the  arm.  About  thirty  seconds  after  the  emetin  had  been  injected 
she  threw  back  her  head,  and  became  absolutely  pulseless  and 
breathless.  We  gave  her  artificial  respiration  and  stimulants  of 
camphorated  oil,  and  kept  up  artificial  respiration  for  one  hour.  At 
the  end  of  that  time  she  was  breathing  and  had  a  fair  pulse.  She 
vomited  every  now  and  then,  but  remained  unconscious.  Two 
hours  later  she  became  very  restless  so  that  it  took  four  persons  to 
keep  her  on  the  operating  table.  She  was  still  vomiting  occasion- 
ally, and  a  little  restless  until  8.00  p.  m.  when  she  spoke  with  difficulty 
and  we  let  her  go  to  sleep.  She  slept  soundly  nearly  all  night,  and 
in  the  morning  she  felt  much  better.  At  the  time  I  took  out  this 
lump  it  was  impossible  to  draw  the  edges  of  the  wound  together  on 
account  of  the  infiltration.  At  the  end  of  a  week  I  took  out  a  lump 
from  the  right  breast  and  one  gland  as  large  as  an  English  walnut 
from  the  axilla.  Both  of  these  showed  medullary  carcinoma.  Then 
I  gave  4  grains  of  emetin  to  her  intravenously,  with  almost  no 
reaction.  She  vomited  once  or  twice.  Two  days  after  this  she  was 
seized  with  diarrhea  and  had  involuntary  movements  for  ten  days. 
This  was  fortunate  for  by  producing  vigorous  elimination  through 
the  bowels  is  about  the  only  way  that  you  can  expect  to  pull  these 
patients  through  with  treatment  by  emetin.  I  did  not  give  her  any 
more  emetin  until  the  end  of  two  weeks,  when  she  had  4  grains. 
That  is  all  the  treatment  this  patient  has  had.  These  nodules  have 
practically  all  disappeared.  From  time  to  time,  I  have  had  sections 
made  of  nodules  still  remaining,  one  on  the  shoulder,  one  on  the 
breast,  two  on  the  neck.  One  was  removed  as  late  as  the  28th  of 
August.  They  have  been  seen  by  Dr.  Emil  Ries  and  others  who 
have  pronounced  them  nonmalignant.  The  patient  weighed  85 
pounds  the  first  day  of  July;  she  now  weighs  101^  pounds. 

Dr.  Hugo  O.  Pantzer,  Indianapolis,  Indiana.- — What  I  have  to 
say  will  pertain  very  largely  to  the  interesting  findings  and  results 
given  by  Dr.  Van  Hoosen.     There  is  no  doubt  that  Dr.  Bainbridge 
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has  sounded  a  cardinal  note  in  calling  our  attention  to  the  influence 
that  toxemias  have  in  the  production  of  cancer. 

Approaching  the  subject  from  another  side,  I  will  say  that  recently 
I  had  a  case  that  was  operated  on  three  years  ago  for  far  advanced 
cancer  of  the  breast,  which  was  judged  so  by  competent  micro- 
scopists.  It  returned  two  or  three  times,  and  the  woman  was 
reoperated,  and  then  the  disease  became  so  disseminated  that  it 
was  impossible  to  reach  all  of  the  carcinomatous  tissue,  and  surgical 
intervention  was  no  longer  had.  But  in  that  case,  when  the 
patient  was  first  seen  about  four  or  five  years  ago  she  looked  twenty 
years  older  than  when  I  first  saw  her.  She  died  recently,  three  years 
after  the  operation. 

Major  J.  Henry  Carstens,  Detroit,  Michigan. — I  have  had  a 
number  of  cases  where  on  examination  of  curetings  the  disease 
was  pronounced  cancer.  I  took  out  the  uterus  within  a  few  days 
in  those  cases,  and  those  patients  are  apparently  well  ten  and  twelve 
years  afterward. 

With  regard  to  the  remarks  of  Dr.  Ill,  I  have  operated  on  any 
number  of  cases  of  cancer  of  the  fundus  of  the  uterus  and  those 
patients  have  remained  well  for  ten  and  twelve  years  thereafter. 
In  some  cases  of  cancer  of  the  breast  that  I  have  operated  on  early, 
and  have  not  had  a  recurrence.  My  experience  has  been  similar 
to  that  narrated  by  Dr.  Van  Hoosen,  namely,  in  those  cases  where 
I  thought  the  disease  would  not  recur  it  did,  and  in  cases  where  I 
expected  recovery  they  did  not  recover.  So  we  have  to  keep  on  in 
the  same  line  and  encourage  these  patients,  try  to  help  them,  and 
not  discourage  them.  Possibly  work  along  the  line  indicated  by 
Dr.  Van  Hoosen  will  finally  help  us  to  solve  this  great  question  of 
cancer. 

Dr.  G.  Van  Amber  Brown,  Detroit,  Michigan. — I  desire  to 
briefly  relate  a  case  which  came  to  me  five  years  ago.  She  was 
fifty  years  of  age.  She  had  a  large  mass  in  and  almost  completely 
filling  the  pelvis.  The  omentum  was  adherent  to  it  and  the  intes- 
tines likewise,  so  that  I  could  not  see  anyplace  to  start  its  removal. 
However,  breaking  up  adhesions  I  pushed  back  the  omentum  and  in- 
testines, moving  my  hand  around  under  this  great  mass  it  was  found 
to  include  the  broad  ligaments,  ovaries,  tubes  and  uterus.  I  lifted 
it  out,  tore  right  down  into  the  base  of  the  pelvis,  tearing  the  body 
of  the  uterus  from  the  cervix.  I  did  not  ligate  the  ovarian  or 
uterine  arteries.  There  was  no  place  to  ligate,  I  could  not  find  them. 
There  was  no  hemorrhage,  I  waited  for  a  few  minutes  and  closed 
the  abdomen.  This  woman  has  recently  been  at  my  office;  I  have 
examined  her  carefully,  and  there  has  been  absolutely  no  return  of 
the  disease.  The  cervix  is  movable,  and  there  seems  to  be  a  perfect 
cure  in  this  case.  She  has  two  sisters,  one  on  whom  I  did  a  hysterec- 
tomy for  carcinoma  of  the  cervix  twelve  years  ago,  and  another  one 
since  that  time  for  carcinoma  of  fundus.  These  two  sisters  are 
living.  The  report  from  the  pathologist  stated  that  the  growth, 
was  a  cystadenocarcinoma. 
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DISCUSSION. 

Dr.  Herman  E.  Hayd,  of  Buffalo,  New  York. — Dr.  Erdman 
has  shown  us  that  perhaps  the  most  important  of  all  signs  and 
symptoms  of  gall-bladder  disease  and  of  ulcer  is  the  history.  If  men 
will  spend  more  time  in  getting  a  careful  history  of  their  patients, 
we  will  make  fewer  mistakes.  I  do  not  believe  that  so  many  of 
the  mistakes  we  make  are  the  result  so  much  of  ignorance  as  of 
carelessness.     We  are  too  hurried. 

One  good  point  he  brought  out  strongly  that  you  never  get  acute 
pain  in  ulcer  of  the  stomach  or  duodenum  until  that  ulcer  has  en- 
croached upon  the  peritoneal  wall.  Just  as  soon  as  there  is  a  tend- 
ency to  erosion  of  the  peritoneum  and  possible  perforation  we 
get  the  acute  agonizing  pain  which  we  see  in  cases  of  gall-stone  colic. 

Another  interesting  point  he  brought  out  was  with  reference  to 
blood  jaundice  as  compared  with  the  jaundice  of  obstruction, 
whether  it  be  from  an  obstructed  calculus  in  the  cystic  duct,  pressing 
upon  the  hepatic  ducts  or  whether  the  stone  gets  down  into  the  com- 
mon duct  or  still  further  in  the  bile  tube  at  the  papilla.  He  stated 
that  in  the  blood  jaundice  we  do  not  have  the  picture  in  the  urine 
nor  do  we  have  the  picture  in  the  bowel.  I  think  this  is 
very  important. 

Dr.  Hugo  O.  Pantzer,  Indianapolis,  Indiana. — I  was  delighted 
with  the  manner  in  which  Dr.  Erdmann  gave  us  a  digest  of  the  symp- 
toms and  signs  in  these  gall-bladder  cases.  I  would  like  to  add, 
that  in  our  present  acceptance  of  bacteremic  disease,  the  exan- 
themata, etc.,  we  are  too  restricted  in  our  clinical  conceptions. 
For  example,  in  the  matter  of  smallpox  or  any  of  the  exanthematous 
diseases,  we  are  content  with  knowing  the  eruption,  in  making  the 
diagnosis,  in  giving  routine  treatment.  If  in  these  cases  we  would 
look  more  thoroughly  for  the  localized  effect  of  bacteremic  disease, 
we  would  have  the  early  symptoms  pointing  to  these  cases.  Having 
a  bacteremic  disease  of  severity  present,  we  will  at  once  think  of  the 
possibility  that  the  patient  may  have  gall-bladder  disease. 

Another  point  I  wish  to  take  up  is  that  these  cases  all  have  what 
has  been  designated  prodromal  stages.  The  prodromal  stage  may 
not  be  always  clear.  We  have  a  cholecystitis  that  goes  back  to  the 
early  infectious  disease,  with  bacteremia,  and  afterward  we  have  a 
revival  of  it.  Deftness  of  touch  will  so  definitely  outline  the  gall- 
bladder that  we  have  reason  to  practise  it  in  these  cases.  I  rely  more 
upon  my  touch  than  upon  radiographic  findings. 

The  capricious  discarding  of  certain  foods  is  a  very  common 
symptom  in  these  cases.  The  patient  will  throw  out  a  certain 
article  of  food  in  many  instances,  and  in  other  cases  I  find  the  patient 
will  reduce  it  to  one  article. 

Dr.  Magnus  A.  Tate,  of  Cincinnati,  read  a  paper  on 

DOES    SURGERY   EVER   CURE   A   CASE    OF   CANCER? 
(For  original  article  see  page  749.) 
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Dr.  John  F.  Erdmann,  of  New  York,  read  a  paper  on 

GALL-BLADDER   DISEASE    AND    ITS    DIFFERENTIAL   DIAGNOSIS. 
(For  original  article  see  page  752.) 

Dr.  Wm.  J.  Gillette,  of  Toledo,  read  a  paper  on 

ACUTE    GASTRIC    DILATATION. 
(For  original  article  see  page  758.) 

DISCUSSION. 

Dr.  Gordon  K.  Dickinson,  Jersey  City,  New  Jersey. — Two 
years  ago  Keith,  of  London,  called  attention  to  the  fact  that  what  we 
were  calling  Auerbach's  plexus  of  nerves  is  really  neuromuscular 
tissue.  It  is  neither  muscle  nor  nerve,  but  differentiated  tissue 
that  is  present  all  the  way  from  the  cardiac  end  of  the  stomach 
down  to  the  sigmoid,  but  in  certain  localities  it  is  bundled  together 
in  nodes,  one  of  these  places  being  where  the  nerves  enter  around 
the  cecum.  It  is  this  tissue  which  activates  the  stomach  and 
causes  intestinal  action.  We  know  there  are  two  pulsating  waves 
analogous  to  heart  action  and  peristalsis.  We  know  the  interrela- 
tion between  the  action  of  the  stomach  and  cecum.  If  you  put  a 
teaspoonful  of  hot  water  in  the  stomach  the  cecum  will  produce 
peristaltic  action.  The  latter  is  the  last  part  of  the  intestinal  tract 
which  ceases  acting  when  exposed  to  the 'air,  the  carbonic  acid  is 
evacuated  from  it,  when  an  inhibiting  effect  is  produced. 

In  my  work  for  a  number  of  years  on  the  embryonal  bands,  called 
Jackson's  bands,  Lane's  kinks,  etc.,  it  has  been  my  experience  that 
they  do  not  produce  any  distress  to  the  patient  unless  they  occur  in 
the  neighborhood  of  these  nodes  with  the  accumulation  of  neuro- 
muscular tissue.  You  can  get  adhesions  around  the  small  intestine 
and  have  no  bad  effects;  if  you  inhibit  the  effect  of  these  bands  in 
the  neighborhood  of  the  ileocecal  valve,  either  at  the  terminal 
part  of  the  ileum  or  the  beginning  part  of  the  colon,  you  get  reflex 
effects.  I  have  observed  in  every  case  a  dilated  indolent  duodenum 
and  a  generally  dilated  indolent  pylorus.  I  have  looked  upon  dila- 
tation of  the  stomach  as  really  a  pathological  dilatation  of  the 
duodenum.  The  dangerous  symptoms,  those  which  distress  the 
patient  and  need  quick  attention,  are  those  with  dilated  duodenum. 
I  have  operated  and  have  seen  a  duodenum  that  was  normal  in 
size  and  appearance,  become  in  twenty-four  hours  four  to  six  times 
larger  in  diameter  throughout  its  entire  length. 

I  hardly  think  the  theories  advanced  in  the  past  were  the  correct 
ones  as  to  the  cause  of  the  extra  development  of  the  dilatation, 
that  is,  traction  on  the  mesenteric  artery,  fermentation,  and  so  on. 
I  look  upon  it  as  regional  shock  to  the  so-called  Auerbach's  plexus 
and  an  atonic  condition  of  the  stomach  and  duodenum  as  a  result. 
If  you  watch  the  pit  of  the  stomach  after  every  operation  for  dilata- 
tion; if  you  watch  for  vomiting  and  especially  if  it  occurs  occasion- 
all}'  in  large  amounts,  you  can  be  sure  that  dilatation  is  beginning. 


866  TRANSACTIONS   OF   THE   AMERICAN   ASSOCIATION 

If  you  are  keen  and  always  on  the  watch  for  what  may  happen  and 
wash  the  stomach  with  water  at  a  temperature  of  1200,  if  necessary 
every  four  hours,  and  stimulate  the  plexuses  through  the  entire 
length  of  the  system  by  using  a  Kemp's  tube,  you  can  accomplish 
a  great  deal.  I  find  very  few  surgeons  in  hospitals  know  what  the 
Kemp's  tube  is.  It  is  a  device  with  a  double  current  for  rectal 
irrigation  with  the  water  at  a  temperature  of  1.200.  The  nurse 
may  not  know  how  to  use  it  correctly  unless  you  tell  her  just  how. 
There  should  be  a  hot  water  bag  with  the  temperature  of  the  water 
at  1200,  the  air  expressed,  folded  in  the  bed,  and  a  tube  for  irrigating 
passed  through  that,  so  that  the  water  that  enters  the  rectum  should 
be  at  a  temperature  of  1200  and  allowed  to  run  for  twenty  minutes. 
By  the  end  of  that  time  the  entire  length  of  the  colon  is  flushed 
thoroughly.  Warming  the  interior  of  the  abdomen  stimulates  the 
solar  plexus;  it  stimulates  the  plexus  of  nerves  in  the  intestinal  tract. 
Urine  is  freely  secreted.  Proper  stimulation  of  the  heart  results. 
The  capillaries  of  the  skin  are  dilated;  the  skin  becomes  warmer, 
there  is  perspiration,  and  then  comes,  last  of  all,  the  soporific 
effect.  These  patients  sleep.  If  you  use  your  Kemp's  tube  scien- 
tifically and  are  watchful,  if  you  will  wash  the  stomach,  you  will 
never  get  to  the  terminal  stage  where  you  will  feel  the  necessity  of 
operating. 

Dr.  Hugo  O.  Pantzer,  Indianapolis,  Indiana. — I  agree  with 
Dr.  Gillette  that  it  is  a  constriction  in  the  duodenum  that  holds  back 
the  contents,  and  our  salvation  for  these  cases  is  to  reestablish 
drainage.  As  to  the  part  played  by  Auerbach's  plexus,  that  is  of 
secondary  importance.  As  mentioned  by  Dr.  Gillette  the  folds  of 
embryonal  replication  of  the  peritoneum  are  a  very  important 
factor  in  all  these  cases  plus  the  subsequent  infection  by  bacteremic 
disease  in  the  pelvis.  It  is  not  due  to  operation.  In  these  cases 
almost  invariably  you  have  trouble  in  the  duodenal  region  before 
you  have  evidence  of  symptoms  referable  to  that  region,  and  inas- 
much as  my  paper  will  deal  with  this  phase  of  the  subject,  I  will 
not  say  anything  further. 

Dr.  Charles  L.  Bonifield,  Cincinnati,  Ohio.— Many  years  ago, 
when  I  began  to  practice  medicine  and  surgery  I  was  taught  that  in 
the  beginning  of  a  peritonitis  it  was  the  transverse  colon  that  dis- 
tended. We  believed  in  those  days  that  the  transverse  colon  was 
really  transverse;  that  it  did  not  hang. down  as  low  as  we  know  it 
does.  I  had  not  observed  these  cases  very  long,  however,  before  I 
decided  it  was  not  the  transverse  colon  at  fault  but  the  stomach  that 
needed  attention.  The  distention  goes  down  to  the  small  intestine 
and  finally  into  the  larger  one. 

A  number  of  years  ago  when  we  operated  on  cases  of  obstruction  of 
the  bowel  where  there  was  a  band  of  adhesions,  we  broke  it  up  and 
let  the  bowel  alone  and  expected  our  cases  to  get  well.  But  they 
went  on  and  died  just  the  same  as  if  we  had  not  operated  on  them. 
Some  surgeons  taught  us  that  we  must  open  the  intestine  and  wash 
out  the  poisonous  contents  above  the  seat  of  obstruction,  not  allow- 
ing any  of  these  poisons  to  get  into  the  healthy  bowel  where  they 
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would  be  absorbed,  if  we  wish  to  save  the  lives  of  these  patients. 
Also,  years  ago  many  of  us  tried  to  relieve  distention  of  the  para- 
lyzed bowel  by  opening  the  bowel  and  draining  it.  We  never  suc- 
ceeded. We  never  saved  these  patients  because  we  only  drained  one 
or  two  coils,  or  the  bowel  prevented  us  from  draining  anything  more, 
and  our  patients  went  on  and  died.  That  brings  me  to  the  question 
of  acute  dilatation  of  the  stomach. 

It  is  my  belief  that  a  great  majority  of  these  cases  are  due  to  in- 
fection. My  belief  is  that  it  is  an  infection  acting  as  Dr.  Dickin- 
son has  said  largely  through  the  nervous  system,  and  I  thoroughly 
agree  with  the  doctor  that  washing  out  of  the  stomach  must  be  com- 
menced early.  It  must  be  persisted  in  and  fluid  must  be  kept  from 
the  patient,  I  mean  by  the  stomach.  The  stomach  should  be  kept 
absolutely  at  rest,  and  I  believe  if  along  with  these  measures  we 
exercise  good  judgment  a  great  many  of  them  will  get  well. 

I  wish  to  refer  to  one  other  factor  which  I  think  sometimes  plays 
a  role  in  these  cases.  About  a  year  ago  a  young  intern  of  the  hospital 
with  which  Dr.  Miller  and  Dr.  Tate  and  I  are  connected,  a  big  robust 
fellow,  a  very  hearty  and  rapid  eater,  ate  a  big  midnight  lunch  and 
breakfasted  as  usual.  He  also  ate  his  noonday  meal.  In  the  after- 
noon he  was  seized  with  pain  in  the  region  of  the  appendix.  One 
of  the  surgeons  visited  the  house,  saw  him,  and  made  a  diagnosis 
of  acute  appendicitis.  Forty-eight  hours  later  I  saw  him  in  con- 
sultation with  an  acute  dilatation  of  the  stomach,  and  I  insisted  on 
this  washing  treatment.  His  pulse  came  down;  his  temperature  got 
better;  he  improved  generally,  but  unfortunately  I  had  to  leave 
town.  He  was  again  given  food.  The  dilatation  recurred  and 
death  ensued.  I  believe  that  in  this  particular  case  if  that  man's 
stomach  had  been  washed  out  before  he  was  operated  on  he  would 
not  have  had  any  trouble.  He  was  operated  on  with  an  overloaded 
stomach  which,  with  altered  secretions  soon  contained  a  large  quan- 
tity of  poison.  I  think  all  of  us  have  learned  from  experience  that 
before  operating  on  any  one  with  obstruction  of  the  bowel  the  stom- 
ach should  be  washed  out. 

Dr.  Joseph  P.  Runyan,  Little  Rock,  Arkansas. — I  believe  we  are 
all  pretty  well  agreed  as  to  what  the  treatment  should  be  for  this 
condition,  but  unlike  one  of  the  preceding  speakers  who  said  that 
the  stomach  should  be  washed  every  four  hours  by  the  clock,  I  want 
to  say  that  it  is  my  opinion  that  this  is  a  condition  in  which  we 
should  use  prophylactic  treatment.  This  means  starting  early  and 
not  by  the  clock,  to  wash  out  the  stomach.  I  have  seen  many  of 
these  cases  in  which,  I  believe,  if  we  had  waited  four  hours  to  wash 
the  stomach,  the  patient  would  have  been  in  a  serious  condition. 
It  is  a  routine  in  St.  Luke's  Hospital  to  begin  washing  out  the  stom- 
ach when  the  patient  vomits  twice.  Our  nurses  have  instructions 
never  under  any  circumstances,  no  matter  what  operation  has  been 
performed,  minor  or  major,  to  allow  the  patient  to  vomit  more  than 
twice,  before  beginning  lavage.  If  you  do  not  have  some  kind  of 
rule  and  have  a  nurse  wait  for  you  to  give  instructions,  the  patient 
may  get  in  a  serious  condition.     Each  time  the  stomach  is  washed  a 
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teaspoonful  of  bicarbonate  of  soda  in  a  glassful  of  water  is  put  in 
through  the  stomach  tube  to  be  retained,  no  matter  how  many  times 
it  becomes  necessary  to  wash  the  stomach.  This  is  a  routine  with 
us.  The  stomach  is  washed  a  second  time  within  an  hour  after  the 
first  lavage  and  the  condition  found  at  the  second  washing  deter- 
mines what  is  to  be  the  future  treatment,  as  to  how  frequently  the 
stomach  will  require  lavage.  I  think  it  is  bad  practice  to  treat 
these  cases  by  the  clock  or  to  wait  until  they  get  very  sick  before 
beginning  treatment.  And  if  you  will  follow  the  routine  of  washing 
the  stomach  immediately  after  the  symptoms  occur,  and  wash  it 
the  second  time  within  an  hour,  if  the  stomach  is  full  of  fluid,  and 
continue  every  half  hour  until  you  find  it  empty  and  until  there  is 
no  dilatation,  you  can  accomplish  a  great  deal.  We  usually  give  at 
the  beginning  of  this  condition  an  ampoule  of  pituitrin,  at  the  time 
of  stomach  washing,  and  in  addition  to  that  start  a  soda  proctoclysis. 

Following  of  this  routine  for  the  past  five  years  has  given  us 
entire  satisfaction  and  a  death  from  acute  dilatation  of  the  stomach 
is  exceedingly  rare. 

Dr.  Gillette  (closing). — I  have  found  that  patients  with  acute 
dilatation  of  the  stomach,  often  die  so  quickly,  after  the  condition 
is  first  recognized,  that  washing  out  the  stomach  does  not  seem  to 
do  any  good.  After  washing  and  relieving  the  distention,  it  returns 
with  the  greatest  rapidity,  and  the  patient  goes  on  to  death.  I 
have  done  postmortems  on  three  cases  and  in  all  the  gut  at  the  duo- 
denojejunal union  was  completely  occluded.  The  duodenum  and 
the  stomach  were  shut  off  completely  from  the  lower  intestinal 
tract.  1  have  not  been  able  to  drain  the  duodenum  very  well  with 
a  stomach  tube,  and  do  not  believe  it  can  be  done  efficiently  with 
it  alone.  I  believe  the  only  way  the  duodenum  can  be  thoroughly 
drained,  in  the  presence  of  an  acute  dilatation  of  the  stomach,  is  by 
making  an  anastomosis  after  the  manner  which  I  have  suggested, 
or  preferably,  of  opening  the  jejunum  close  up  to  the  duodenum, 
and  introducing  a  tube  through  the  constriction  directly  into  it. 

Dr.  John  F.  Erdman,  New  York  City. — May  I  ask  one  question 
bearing  on  the  relation  of  the  duodenojejunal  junction.  Is  it  not 
a  fact,  at  least  it  is  in  my  service  and  experience,  that  in  many 
jejunogastrostomies  we  do  have  postoperative  dilatation  that  gives 
us  a  great  deal  of  trouble? 

Dr.  Gillette. — There  is  no  question  but  that  the  operation  of 
gastrojejunostomy  has  been  followed  by,  and  has  been  the  cause,  in 
many  instances  of  acute  dilatation  of  the  stomach. 

Dr.  Herman  E.  Hayd,  of  Buffalo,  read  a  paper  on 

SARCOMA  OF  THE  LEFT  OVARY  IN  A  CHILD  TWENTY- THREE  MONTHS  OLD. 
(For  original  article  see  page  764.) 

Dr.  Hayd  also  exhibited  specimens  of  very  large 

PUS    TUBES. 

This  specimen  was  removed  ten  months  ago.  The  woman  was 
brought  to  me  by  Dr.  Potter.     She  went  to  his  office  complaining 
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of  backache.  She  was  twenty-six  years  of  age,  had  been  married 
three  years,  and  was  a  handsome,  Swedish  woman,  with  beautiful 
complexion,  jolly,  and  the  picture  of  health.  When  she  came  into 
the  office  I  said,  "What  is  the  matter?"  She  replied,  "Nothing;  I 
do  not  know  why  I  am  brought  over  here."  The  woman  undressed; 
she  lay  on  the  table,  and  in  examining  her  I  was  struck  with  the 
condition  of  her  pelvic  cavity  which  was  filled  up  with  these  huge 
masses  which  were  larger  at  the  time  of  operation,  than  they  are 
now.  The  soft  parts  were  blue;  the  vagina  and  vulva  congested 
and  the  breasts  were  large  and  nodular.  There  was  no  history  of 
skipped  menstruation,  although  there  was  some  nausea.  I  believe 
that  this  might  have  been  an  intraligamentary  pregnancy.  The 
tube  was  really  the  size  of  a  large  banana  and  stood  erect,  and  as 
you  will  see  the  uterine  end  was  so  thin  that  I  could  move  it  without 
any  effort  over  quite  a  radius  of  territory  in  the  abdominal  cavity 
and  I  took  it  for  a  leg  of  the  fetus.  The  other  and  bigger  mass 
filled  up  the  whole  pelvic  cavity.  As  there  was  some  doubt  I 
introduced  a  sound  into  the  uterus.  It  went  in  2^  inches.  We 
were  satisfied  then  there  was  no  cornual  pregnancy. 

I  advised  the  patient  to  be  operated  on,  although  she  was  not 
suffering.  In  two  weeks  she  came  back .  We  took  her  to  the  Homeo- 
pathic Hospital  and  removed  these  masses.  The  whole  peritoneal 
cavity  was  studded  with  tubercles  such  as  one  ordinarily  sees  in  the 
acute  miliary  type,  and  the  deposits  varied  in  size  from  a  pea  to  a 
marble.  The  appendix  was  likewise  covered  with  tubercles.  There 
were  a  great  many  adhesions.  Notwithstanding  all  that  has  been 
said  about  draining  through  the  vagina,  I  happen  to  have  had  my 
early  training  with  Dr.  Joe  Price  and  therefore  I  drain  from  above. 
Dr.  Price  used  to  put  in  a  coffer-dam  in  these  cases.  I  cannot  put 
in  coffer-dams  as  Dr.  Price  did,  so  that  they  remain  in  place.  I  put 
in  a  Mikulicz  nest  and  into  it,  I  slip  a  bandage  2^  inches  in  width, 
perhaps  2  or  3  yards  of  it  and  on  the  second  day  I  pull  out  the 
bandage  and  on  the  fifth  or  sixth  the  nest  and  slip  in  a  catheter, 
as  a  catheter  goes  in  easier  than  a  drainage  tube.  If  necessary  I 
wash  out  the  cavity  about  the  ninth  or  tenth  day. 

The  question  comes  up,  is  this  per  se  a  tuberculous  tube,  or  is  it 
an  old  gonorrheal  pus  tube  and  on  the  top  of  it  a  tubercular 
peritonitis. 

I  took  the  specimen  to  a  first-class  pathologist  who  said  he  was 
inclined  to  think  this  per  se  a  tuberculosis  because  the  woman  never 
suffered  any  pain.  We  all  know  that  large  pus  tubes  may  exist 
without  causing  very  much  pain.  Here  is  a  woman,  who  never 
lost  a  day  in  her  life  from  sickness,  a  well  woman,  performing  her 
household  duties,  and  suddenly  is  asked  to  undergo  an  operation 
and  is  confronted  with  these  masses.  It  is  possible  for  us  to  have 
acitic  tubercular  fluid  in  the  abdomen.  We  can  also  have  more  or 
less  fibrinoplastic  exudate  with  subsequent  adhesions.  The  tuber- 
cular process  is  the  same  thing,  only  in  one  case,  we  get  adhesive 
material  that  binds  together,  while  in  the  other  case  it  throws  out 
fluid.     It  is  possible  in  either  class  to  have  sacculations  which  contain 
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either  clear  serum  or  pus,  as  it  is  quite  possible  for  us  to  get  a  mixed 
infection,  because  we  know,  that  these  pus  organisms  may  pass 
either  through  the  circulation  or  directly  through  the  bowel  tissue 
into  these  sacculated  areas  of  fluid.  I  am  willing  to  take  issue  with 
Dr.  Ill  and  believe  that  this  case  here  and  many  others  are  cases 
of  tuberculosis  with  mixed  infection  afterward. 

The  specimens  show  tubercular  deposits  on  them.  These  were 
the  biggest  tubes  I  have  ever  seen  in  my  life.  The  material  that 
came  out  of  the  end  of  the  tube  was  soft,  like  old  milk  and  pus.  It 
has  undergone  hardening,  as  they  have  been  kept  in  formaline 
solution  for  months.  An  interesting  thing  in  connection  with 
this  case  is  I  never  saw  the  left  ovary.  This  long  banana-shaped 
mass  was  the  left  tube  and  it  moved  like  a  leg;  I  could  twist  and 
turn  it  around  in  all  directions.  I  did  not  look  for  the  ovary  as 
I  intended  to  leave  the  uterus.  I  saw  her  the  day  before  I  came 
to  Detroit.  For  eight  months  she  had  had  a  sinus,  and  every  time 
when  she  was  unwell  blood  came  through  this  sinus,  but  she  informs 
me  that  in  the  last  two  months  it  has  healed  up.  She  weighs 
165  pounds. 

DISCUSSION. 

Dr.  Edward  J.  Ill,  Newark,  New  Jersey. — I  dislike  to  take  issue 
with  Dr.  Hayd.  This  is  a  tuberculous  inflammation  implanted 
as  an  old  pus  tube.  It  is  interesting  to  note  that  in  the  experience 
of  those  who  have  made  very  exact  records  and  who  examine  these 
cases  both  histologically,  and  bacteriologically,  the  percentage 
varies  from  seven  to  ten;  in  my  own  experience  I  have  found  these 
tubes  to  be  tubercular  in  but  2  per  cent,  of  the  cases.  I  have  seen 
much  destruction  of  tissue  in  the  mucous  membrane  of  such  tubes 
and  constriction  in  various  portion  of  the  mass.  There  are  some 
women  who  go  through  a  pelvis  illness  or  peritoneal  involvement 
without  much  pain,  and  most  women  with  pus  tubes  are  able  to 
move  about  and  they  often  have  very  little  pain.  Often  enough 
they  forget  entirely  having  had  an  acute  attack. 

It  was  correct  to  remove  tubercular  tubes.  I  think  that  the 
original  site  of  a  tubercular  process  should  be  excised,  and  then  the 
secondary  disease  usually  gets  well. 

Dr.  Thomas  B.  Noble,  Indianapolis,  Indiana. — My  experience 
with  sarcoma  of  the  ovary  consists  of  four  cases  in  children.  Three 
of  them  are  dead;  one,  a  girl  of  sixteen,  is  living,  she  having  been 
operated  upon  four  years  ago.  Relative  to  this  latter  case,  this 
beautiful  pathologic  specimen  is  to  me  unquestionably  tubercular, 
and  I  would  say  they  were  tubercular  from  the  study  of  that  alone, 
regardless  of  the  history,  regardless  of  the  physical  character,  esthetic 
or  otherwise,  of  the  patient  who  owns  them.  Gonorrheal  infecting 
tubes,  as  we  have  them  producing  an  exudate  in  the  cavity  to  the 
extent  as  here  manifested,  is  associated  with  a  perisalpingeal  exuda- 
tion and  organization  which  gives  us  a  thick  rind  or  a  much  heavier 
coat  than  is  seen  here.  Perisalpingitis  exists  in  gonorrheal  infection 
of  the  tubes  to  the  extent  that  there  is  fixation  and  fusion  with 
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periadjacent  substances,  so  that  we  do  not  get  motility  in  the  tubes 
or  the  uterus  often  such  as  we  have  here,  and  there  can  be  no  question 
in  mv  own  mind  as  to  the  character  of  the  infection  of  these  tubes 
exhibited.  These  are  exquisitely  beautiful  tubes,  but  they  would 
have  looked  much  better  to  me  had  the  uterus  been  suspended  be- 
tween them. 

Tuberculosis  of  the  Fallopian  tubes  does  not  exist  always  by  any 
means  as  a  tuberculous  infection  of  that  portion  of  the  mucosa 
lining  the  tubes,  but  it  extends  into  the  uterus,  and  if  you  remove 
the  uterus  and  examine  it,  you  will  find  a  caseous  degeneration  clear 
to  the  os  internum,  as  I  have  seen  in  more  than  one  case,  so 
that  to  effect  a  cure  you  should  remove  the  uterus  along  with  these 
tubes. 

Dr.  Ha  yd. — It  is  not  a  useless  uterus;  she  has  one  ovary  left. 

Dr.  Noble. — The  question  is  negligible  whether  to  leave  the 
uterus.  It  is  right  to  leave  the  ovary,  but  it  is  questionable  whether 
the  uterus  should  be  left.  Before  I  would  leave  the  uterus  I  would 
split  it  according  to  Deaver's  advice  and  expose  the  endometrium 
to  view. 

Dr.  Gordon  K.  Dickinson,  Jersey  City,  New  Jersey. — Dr. 
Noble  forgets  that  there  are  several  kinds  of  gonorrheal  pus  tubes. 
The  kind  he  mentioned  is  common,  but  once  in  a  while  we  meet 
with  the  saxophone  type  of  pus  tube  that  has  no  adhesions;  it  is 
free  and  up  in  the  pelvis  or  abdomen. 

Dr.  Bertha  Van  Hoosen,  Chicago,  Illinois. — I  am  very  much 
interested  in  pus  tubes  because  I  spend  two  and  possibly  three 
mornings  a  week  at  the  Cook  County  Hospital  removing  them.  In 
fact,  it  is  the  major  part  of  our  gynecologic  work  there. 

From  experience  in  the  last  five  years  I  believe  that  I  can  safely 
say  that  the  tube  that  has  been  infected  by  streptococcus  or  tuber- 
cular bacillus  always  has  the  fimbriated  end  open.  If  there  is  any 
accumulation  of  fluid  in  a  tube,  it  is  probably  produced  by  a  gonococ- 
cus  infection.  I  believe  that  the  diagnosis  could  quite  accurately 
be  made  upon  the  condition  of  the  ends  of  the  tubes. 

Dr.  Edward  J.  Ill,  Newark,  New  Jersey. — May  I  ask  Dr.  Hayd 
in  closing  to  tell  us  whether  there  were  any  symptoms  in  the  vagina 
in  this  case,  such  as  irritation  of  Skene's  ducts,  or  sclerosis  of  the 
vulvovaginal  glands? 

Dr.  Hayd. — I  saw  no  urethral  discharge,  I  saw  no  irritation 
of  the  openings  of  the  Bartholin  glands  nor  enlargement  of  the  glands. 
She  had  no  discharge  and  I  would  not  have  believed  it  possible  that 
a  woman  could  be,  without  even  whites,  in  a  condition  like  hers.  She 
wore  no  napkin,  had  taken  no  injections  and  that  is  why  I  thought 
it  was  an  intraligamentary  pregnancy. 

So  far  as  the  remarks  of  Dr.  Van  Hoosen  are  concerned,  tubercular 
tubes  are  usually  open.  Septic  tubes  are  usually  shut,  but  all 
tubercular  tubes  may  close  up  in  time  when  you  take  the  fluid  out 
of  the  peritoneal  cavity  and  give  the  ends  a  chance  to  agglutinate 
or  unite  to  the  neighboring  structures.  All  of  us  have  taken  out 
fresh  tubercular  tubes  studded  with  tubercular  nodules  and  the  peri- 
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toneal  cavity  contained  much  ascitic  fluid,  but  the  tube  is  open 
in  these  cases  when  we  operated  on  the  patient  and  whether  we  re- 
moved all  the  fluid  or  not,  we  used  to  think  it  was  the  entrance  of  air 
that  cured  the  case.  We  believed  that  drainage  tubes  did  it  but  this 
is  not  the  position  taken  to-day,  but  rather  by  taking  out  as  much 
fluid  as  possible  these  floating  open  tubes  have  a  chance  to  close. 
Then  it  is  also  probable  that  some  bactericidal  properties  are  added 
to  the  fluid  by  reason  of  the  introduction  of  the  air,  because  its 
opsonic  index  has  become  so  much  increased.  These  are  tubercular 
tubes,  and  I  don't  think  they  were  pus  tubes  on  which  a  tuber- 
culosis was  engrafted  as  the  symptoms  some  time  in  the  case  would 
have  been  more  active.  She  never  complained  and  went  to  her 
doctor  because  she  had  backache  and  only  saw  him  once. 
Dr.  Thomas  B.  Noble,  of  Indianapolis,  reported 

A  CASE  OF  LIGATION  OF  INFERIOR  VENA  CAVA 

AND 

A   CASE    OF    .ABDOMINAL    PREGNANCY    AT    TERM. 
(For  original  article  see  page  767.) 

DISCUSSION. 

Dr.  Albert  Goldspohn,  Chicago,  Illinois. — I  regret  that  there 
is  such  a  striking  sentiment  displayed  for  tuberculosis  in  connection 
with  these  tubes,  as  I  feel  satisfied  it  is  a  mistake.  Tuberculosis 
in  these  parts  begins  usually  in  the  tube,  but  it  does  not  produce  a 
closed  tube.  You  may  have  a  very  extensive  tubercular  process 
from  there,  infiltrating  the  mesentery  of  the  rectum  and  other  parts 
of  the  intestine  so  that  you  are  in  great  danger  of  making  perfora- 
tions into  the  intestine,  and  still  the  tubes  will  not  form  closed  sacs. 
I  look  upon  this  case  as  too  late  to  show  the  fresh  characteristics  of 
infection.  A  painless  hydrosalpinx  may  develop  out  of  a  pus  tube, 
which  is  an  acute  condition  and  makes  suffering;  and  this  patient 
was  comparatively  well.  She  did  not  complain  of  anything.  It  is 
not  consistent  to  assume  a  pus  tube  (an  acute  affair)  as  existing  in  a 
person  that  feels  so  well.  If  the  contents  of  the  tube  become  watery 
the  suffering  is  lessened  and  a  tubercular  infection,  from  other  sources 
may  be  implanted  upon  it. 

Dr.  William  Mortimer  Brown,  Rochester,  New  York. — I 
regret  to  say  I  did  not  have  as  good  an  opportunity  as  Dr.  Noble  had, 
in  the  case  I  had  last  winter  that  was  sent  into  the  service  after  hav- 
ing been  watched  by  a  physician  from  the  time  conception  occurred. 
The  woman  lived  in  the  country,  he  had  watched  her  because  he 
realized  after  his  first  examination  that  she  had  a  tumor  in  the 
right  side  of  her  pelvis,  and  he  anticipated  a  great  deal  of  trouble  at 
the  time  of  her  delivery.  She  went  on  without  any  trouble  until 
it  came  time  for  normal  delivery  and  labor  did  not  ensue.  Her 
pregnancy  continued  about   twenty  to  twenty-five  days    beyond 
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the  estimated  time.  He  did  not  know  what  to  do,  and  about  the  time 
when  he  became  more  anxious  the  fetal  movements  ceased.  He 
sent  the  woman  into  the  hospital  with  that  history. 

Vaginal  examination  was  absolutely  vague;  there  was  nothing  to 
be  mapped  out.  You  could  hardly  feel  the  cervix.  There  was  just 
a  large  boggy  mass  throughout  the  whole  pelvis  crowding  the  cervix 
over  to  the  left  side.  I  could  not  outline  the  fundus  of  the  uterus 
in  any  way. 

The  woman  was  prepared  for  a  laparotomy  in  the  usual  manner, 
and  the  abdomen  opened,  but  in  this  case  there  was  absolutely  no 
sac  about  the  child.  The  child  was  entirely  free  within  the  perito- 
neal cavity.  There  were  no  adhesions  of  any  kind.  The  placenta 
was  attached  in  the  pelvis  low  down  on  the  right  side  filling  most  of  the 
true  pelvis.  The  child  was  dead  and  weighed  7  pounds  and  some 
ounces.  I  anticipated  much  trouble  when  I  came  to  detach  the 
placenta,  but  was  able  to  shell  it  out  of  the  pelvis  with  very  moderate 
bleeding.  There  was  not  as  much  bleeding  as  from  a  normal  pla- 
cental sac  within  the  uterus.  I  waited  a  few  minutes  for  all  bleeding 
to  stop  and,  as  it  did  not,  the  right  ovarian  vessel  was  clamped  and 
tied.  I  put  in,  for  twenty-four  hours,  a  cigarette  drain  through  the 
incision,  pulled  it  out  at  the  end  of  that  time  and  closed  the  wound. 
The  woman  went  home  well  from  the  hospital  in   thirteen  days. 

Commander  William  Seaman  Bainbridge,  New  York  City. — 
I  would  like  to  ask  Dr.  Noble  why  he  used  plain  catgut,  and  if  in 
doubt,  why  he  did  not  use  something  else?  If  he  tied  the  inferior 
vena  cava,  I  would  like  to  know  the  number  of  the  catgut  he  used. 

Dr.  Noble. — I  made  use  of  No.  2  plain  catgut. 

Dr.  James  E.  Davis,  Detroit,  Michigan. — I  shall  not  attempt  to 
discuss  the  report  of  these  cases  but  I  wish  to  express  my  apprecia- 
tion of  the  work  which  I  think  has  been  wonderfully  well  done. 

I  want  to  call  attention  to  what  might  be  called  compensatory 
physiology  in  other  conditions  where  the  body  may  bring  about 
obliteration  of  vessels  either  from  continuing  conditions  of  hyper- 
trophy or  of  atrophy.  In  the  uterus,  in  the  condition  of  prolonged 
subinvolution,  we  have  a  very  marked  obliteration  of  the  blood- 
vessels. Then  again,  in  the  uterus,  after  the  menopause,  we  have 
obliteration  of  blood-vessels  owing  to  the  atrophic  changes.  Here 
then  we  have  compensatory  physiology. 

I  was  wondering,  and  I  am  going  to  ask  Dr.  Noble,  whether  in  the 
case  he  cites  in  regard  to  the  ligation,  if  the  presence  of  the  tumor 
was  really  not  an  advantage  in  securing  the  end  results?  The 
pressure  of  the  tumor  upon  the  vessel  for  a  continued  length  of 
time  may  have  been  an  important  help  in  the  establishment  of  the 
compensatory  circulation  so  that  his  end  results  were  thereby 
favored. 

Just  one  remark  in  regard  to  the  second  case.  This  case  I  think 
illustrates  very  well  the  virility  of  the  chorionic  structures.  It  has 
been  pointed  out  by  a  number  of  workers  that  the  chorionic  struc- 
tures will  use  every  means  for  the  continuation  of  their  own  exist- 
ence even  at  the  expense  of  the  maternal  organs.     It  has  been 
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held  by  some  that  there  is  no  physiological  regard  whatsoever  for  the 
maternal  organism. 

Dr.  Edward  J.  Ill,  Newark,  New  Jersey. — It  is  an  important 
thing  to  know  how  this  compensation  takes  place.  It  is  a  serious 
matter  to  ligate  the  inferior  vena  cava  and  I  do  not  think  I  would 
want  to  do  it  except  under  great  stress  or  as  an  error.  Some  of  the 
pictures  I  saw  which  were  made  after  ligating  the  vena  cava,  showed 
by  injecting  the  veins  from  below,  that  the  circulation  was  rees- 
tablished in  the  veins  anterior  to  the  spine.  That  is  an  important 
thing  to  know,  so  we  need  not  worry  if  we  do  accidently  or  other- 
wise ligate  the  vena  cava. 

Dr.  Charles  L.  Bonifield,  Cincinnati,  Ohio. — The  explanation 
that  Dr.  Davis  has«given  of  the  symptoms  after  ligation  is  not  suffi- 
cient. Of  course,  I  have  every  confidence  in  Dr.  Noble's  judgment 
and  ability  and  in  what  he  says,  but  in  cases  of  sarcoma  we  know  that 
the  veins  in  the  neighborhood  are  very  much  enlarged,  and  in  the 
stress  of  operation,  it  occurs  to  me  that  a  vein  may  have  been 
mistaken  for  the  vena  cava.  While  I  agree  with  the  last  speaker 
that  the  vena  cava  can  be  ligated  and  compensation  can  take  place, 
it  seems  to  me  this  recovery  was  almost  too  uneventful. 

Commander  Bainbridge  asked  why  Dr.  Noble  used  catgut,  and 
I  want  to  make  a  remark  about  that.  In  my  opinion  the  hemor- 
rhages that  we  have  from  catgut  do  not  occur  because  catgut  has 
been  absorbed,  but  they  occur  because  it  is  hard  to  tie  tight  and  it 
therefore  does  not  destroy  the  intima  of  the  blood-vessels.  We  all 
know  that  if  we  put  on  a  clamp  and  leave  it  for  forty-eight  hours 
we  do  not  have  hemorrhage.  If  we  put  on  a  catgut  ligature  and 
remove  after  forty-eight  hours  we  may  have  hemorrhage. 

Dr.  Noble  (closing). — I  have  had  but  one  other  case  of  abdominal 
pregnancy  in  which  I  delivered  the  fetus,  membranes  and  placenta 
out  of  the  abdomen.  The  placenta  had  undergone  coagulation 
necrosis  into  a  pultaceous  mass.  That  slipped  out  without  hemor- 
rhage. In  this  case  the  omentum  had  undergone  some  coagulation 
necrosis,  so  I  tore  the  omentum  off  of  its  attachment  entirely,  but 
it  underwent  some  degenerative  change,  the  fetus  dying.  This 
woman  noticed  the  death  of  her  fetus  six  or  eight  weeks  previously 
and  she  got  well. 

I  appreciate  what  Dr.  Bonifield  has  said  regarding  this  first 
case  and  his  feeling  in  the  matter.  I  appreciate  how  men  do  get 
into  a  mess  sometimes  and  under  the  stress  of  circumstances  make 
hasty  judgment  and  apply  hasty  forms  of  therapy  sometimes  and  righ  t 
there  they  get  into  difficulty  over  it.  We  were  not  in  that  frame  of 
mind  with  that  woman.  We  had  stopped  the  hemorrhage  and 
removed  the  growth,  and  there  was  a  large  venous  channel  in  the 
place  where  the  vena  cava  ought  to  be  and  it  bled  like  a  vena  cava 
would  do. 

Dr.  J.  P.  Runyan,  of  Little  Rock,  read  a  paper  on 

THE    ROLE    OF    CONGENITAL    COLONIC    MEMBRANES    AS    A    CAUSATIVE 

FACTOR  IN  DISEASE. 

(For  original  article  see  page  770.) 
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DISCUSSION. 

Commander  William  Seaman  Bainbridge,  New  York  City. — 
The  essayist  has  ably  emphasized  a  number  of  important  points  in 
relation  to  this  far-reaching  subject.  However,  there  are  one  or 
two  misstatements,  which  I  think  are  unfortunate  if  allowed  to  go 
uncorrected. 

It  has  been  my  privilege  during  the  last  eighteen  years  to  be  in 
close  touch  with  the  work  of  Sir  Arbuthnot  Lane.  During  eleven 
summers,  I  have  made  trips  to  his  clinics  in  London,  and  had  an 
opportunity  not  only  to  see  his  work,  but  to  work  with  and  assist 
him  at  various  times. 

Lane's  views  are  often  misunderstood  and  his  position  misinter- 
preted. Constipation  is  not  stasis.  Stasis  is  not  constipation. 
Stasis  is  a  condition  and  constipation  is  a  symptom.  Colectomy  is 
done  by  Lane  for  extreme  cases  of  stasis,  and  not  simply  for  con- 
stipation. Constipation  is  a  symptom  just  as  diarrhea  is  a  symp- 
tom. The  worst  kind  of  stasis  cases  are  those,  very  often,  in  which 
they  are  accompanied  by  diarrheas.  We  know  perfectly  well  that 
there  may  be  overflow  with  an  enlarged  prostate.  There  is  fre- 
quency of  micturition,  but  that  does  not  mean  the  bladder  is  emp- 
tied. The  frequency  of  the  stools  does  not  mean  that  the  putrifying 
and  noxious  material  is  not  there.  Part  of  the  intestinal  content 
may  be  retained  in  any  part  of  the  tract,  and  we  have  absorption 
which  will  do  damage,  while  apparently  the  bowel  is  emptying  itself. 
There  is  overflow  of  retention  in  the  bowel,  just  as  there  is  overflow 
of  retention  in  the  bladder.  This  is  what  Lane  has  frequently 
emphasized. 

Let  me  briefly  state  the  general  viewpoint  of  those  of  us  who  have 
been  particularly  interested  in  this  field  of  work. 

Lane  has  applied  the  term  "chronic  intestinal  stasis"  to  the  con- 
dition of  a  persistent  retention  or  retardation  of  the  contents  in  some 
part  of  the  intestinal  canal,  which  occurs  at  certain  points  of  pre- 
dilection, one  of  these  being  in  the  appendix  region.  This  is  not 
the  commonly  known  condition  of  sluggishness  in  the  lower  bowel 
designated  as  constipation,  for  stasis  is  often  accompanied  with  the 
opposite  of  constipation,  namely  diarrhea.  When  chronic  intes- 
tinal stasis  occurs,  intestinal  putrefaction  ensues,  autointoxication 
follows,  and  in  the  wake  of  these  comes  a  long  train  of  physical  and 
mental  ills,  too  lengthy  to  be  recounted  here.  The  immediate  symp- 
toms, quite  naturally,  vary  with  the  duration  and  the  intensity  of 
the  stasis.  Common  among  them  are  headache,  general  malaise, 
localized  pain  and  tenderness  in  the  abdomen,  backache,  drowsiness, 
inability  to  fix  the  attention,  brown  staining  of  the  skin,  a  lumpy 
condition  of  the  breasts  in  females,  melancholia,  and  so  on,  leading 
up  to  absolute  mental  and  physical  disability. 

According  to  Lane,  this  stasis  is  a  fundamental  factor  in  the  causa- 
tion of  many  diseases. 

And  so  we  have  here  a  sort  of  house-that- Jack-built  state  of 
affairs,  one  ailment  growing  out  of  another,  this  in  turn,  giving  rise 
to  another,  and  so  on,  until  we  get  back,  no  matter  which  way  we 
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turn,  to  the  foundation  of  all — defective  bodily  drainage,  with  the 
alimentary  tract  playing  the  role  of  main  conduit. 

When  intestinal  stasis  is  present,  with  its  concomitants,  intes- 
tinal putrefaction  and  autointoxication,  it  is  plain  that  the  drainage 
canal  is  not  being  thoroughly  cleared  of  its  contents;  that  efficient 
plumbing  is  called  for,  and  that  Nature,  the  greatest  of  all  plumbers, 
must  be  assisted,  or  the  results  of  interference  with  her  work  over- 
come by  whatever  radical  plumbing  measures  may  be  indicated. 

Sometimes — in  fact,  in  the  vast  majority  of  cases — it  is  possible 
to  reinaugurate  normal  drainage  by  dietetic,  hygienic,  and  medicinal 
measures.  When  the  intestinal  stasis  is  of  mild  degree  and  of  short 
duration,  it  is  quite  possible  to  overcome  it  entirely  by  such  con- 
servative means.  It  is  not,  therefore,  always  to  be  considered  as 
coming  within  the  category  of  a  surgical  affection,  to  be  treated 
only  by  operative  interference.  If,  however,  though  neglect  or 
improper  treatment,  the  individual  case  is  no  longer  amenable  to 
preventive  measures,  or  to  the  milder  methods  of  treatment  which 
come  within  the  province  of  the  family  physician  or  the  specialist 
in  diseases  of  the  alimentary  tract,  then  the  surgeon  must  be  con- 
sulted. In  many  instances  conservative  surgical  procedures  will 
answer.  These  may  consist  of  cutting  bands  which  have  formed 
about  certain  portions  of  the  intestine,  causing  kinks  in  its  walls, 
and  obstruction  to  the  flow  of  its  contents.  Sometimes  the  appendix, 
through  inflammation  or  other  causes,  may  "hitch  up"  a  contiguous 
loop  of  the  intestine  in  such  way  that  it  does  not  drain  properly, 
thus  leading  to  a  condition  of  stasis  in  this  part  of  the  drainage  sys- 
tem. Removal  of  the  appendix  and  straightening  out  the  canal  in 
such  cases  may  restore  proper  drainage.  And  so,  according  to  the 
condition  found  on  opening  the  abdomen,  milder  surgical  measures 
may  overcome  all  the  difficulty. 

Unfortunately,  however,  some  cases  have  advanced  too  far  for 
such  conservative  treatment  before  relief  is  definitely  sought.  In 
such  cases  it  may  be  necessary  to  resort  to  the  more  radical  pro- 
cedures for  overcoming  the  long-continued  interference  with  drain- 
age and  the  resulting  pronounced  and  persistent  intestinal  stasis. 
Here  it  may  be  necessary  to  "short-circuit"  the  drainage  system, 
by  what  is  known  as  ileocolostomy — the  joining  of  one  portion  of 
the  canal  to  another  in  such  way  as  to  give  a  "short-cut"  to  the 
onflow  of  the  contents  of  the  bowel.  In  other  cases  it  is  necessary 
to  remove  a  part  of  the  large  bowel  by  the  operation  known  as 
colectomy. 

The  sequency  of  therapeutic  intervention  to  be  borne  in  mind, 
then,  in  connection  with  chronic  intestinal  stasis,  is:  i.  Prevention; 
2.  Medical,  dietetic  and  hygienic  treatment;  3.  Conservative  sur- 
gery; 4.  Radical  surgery;  5.  Postoperative  care  to  prevent  recurrence. 

This  practically  emphasizes  the  situation  as  it  is  to-day. 

Dr.  James  E.  Davis,  Detroit,  Michigan. — The  body  in  its  de- 
velopment usually  follows  the  law  that  function  determines  anatomic 
form.  In  many  cases  where  we  have  but  a  slight  arrest  in  the  em- 
bryonic development,  no  interference  with  normal  function  occurs. 
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We  have  seen  instances  of  that  over  and  over  again.  If  we  study 
a  large  series  of  cases,  we  will  be  impressed  with  the  fact  that  the 
functions  of  the  bowel  may  be  performed  very  well,  probably 
normally,  or  apparently  normally,  in  a  great  number  of  cases 
notwithstanding  deviated  forms  and  positions.  Why  this  is  so, 
it  would  be  impossible  for  us  to  determine  in  every  instance;  but 
there  are  a  certain  number  of  cases  where  the  arrested  anatomic 
form  does  interfere  definitely,  and  of  that  we  are  all  convinced. 

Within  the  past  year  I  had  the  opportunity  of  doing  an  autopsy 
which  I  think  illustrates  this  very  well.  A  child  of  six  weeks  died 
apparently  of  symptoms  of  inanition.  The  autopsy  findings  re- 
vealed the  following  very  interesting  condition;  the  right  lobe  of 
the  liver  appeared  displaced  well  down  into  the  pelvis;  in  fact 
it  proved  to  be  maldevelopment  and  a  displacement.  The  gall- 
bladder was  exactly  in  the  right-angle  position  with  the  mid-axis  of 
the  body;  the  lower  border  of  the  right  lobe  of  the  liver  was  down 
in  the  lowermost  part  of  the  pelvis.  Through  the  right  inguinal 
ring  the  cecum  and  appendix  were  herniated.  The  child  gave  a 
symptomatology  something  like  this:  For  the  first  four  days  after 
birth  there  was  no  trouble  whatsoever;  then  there  began  a  train  of 
gastrointestinal  disturbances,  and  a  little  later  metabolic  disturbance, 
the  terminal  picture  was  that  of  ordinary  inanition.  In  my  judg- 
ment, this  abnormality  of  position  was  the  etiological  factor  of  the 
gastrointestinal  and  metabolic  disturbances. 

Dr.  Hugo  O.  Pantzer,  Indianapolis,  Indiana. — I  am  pleased  to 
see  that  we  are  becoming  more  and  more  harmonious  in  our  views 
pertaining  to  this  subject. 

Dr.  Runyan  (closing). — Dr.  Bainbridge  quotes  Lane  as  saying 
that  some  of  the  worst  cases  of  stasis  have  been  those  in  which 
diarrhea  manifested  itself.  Diarrhea  is  often  the  result  of  constipa- 
tion or  stasis.  One  may  have  constipation  without  stasis  but  one 
seldom  has  stasis  without  constipation.  Moreover  one  may  have 
a  stool  a  day  and  yet  have  enough  absorption  of  retained  toxic 
material  to  thoroughly  poison  the  system. 

Whether  we  call  it  stasis  or  constipation  does  not  matter.  If  there 
is  retention  of  toxic  material  its  absorption  causes  symptoms. 
A  diarrhea  in  such  cases  is  Nature's  method  of  elimination  of  the 
poison. 

Another  thing  to  be  remembered:  A  failure  to  divide  the 
membrane  at  any  point  may  result  in  failure  to  effect  a  cure.  We 
find  the  membrane  on  the  left  side  as  well  as  on  the  right  in  a  large 
percentage  of  our  cases. 

We  always  follow  operation  in  these  cases  by  a  bicarbonate  of 
soda  proctoclysis. 

Dr.  J.  E.  Sadlier,  Poughkeepsie,  read  a 

REPORT  OF  A  CASE  OF  PANCREATIC  CYST  IN  ASSOCIATION  WITH  TUBER- 
CULAR KIDNEY  AND  INTESTINAL  COMPLICATIONS. 

(For  original  article  see  page  773.) 
10 
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DISCUSSION. 

Dr.  William  M.  Brown,  Rochester,  New  York. — I  would  like  to 
ask  Dr.  Sadlier  what  the  relation  of  this  pancreatic  cyst  was  to 
the  previous  obstruction,  the  length  of  time  of  the  cyst  to  the 
obstruction? 

Dr.  Sadlier. — So  far  as  this  pancreatic  cyst  and  the  relation 
of  time  to  the  obstruction  is  concerned,  I  cannot  say.  I  saw  the  patient 
June  24th  when  she  had  obstructive  symptoms,  but  they  did  not 
have  anything  to  do  with  the  pancreatic  cyst,  but  with  the  other 
condition.  The  pancreatic  cyst  was  found  with  the  subsequent 
treatment  of  the  case. 

Dr.  Albert  Goldspohn,  Chicago,  Illinois. — I  would  like  to  ask 
Dr.  Sadlier  how  long  he  left  the  packing  in  the  cyst  before  he  re- 
moved it  from  the  bottom;  and  how  firm  a  packing  did  he  place 
there  ? 

My  object  in  asking  this  question  is  because  I  have  had  an  iden- 
tical case  of  pancreatic  cyst  that  was  not  removable.  After  dis- 
secting out  all  the  mucous  lining  as  far  as  I  dared  to,  I  packed  the 
bottom  very  solidly  with  gauze  and  left  that  in  at  least  two  weeks, 
with  the  idea  of  the  gauze  becoming  a  foreign  body  which  creates 
reaction  and  will  invite  the  formation  of  a  granulation  tissue  surface 
in  place  of  the  mucous  membrane;  the  mucous  membrane  being  anni- 
hilated by  the  presence  of  the  foreign  body.  That  is  the  way  I 
have  treated  such  cases  successfully. 

Dr.  Sadlier. — I  packed  the  cyst  tightly  and  removed  the  packing 
at  the  end  of  about  one  week. 

Dr.  Hugo  0.  Paxtzer,  Indianapolis,  Indiana. — Prolonged 
experience  makes  us  very  much  wiser  in  pursuing  and  investigating 
these  cases.  I  have  followed  all  these  patients,  and  is  it  not  possible 
that  the  cyst  formation  was  of  recent  origin  in  this  case  reported 
by  Dr.  Sadlier?  Was  it  possibly  produced  by  the  traction  upon 
the  head  and  body  of  the  pancreas?  The  pancreatic  duct  may  have 
been  angulated  in  some  way,  and  in  that  manner  you  have  a  condi- 
tion very  much  like  a  large  urinary  bladder  that  dribbles  away  all 
the  time.  There  may  be  dribbling  into  the  pancreas  and  then  you  see 
pancreatic  fluid  definitely.  So  it  is  not  a  cyst  in  the  ordinary  sense 
in  which  you  have  to  deal  with .  There  was  undoubtedly  angulation 
that  gave  rise  to  pouching  posteriorly,  and  the  drainage  at  first 
would  be  of  the  same  pancreatic  character  and  afterward  there  was 
no  longer  an  outlet  for  the  fluid  on  account  of  the  angulation  of  the 
duct. 

Commander  E.  A.  Weiss,  Pittsburgh,  read  a  paper  on 

the  radical  treatment  of  cancer  of  the  cervlx  by  igniextirpa- 
tion  (werder  operation). 

(For  original  article  see  page  776.) 
DISCUSSION. 

Dr.  Arthur  T.  Jones,  Providence,  Rhode  Island. — I  would  like 
to  ask  Dr.  Weiss  if,  in  the  operation  described,  he  closes  the  vaginal 
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vault,  then  the  peritoneal  surfaces,  and  also  whether  he  supports 
the  vaginal  vault  by  sewing  in  the  round  ligament  ends  ?  Sometimes 
we  get  prolapse  of  the  vagina  which  is  very  distressing,  and  if  you  do 
not  support  the  vaginal  vault  and  only  bring  the  peritoneal  surfaces 
together,  do  you  keep  the  vagina  tamponed  lightly  with  gauze  for  a 
week  or  so  afterward? 

Dr.  George  Van  Amber  Brown,  Detroit,  Michigan. — I  would 
like  to  ask  Dr.  Weiss  one  or  two  questions.  First,  for  one  who  is  not 
used  to  working  around  the  broad  ligaments  and  ureters  with  the 
cautery,  what  are  the  dangers  of  injury  to  the  ureters  also  from  hem- 
orrhage and  how  do  you  safeguard  against  such  accidents  ?  Do  you 
before  operating  ever  catheterize  the  ureters? 

Major  John  W.  Keefe,  Providence,  Rhode  Island. — Several 
years  ago  Dr.  Downes,  of  Philadelphia,  described  his  method  of 
treating  these  cases.  Keith,  of  Edinburgh,  some  years  ago  after 
applying  a  clamp,  took  a  hot  soldering  iron  and  held  it  in  contact 
with  the  clamp  so  that  he  had  the  effect  of  heat  with  crushing  of 
blood-vessels  and  tissues  about  them.  Then  Skene,  of  Brooklyn, 
looking  into  the  mechanism  of  an  electric  flat-iron,  devised  an 
angiotribe  similar  to  the  Downes  clamp,  but  the  temper  of  the  steel 
was  such  after  using  it  that  the  tips  of  the  clamp  were  not  in  ap- 
position. Downes  spent  much  time  in  endeavoring  to  place  plati- 
num in  one  blade  of  the  clamp,  and  instead  of  soldering  a  piece  into 
the  steel  as  Skene  did,  he  slid  a  piece  of  steel  over  the  platinum 
through  a  groove  in  one  blade  of  the  clamp.  No  solder  was  used,  so 
that  he  could  have  a  clamp  with  steel  of  the  proper  temper  and  the 
clamp  could  be  used  for  years  and  not  bulge  at  any  point. 

I  have  used  that  instrument  in  over  one  hundred  abdominal  opera- 
tions, and  I  have  never  had  a  secondary  hemorrhage.  It  is  a  simple 
appliance  to  use.  It  has  not  obtained  favor  with  many  surgeons, 
although  Downes  tried  to  introduce  it  in  different  parts  of  the  country. 
He  visited  the  most  important  cities  and  demonstrated  it,  but  many 
of  the  men  who  attempted  to  use  it  did  not  give  very  much  thought 
to  the  subject.  If  a  man  would  take  that  clamp,  and  experiment 
with  a  piece  of  steak  using  the  proper  amount  of  current,  he  would 
get  results.  With  a  rheostat  it  is  easy  to  determine  the  amount  of 
current  necessary.  Downes  formerly  used  60  milliamperes  of  cur- 
rent with  the  first  clamps  he  devised.  By  practising  on  these  pieces 
of  steak,  allowing  it  to  remain  twenty  or  fifty  seconds,  you  can  soon 
learn  how  much  time  is  necessary  for  the  proper  application  of  the 
clamp.  Some  leave  it  on  so  long  that  it  will  burn  clear  through,  and 
not  leave  that  ribbon-like  strip  of  parchment  such  as  was  shown 
so  clearly  in  the  pictures  presented  by  Dr.  Weiss.  I  feel  that  a  per- 
son within  an  hour,  should  be  able  to  learn  the  different  methods  of 
using  this  angiotribe.  Frequently  I  use  it  on  the  pedicles  of  ovarian 
tumors.  Sometimes  the  pedicle  is  so  thick  that  you  have  to  apply 
it  on  one  side  and  then  on  the  other.  One  can  easily  remove  the 
appendix  or  the  tubes  or  the  ovaries  with  it.  In  these  cancer  cases, 
there  is  no  question  but  that  heat  is  of  value,  because  it  destroys 
some  of  the  cancer  cells  that  may  be  beyond  a  point  which  you  can- 
not possibly  reach  with  the  knife. 


880  TRANSACTIONS    OF   THE   AMERICAN   ASSOCIATION 

Dr.  Bertha  Van  Hoosen,  Chicago. — When  Dr.  Weiss  presented 
his  report  at  the  meeting  of  the  American  Medical  Association, 
I  suggested  that  it  might  be  advantageous  to  prepare  the  patients 
that  were  going  to  have  this  operation  with  10  grains  of  emetin, 
given  in  two  doses,  so  that  the  operation  could  be  done  after  the 
patient  had  received  her  first  dose  of  emetin.  I  would  like  to  know 
if  Dr.  Weiss  has  tried  that. 

I  suggested  this  because,  we  have  noticed  clinically  that  the  use 
of  emetin  was  followed  by  a  remarkable  fibrosis.  We  have  observed 
this  clinically  before  we  were  able  to  demonstrate  it  microscopically. 

Commander  William  Seaman  Bainbridge,  New  York  City. — 
I  would  like  to  ask  Dr.  Weiss  if  he  does  anything  to  the  ulcerated 
cervix  as  a  preparation  for  the  operation?  How  does  he  safeguard 
the  patient  from  the  transplantation  of  cancer  cells  into  the  tissues 
by  the  manipulation  of  the  uterus  as  is  necessary  in  the  operation? 

Major  J.  Henry  Carstens,  Detroit,  Michigan. — Dr.  Bainbridge 
has  said  what  I  wanted  to  say.  When  I  got  these  cases  early  I  took 
the  Paquelin  cautery  and  thoroughly  cauterized  the  inside  of  the 
uterus  and  removed  the  cancerous  tissue.  Sometimes  it  is  difficult 
to  do  this,  but  you  can  curet  at  first,  and  cauterize  thoroughly 
before  you  start  the  operation.  Epithelial  cancer  follows  the  law  of 
continuity  and  involves  the  mucous  membrane.  When  you  have  a 
recurrence  you  have  it  in  the  vault  of  the  vagina,  and  you  have  it 
there  because  when  you  cut  with  the  knife  you  really  implant  cancer 
cells.  I  take  the  Paquelin  cautery,  do  the  operation  as  shown  in 
these  pictures,  and  with  the  Paquelin  cautery  go  as  far  as  I  can  in  the 
vagina  and  around  the  broad  ligaments  and  thus  thoroughly  cauter- 
ize the  parts,  so  that  there  is  no  danger  of  absorption  or  reimplanta- 
tion of  cancer  cells  of  the  growth  from  the  surface. 

Dr.  Weiss  (closing). — Dr.  Bainbridge  brought  up  a  very  impor- 
tant point  which  I  should  have  emphasized,  namely,  the  preparation 
of  the  cancer  area,  and  another  factor  as  suggested  by  Dr.  Carstens, 
investigation  of  the  vaginal  canal  should  be  very  thorough. 

In  our  early  technic  we  used  iodine  very  liberally  in  the  vagina 
and  all  about  the  cervix,  but  the  use  of  the  cautery  is  sufficient 
for  sterilization. 

A  word  with  reference  to  recurrences.  I  do  not  say  we  have  a 
hundred  per  cent,  cures,  because  we  do  get  recurrences  in  the  form 
of  metastases  remote  from  the  vagina. 

In  reply  to  the  question  as  to  the  approximation  of  the  stumps 
of  the  ligaments,  I  will  say  that  that  is  also  a  very  important  point 
because  there  is  nothing  more  distressing  than  a  prolapse  of  the 
pelvic  contents,  and  whenever  possible  we  approximate  the  stumps, 
but  unfortunately  so  much  tissue  is  removed  that  there  is  very  little 
stump  left.  We  do  approximate  the  round  ligaments,  however,  as 
their  removal  is  not  necessary.  The  infundibulopelvic  ligaments 
are  ligated  because  ligation  is  done  more  quickly  than  the  applica- 
tion of  the  clamp  and  we  save  as  much  of  the  round  ligaments  as 
possible,  as  under  the  circumstances  it  is  the  best  thing  that  can 
be  done.  We  do  not  use  vaginal  tamponing,  depending  upon  the 
approximation  of  the  round  ligaments. 
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Dr.  Brown  asked  with  reference  to  damage  to  the  ureters.  We 
try,  as  far  as  possible,  to  guard  against  damage  to  the  ureters  by 
resorting  to  blunt  dissection  with  gauze,  and  by  using  tissue  for- 
ceps to  tease  the  parts  away  and  expose  the  ureters  as  much  as  pos- 
sible. In  about  fifteen  cases  we  have  had  to  insert  a  catheter,  as  was 
first  advocated  by  Hunner  and  Sampson,  allowing  the  ureteral 
catheter  to  remain  to  give  us  the  landmarks,  but  in  our  later  cases 
we  have  dispensed  with  that.  We  think  that  we  can  avoid  damage 
to  the  ureters  with  ordinary  careful  technic. 

Hemorrhage  around  the  ureters  depends  upon  the  manner  of  dis- 
section. Great  care  is  necessary  in  applying  the  clamps  on  the 
parametrium  close  to  the  ureter,  and  the  surrounding  tissues  must 
be  retracted  carefully.  The  most  tedious  and  yet  the  most  careful 
part  of  the  operation  is  the  careful  protection  of  the  ureters.  If  the 
clamp  should  be  applied  close  to  the  ureter,  protection  by  moist 
pads  is  of  distinct  advantage. 

In  the  early  series  of  cases,  Dr.  Werder  and  I  had  four  or  five 
ureteral  leakages,  and  I  think  that  in  these  cases  the  ureteral  leakage 
was  due  to  the  fact  that  we  did  not  take  care  to  retract  carefully 
while  putting  on  the  clamp.  It  is  well  to  locate  the  ureters  with 
the  fingers  and  keep  them  away  while  applying  the  clamp  alongside, 
very  much  after  the  manner  of  applying  forceps  on  the  head  in  an 
obstetric  maneuver,  using  the  fingers  as  a  guide. 

We  have  not  used  emetin  in  our  work,  so  that  I  cannot  discuss 
that  phase  of  the  question. 

I  would  like  to  emphasize  the  point  made  by  Dr.  Bainbridge  with, 
reference  to  the  danger  of  implanting  cancer.  The  employment  of 
the  cautery  has  primarily  for  its  object  the  prevention  of  recurrence 
by  destroying  cancer  cells  in  the  area  of  operation. 

Dr.  Louis  Burckhardt,  Indianapolis,  read  a  paper  on 

THE   HEART   OF   A  PREGNANT   WOMAN. 
(For  original  article  see  page  785.) 

DISCUSSION. 

Dr.  William  M.  Brown,  Rochester,  New  York. — In  recent 
months  I  have  had  to  take  over  a  large  prenatal  clinic,  and  while 
I  have  accepted  low  blood  pressure  readings  as  more  or  less  normal 
with  the  pregnant  condition,  it  has  come  home  to  me  really  what  it 
might  mean.  In  these  prenatal  examinations  where  they  run  from 
twenty  to  forty  in  the  afternoon,  I  have  been  impressed  with  the 
large  number  of  histories  that  come  from  patients  who  are  otherwise 
apparently  normal,  with  no  particular  previous  histories  of  their 
pregnancies.  The  history  had  a  note  of  systolic  murmur  at  the 
base.  So  many  of  these  came  through  in  that  way  that  it 
began  to  make  me  wonder,  and  at  present  I  am  inaugurating  a 
follow-up  system  in  these  cases  to  see  what  becomes  of  this  murmur 
after  delivery.  There  is  no  other  lesion,  but  there  is  a  low  pulse 
pressure.  In  over  15  or  20  per  cent,  there  is  a  systolic  pressure  of 
95  to  105  persisting  right  straight  along. 
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I  am  going  to  have  these  histories  followed  up  and  these  patients 
watched  for  a  sufficient  length  of  time  to  see  whether  these  patients 
will  deliver  themselves  normally;  to  see  whether  there  is  permanent 
damage  to  the  hearts  or  an  expression  of  the  puerperal  toxic  condi- 
tion. I  had  a  forcible  illustration  of  what  might  happen  during 
the  past  week  when  I  was  called  in  the  middle  of  the  night  by  a 
physician  to  see  a  patient  whom  he  had  delivered  earlier  in  the 
night  and  over  whom  he  was  very  much  worried.  I  felt  when  I  saw 
the  woman  that  he  had  a  right  to  be  worried.  He  was  a  man  in 
whom  I  have  every  confidence,  and  when  he  told  me  over  the  phone 
the  history  of  the  case,  I  did  not  see  how  I  could  do  anything.  The 
history  of  the  case  is  briefly  this:  Simply  a  low  forceps  delivery, 
with  the  ordinary  amount  of  bleeding  that  he  did  not  consider  of 
any  moment,  and  yet  the  patient  very  shortly  afterward  went  into 
apparent  collapse.  She  was  white,  but  not  exactly  exsanguinated, 
and  the  ordinary  amount  of  stimulation  brought  no  results.  He  did 
a  saline  transfusion  and  various  other  things,  and  got  no  response 
from  them.  When  I  saw  her,  from  a  superficial  examination  of  the 
abdomen,  and  so  on,  I  was  perfectly  convinced  of  the  condition 
that  existed.  He  feared  there  was  primary  rupture  of  the  uterus, 
but  I  did  not  think  so  from  my  examination  of  the  fundus  of  the 
uterus.  I  put  my  stethoscope  to  the  heart  and  I  could  get  one 
heart  sound,  and  that  was  weak.  I  considered  that  she  had  an 
acute  dilatation  of  the  heart,  but  whether  she  had  had  a  previous 
heart  lesion  I  do  not  know.  Heroic  digitalis  treatment  was  insti- 
.  tuted,  and  within  half  an  hour  there  was  a  pretty  good  snap  to  the 
heart  sound,  and  in  a  short  time  a  second  sound  developed  and  in 
the  morning  she  was  all  right.  She  was  perfectly  conscious  and  had 
a  good  pulse. 

Dr.  Arthur  E.  Skeel,  Cleveland,  Ohio. — Anybody  who  routinely 
examines  the  hearts  of  pregnant  women,  will  surely  come  to  the  con- 
clusion that  murmurs  mean  very  little  in  these  cases.  As  the  doctor 
has  said,  you  can  go  over  case  after  case  and  in  probably  50  per 
cent,  of  these  women  you  will  get  a  systolic  murmur  at  the  base.  I 
have  long  felt  that  a  systolic  murmur  at  the  base  in  a  pregnant 
woman  meant  very  little. 

In  regard  to  the  later  history  of  these  patients  who  have  myo- 
carditis and  an  old  chronic  endocarditis,  I  am  not  prepared  to  say. 
There  is  no  question  whatever  but  that  pregnancy  does  shorten  their 
lives,  but  as  to  how  many  of  them  show  marked  indications  of  their 
cardiac  condition  following  labor  I  cannot  say.  But  I  am  much 
impressed  with  one  particular  thing,  and  that  is,  that  some  of  these 
old  cases  become  acute  and  make  serious  trouble  at  the  time  of 
labor.  They  are  the  class  of  cases  which  we  ordinarily  designate 
as  cardiorenal  disease.  All  of  the  cases  do  not  get  so  bad  that  you 
need  to  fear  collapse  during  labor,  but  some  of  them  do.  These 
cases  will  invariably  show  albumin  and  casts  in  abundance,  and  all 
the  evidences  of  cardiorenal  disease.  In  one  of  them  the  blood 
pressure  (systolic)  had  been  200  for  a  month,  and  her  urine  was 
loaded   with  albumin.     She    was    a   primipara,    forty-three   years 
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of  age.  She  showed  evidences  of  cardiac  involvement  and  was  at 
term.  We  induced  labor,  and  had  a  rather  prolonged  first  stage;  as 
soon  as  the  second  stage  began  we  did  a  forceps  delivery  without 
any  special  trouble.  The  woman  had  an  acute  dilatation  of  the 
heart  and  died  within  a  couple  of  hours.  She  had  myocarditis  with 
toxemia,  and  the  heart  collapsed  under  the  strain. 

Another  case,  which  was  brought  to  me  comparatively  recently, 
came  into  the  hospital  with  a  history  that  she  had  not  been  able 
to  lie  down  or  sleep  for  four  days  and  nights.  She  was  at  term. 
She  was  edematous.  The  urine  was  loaded  with  albumin;  she  did  not 
have  high  blood  pressure  because  the  heart  was  not  able  to  support 
the  circulation.  It  was  a  question  how  to  get  her  out  of  difficulty. 
I  have  resorted  to  a  little  scheme  a  number  of  times  which  I  under- 
take to  relieve  these  women.  The  strain  these  hearts  are  under 
makes  you  feel  that  the  added  strain  of  labor  will  produce  a  complete 
collapse.  I  have  a  number  of  times  simply  ruptured  the  membranes 
by  shoving  a  sound  up  through  the  cervix,  allowing  the  liquor  amnii 
to  drain  away  first,  and  after  eighteen  or  twenty-four  hours  the 
heart  will  have  recovered  sufficient  tone  to  enable  you  to  bring  about 
delivery  with  safety.  That  was  the  case  with  this  woman  whom  I 
delivered  sitting  up  in  bed.  She  had  not  lain  down  for  nights.  She 
recovered.  The  state  of  her  heart  has  improved  considerably  over 
what  it  was.  We  must  think  of  the  future  health  of  such  women. 
Those  cases  that  become  so  bad  during  labor  always  show  involve- 
ment of  the  kidneys  beforehand. 

Dr.  James  E.  Davis,  Detroit,  Michigan. — I  believe  greater  em- 
phasis should  be  laid  upon  what  we  term  the  e'ndocrinal  system. 
The  conditions  that  obtain  in  almost  every  pregnancy  are  such  as  to 
disturb  this  system  to  some  extent.  One  may  study,  for  instance, 
the  thyroid  gland  alone  during  the  menstrual  changes,  and  we  find 
there  is  always  a  hyperemia,  perhaps  some  degree  of  hyperplastic 
change  in  the  gland.  If  one  pregnancy  succeeds  another  in  rapid 
succession,  there  is  always  a  very  marked  hyperplasia  of  the  thy- 
roid gland,  and  a  certain  phase  of  the  hyperplasia  always  means  a 
marked  increase  in  the  metabolic  processes  of  the  body.  The  thy- 
roid gland,  as  we  all  know,  has  a  very  rich  blood  supply,  and  any 
slight  increase  in  that  blood  supply  produces  very  marked  and  pro- 
found changes  in  the  gland.  We  may  have  either  in  the  hyperfunc- 
tioning types,  or  in  the  hypofunctioning  types  of  cases  a  disturb- 
ance in  the  metabolism  during  the  pregnant  state. 

It  is  very  interesting  to  study  carefully  the  cases  of  toxemia  of 
pregnancy,  especially  those  of  the  eclamptic  type.  WThen  you  search 
diligently  for  pathology,  you  are  disappointed  in  finding  nothing  but 
a  cloudy  swelling  or  increased  blood  supply  in  all  the  tissues.  How- 
ever, this  is  not  the  case  with  the  functions  for  they  have  been  pro- 
foundly disturbed.  After  we  study  a  case  for  a  period  of  years, 
after  eclampsia,  there  is  a  train  of  symptoms  interesting  to  observe. 
The  thyroid  gland  is  usually  large,  and  there  is  marked  hyperplasia 
and  also  changes  in  some  of  the  other  endocrinal  glands  and  in  the 
liver.  The  marked  changes  in  different  tissues  show  that  there  has 
been  a  profound  disturbance  of  the  circulatory  system. 
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To  connect  what  the  doctor  has  brought  out  very  forcibly  in  his 
paper,  the  effect  of  infections,  particularly  focal  infections,  many 
of  them,  especially  the  infections  of  the  tonsils,  have  a  profound 
etiologic  effect  upon  the  thyroid  gland,  and  this  in  turn  has  an  effect 
upon  the  heart  muscle  during  the  pregnant  period,  or  we  may  have 
the  two  acting  together..  The  degenerative  changes  in  the  heart 
muscle  may  be  small  or  very  profound,  occurring  as  we  find  the 
changes  in  the  thyroid  gland.  To  my  mind,  I  think  a  close  study 
of  the  thyroid  conditions  would  explain  many  of  the  changes  in  the 
heart  muscle  and  the  old  fibroid  changes  that  we  find  in  cases  where 
the  condition  has  been  repeated  over  and  over  again. 

Dr.  Burckhardt  (closing). — Dr.  A.  E.  Skeel  is  thoroughly  in 
accord  with  the  views  enunciated  in  my  paper,  and  I  want  to  say  to 
him  that  in  the  last  case  of  puerperal  eclampsia  I  had,  where  there 
was  considerable  albumin,  the  blood  pressure  arose  from  179  to  190 
systolic,  and  diastolic  220  to  230.  I  ruptured  the  membrane  at 
once  and  brought  on  delivery. 

I  have  had  three  cases  within  two  weeks  in  the  University  Hos- 
pital, and  I  adopted  the  plan  of  systematically  inducing  labor,  and 
this  being  a  multiparous  case,  I  simply  punctured  the  membrane. 

I  cannot  agree  with  what  Dr.  Davis  has  said,  for  while  I  admit 
that  the  thyroid  gland  is  the  component  gland  of  the  whole  glandu- 
lar system,  it  does  not  play  such  an  important  role  in  these  par- 
turient cases  as  a  great  many  think.  I  do  think,  however,  the  first 
expression  he  used,  namely,  the  endocrinal  system,  is  the  preferable 
term,  because  how  do  we  know  whether  the  hypophysis  does  not 
have  as  much  to  do 'with  many  of  these  physiological  changes  as  the 
thyroid  gland. 

What  was  said  with  reference  to  mitral  stenosis  and  mitral  re- 
gurgitation must  be  taken  with  a  grain  of  salt,  because  we  get  many 
murmurs  and  souffles  that  are  of  transitory  character. 

Only  a  short  time  ago  we  had  a  case  that  was  examined  by  a 
specialist,  which  had  all  the  indications  of  aortic  insufficiency  with 
a  mitral  stenosis  at  the  same  time.  After  delivery  the  whole  com- 
plex of  symptoms  disappeared. 

One  of  the  main  points  to  be  borne  in  mind  in  discussing  obstetrical 
cases  is  that  general  practitioners  must  not  think  of  the  university 
and  the  hospital  staff,  but  think  of  the  multiplicity  of  cases  that 
have  to  be  handled  and  treated  outside  of  such  institutions,  and  it 
will  be  much  easier  for  general  practitioners  to  make  a  diagnosis 
about  the  breaking  point  of  compensation  having  taken  place 
previously  than  to  make  a  diagnosis  of  aortic  insufficiency  or  aortic 
stenosis.  I  taught  clinical  medicine  for  a  number  of  years,  and  if 
you  were  to  ask  me  to  make  a  diagnosis  of  aortic  insufficiency,  I 
would  back  out. 

Dr.  Arthur  H.  Bill,  of  Cleveland,  read  a  paper  on 

FORCEPS  ROTATION  OF  THE  HEAD  IN  PERSISTENT  OCCIPITOPOSTERIOR 

POSITIONS. 

(For  original  article  see  page  791.) 
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DISCUSSION. 

Dr.  William  M.  Brown,  Rochester,  New  York. — The  Scanzoni 
method  of  taking  care  of  these  frequent  occipitoposterior  positions 
is  a  very  useful  procedure,  and  one  that  I  am  using  more  and  more 
all  the  time.  But  there  is  just  perhaps  one  place  where  Dr.  Bill 
and  I  differ,  in  that  he  is  inclined  to  do  it  a  little  earlier  in  the  progress 
of  labor  than  I  would.  I  have  found  that  a  fairly  good  percentage  of 
right  posterior  positions  will  rotate  anteriorly  if  the  flexion  of  the 
head  is  properly  maintained.  The  lowest  presenting  part  of  the 
child  will  almost  invariably  rotate  anteriorly  if  the  flexion  is  carefully 
maintained.  If  started  right,  a  good  many  of  these  cases  will 
promptly  rotate.  The  rotation  will  go  on  very  satisfactorily.  We 
do  get  many  of  them  arrested  in  the  transverse,  and  we  do  have  to 
help  them,  but  there  is  one  point  I  never  could  understand  in  the 
teaching  of  obstetrics.  We  have  known  a  good  many  teachers  who 
will  tell  us  that  in  the  right  position  or  occipitoposterior  we  should 
put  the  patient  in  the  right  lateral  position.  That  never  has  ap- 
pealed to  me  as  good  physics.  I  have  repeatedly  taken  a  patient 
and  turned  her  over  on  the  left  side  because  if  there  is  anything  that 
will  aid  flexion,  it  is  to  increase  the  angle,  between  the  spine  and  the 
child's  head.  The  spine  is  closer  to  the  occiput  in  its  attachment  to 
the  head;  if  you  tip  the  patient  over  on  the  right  side,  how  will  you 
decrease  the  flexion  of  the  head?  If  you  turn  her  over  on  the  left 
side  you  will  increase  the  angle  and  aid  in  the  flexion.  I  have  repeat- 
edly done  it.  Where  I  have  had  a  case  that  was  arrested  in  the 
transverse  and  no  progress  made  for  five  or  ten  minutes  in  the  left 
lateral  position,  I  would  turn  the  patient  back  and  rotation  would  be 
accomplished  very  quickly,  and  that  is  one  point  that  has  helped  me 
a  good  many  times,  although  Scanzoni  says  that  actual  rotation  with 
instruments  is  the  thing  to  do  in  these  persistent  cases. 

Dr.  John  Norval  Bell,  Detroit,  Michigan. — I  am  much  in 
accord  with  Dr.  Bill  in  what  he  says  about  the  Scanzoni  maneuver  in 
occipitoposterior  positions.  We  must  not,  however,  when  we 
discover  an  occipitoposterior  position,  rush  in  and  avail  ourselves 
of  the  Scanzoni  maneuver,  because  80  per  cent,  of  the  cases  will 
rotate  if  we  leave  them  alone,  but  in  the  more  persistent  cases  it  is 
permissible  to  adopt  that  procedure. 

There  is  one  little  point  in  technic  that  I  have  adopted,  although 
I  believe  it  is  supposed  to  be  the  wrong  thing  to  do.  Maybe 
it  is  wrong  when  you  overdo  it,  and  that  is,  when  the  head  is  well 
engaged  and  traction  has  been  made,  just  before  attempting  the 
Scanzoni  maneuver,  when  you  have  made  cephalic  application  of  the 
forceps,  very  gently  push  the  head  back  with  the  forceps  locked  on 
the  head.  The  danger  is  in  pushing  it  too  far;  you  gently  unlock  the 
child's  head  so  that  there  is  a  little  bit  of  wabble.  There  is  more 
room  then  and  you  can  rotate  the  head  nicely. 

Another  little  point  Dr.  Bill  brought  out  which  is  very  impor- 
tant is  that  when  you  are  rotating,  there  is  an  advantage  in  having 
the  patient  in  the  dorsal  decubitus  position  well  down   to  the  end  of 
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the  bed  so  that  you  have  plenty  of  room  to  drop  the  handle  down, 
keeping  the  blade  in  the  axis  of  the  parturient  canal. 

Dr.  Louts  Burckhardt,  Indianapolis,  Indiana. — Dr.  Bill  has 
answered  the  main  point  I  wanted  to  make.  In  80  per  cent,  of 
the  cases  with  the  right  positions,  what  has  been  said  holds  true, 
and  the  history  is  that  right  occipital  positions  turn  backward  first 
and  then  forward,  and  it  is  wrong  to  speak  about  posterior  presenta- 
tions as  being  pathological.  I  can  deliver  a  woman  in  a  case  of 
posterior  presentation  almost  as  well  with  forceps  as  I  can  in  an 
anterior  presentation.  I  can  assure  Dr.  Brown  that  if  he  will  put 
the  patient  well  on  the  edge  of  the  bed  and  get  a  free  field  for  the 
operation,  take  plenty  of  room  to  deliver  the  head,  he  will  not 
do  any  more  damage  to  the  perineum  than  in  a  case  of  anterior 
presentation. 

Many  of  the  objections  to  right  occipital  or  left  occipital  presenta- 
tions that  were  raised  are  not  to  be  considered  as  occipitoposterior, 
but  as  a  consequence  of  parietoanterior  or  parietoposterior  pres- 
entations on  account  of  a  slight  change  in  the  anteroposterior 
diameters. 

Dr.  Magnus  A.  Tate,  Cincinnati,  Ohio. — Occipitoposterior  pres- 
entations, I  am  firmly  convinced,  are  far  more  frequent  than  most 
of  the  text-books  state. 

I  disagree  with  Dr.  Bill  when  he  said  that  most  occipitoposterior 
positions  will  turn  to  the  hollow  of  the  sacrum,  on  the  contrary 
most  occipitoposterior  positions  will  turn  to  the  front  in  at  least 
75  to  80  per  cent,  of  the  cases. 

Pituitrin  should  never  be  used  with  any  abnormal  presentation. 
The  application  of  the  forceps  in  occipitoposterior  positions  is  a 
good  procedure  in  the  hands  of  a  very  skilled  obstetrician,  but  it  is 
very  dangerous  in  the  hands  of  one  who  is  not.  I  have  seen  quite 
a  number  of  cases  of  very  bad  laceration;  also  one  case  where  the 
child  has  been  rotated,  instrumentally  and  the  neck  was  broken. 
That  case,  of  course,  was  not  in  the  hands  of  one  who  was  skilled, 
in  the  manipulation  of  forceps. 

I  have  delivered  many  women  with  forceps,  and  as  a  rule  with 
very  good  results,  but  I  believe  very  firmly,  and  my  experience 
justifies  me  in  making  this  statement,  that  with  the  hand  I  can  do 
better  work  at  rotating  than  I  can  with  the  forceps.  I  can  feel  with 
my  hand.  I  know  when  I  have  the  head  flexed  with  my  hand,  and 
you  cannot  always  tell  when  you  have  the  head  properly  flexed 
when  using  the  forceps. 

In  the  cases  where  women  have  been  in  labor  for  hours  and  hours, 
the  head  itself  is  very  edematous,  with,  as  a  rule,  a  large  caput,  and 
the  vagina  very  dry  and  swollen.  When  you  put  on  a  pair  of  for- 
ceps, unless  you  are  very  careful  in  your  manipulations,  you  are 
bound  to  do  harm  in  these  cases  and  that  is  the  reason  why  I  use 
my  hand  almost  universally.  You  can  take  the  child's  head  in  your 
hand  if  you  know  how  to  do  it,  it  is  so  easy  to  lift  it  up  and  turn  it 
to  the  front  and  flex  it.  Then  wait  a  few  moments  until  Nature 
gets  a  chance  to  bring  the  perineum  and  vagina  into  good  condition 
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by  being  relieved  of  the  intense  pressure.  You  often  find  the  peri- 
neum to  be  like  parchment,  and  if  you  put  the  head  above  fehe  brim 
and  keep  it  there,  not  being  in  too  great  a  hurry  to  deliver,  letting 
blood  circulate  into  the  perineum,  you  will  be  surprised  how  easy 
you  can  deliver  the  woman,  with  little  or  no  danger  to  the  soft  parts. 

Dr.  Irving  W.  Potter,  Buffalo,  New  York. — I  never  have  been 
so  fortunate  as  the  doctor  in  the  use  of  forceps,  and  the  cases  that 
I  have  seen  where  forceps  have  been  used  damage  has  been  very 
great,  both  immediate  to  the  mother  and  remote  to  the  child. 

My  procedure  of  choice  in  the  management  of  these  cases  is  not 
with  the  forceps  at  all;  I  keep  as  far  away  from  the  use  of  instru- 
ments as  I  can,  but  I  like  very  much  to  do  podalic  version.  In  this 
connection  I  want  to  cite  a  case  I  saw  yesterday  morning  in  con- 
sultation. A  woman,  thirty  years  of  age,  pregnant  for  the  second 
time,  had  been  in  labor  all  Saturday  and  up  to  n  o'clock  Sunday 
morning,  when  I  was  called  I  found  that  the  physician  had  been  in 
attendance  all  that  time,  and  upon  examination  found  that  the 
membranes  had  ruptured  and  amniotic  fluid  drained  away.  I  found 
a  persistent  left  occipitoposterior  position.  I  put  that  woman  on 
an  ordinary  kitchen  table  with  her  buttocks  well  to  the  edge  of 
the  table  and  legs  supported  by  two  assistants.  Putting  on  a  long 
rubber  glove  which  extended  to  my  elbow  and  using  liquid  soap  as 
a  lubricant  (her  physician  gave  her  chloroform  to  the  point  of  sur- 
gical anesthesia,  so  that  she  was  perfectly  relaxed),  I  raised  the  head 
through  the  pelvis  and  brought  down  both  feet.  I  was  very  careful 
in  doing  that  because  I  realized  how  thin  the  lower  uterine  segment 
gets  after  twelve  hours  of  labor,  and  with  my  hand  on  the  outside 
I  pushed  the  head  back  and  brought  both  feet  down,  terminating 
the  labor  by  version  and  extraction. 

In  closing,  I  will  say  that  to  the  physician  who  is  thoroughly 
conversant  with  a  properly  performed  version,  these  posterior  cases 
will  not  be  such  a  horror. 

Dr.  Jennings  C.  Litzenberg,  Minneapolis. — Dr.  Bill  in  his  last 
sentence  struck  the  keynote  when  he  said  if  a  man  is  sufficiently 
experienced,  he  will  find  it  a  satisfactory  method  to  deliver  occipito- 
posterior presentations.  If  one  has  had  opportunity  for  learning 
the  technic  of  delivering  occipitoposterior  positions  with  forceps,  he 
is  likely  to  agree  with  Dr.  Bill.  I  think  the  gentlemen  in  discussing 
Dr.  Bill's  paper  have  missed  the  chief  point  he  has  made,  and  that  is, 
a  modified  technic  to  avoid  the  principal  dangers  which  attend  the 
operation,  namely,  traction  during  rotation.  That  is  the  meat,  it 
seems  to  me,  of  his  paper;  that  that  one  modification  in  his  hands  and 
in  the  hands  of  one  experienced  reduces  the  danger  of  these  high 
tears  in  the  vagina,  almost  impossible.  The  question  is  largely  a 
matter  of  experience.  In  the  hands  of  the  general  practitioner  or  a 
bungling  operator  vou  will  see  the  injuries  that  Dr.  Potter  has  spoken 
of. 

There  is  one  point  in  which  I  would  disagree  with  Dr.  Bill,  and 
that  is,  delivery  of  the  occiput  over  the  pelvic  floor  should  never  be 
done.     In  the  hands  of  a  man  who  does  not  know  how  to  deal  with 
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an  anterior  rotation  from  an  occiput  posterior  he  will  do  less  harm 
than  with  the  Scanzoni  maneuver.  This  maneuver  is  not  simply 
a  rotation  of  the  head  from  the  occipitoposterior  position  to  an  occipi- 
toanterior, but  is  a  circular  swing  of  the  handles  of  the  forceps 
during  rotation.  It  is  the  mastery  of  this  particular  technic  to- 
gether with  the  avoidance  of  traction  during  the  rotation  which 
Dr.  Bill  is  emphasizing. 

Dr.  Arthur  E.  Skeel,  Cleveland,  Ohio. — I  agree  with  the  last 
speaker  (Dr.  Litzenberg)  that  the  point  of  the  paper  is  a  modifica- 
tion of  the  technic.  It  makes  no  difference  how  successful  a  man 
may  be  with  the  use  of  the  forceps  or  what  his  experience  has  been, 
if  he  follows  the  classical  methods  described  for  rotating  the  head 
with  traction,  he  will  get  injury  of  the  vagina.  Any  competent 
man  who,  with  a  good  light  and  retractors,  inspects  the  vagina 
afterward,  will  find  these  injuries.  These  injuries  occur  in  the  mid- 
portion  of  the  vagina  and  rarely  involve  the  perineum.  I  think  we 
should  recognize  that  this  is  a  distinct  modification  that  Dr.  Bill  has 
advocated,  and  a  definite  point  should  be  made  of  that  fact. 

Dr.  Bill  (closing)  .• — There  are  one  or  two  points  I  desire  to  take 
up  in  my  closing  remarks.  In  the  first  place,  Dr.  Tate  misunder- 
stood me.  I  did  not  say  that  in  the  majority  of  cases  the  head  ro- 
tated to  the  hollow  of  the  sacrum.  I  did  say  that  in  my  experience 
in  eleven  or  twelve  cases  the  head  rotated  to  the  hollow  of  the  sacrum 
and  had  to  be  rotated  through  an  arc  of  1800.  That  is  not  a 
common  occurrence. 

The  point  which  Dr.  Bell  mentioned,  of  pushing  the  head  up  to  a 
slightly  higher  level,  is  a  rather  important  point.  I  never  pull  the 
head  down  in  rotating  it,  but  if  it  is  fixed  in  the  pelvis  I  push  it  up 
a  little  to  free  it  before  trying  to  turn.  If  you  push  it  up  a  little  and 
free  it  from  impaction,  it  rotates  easily.  A  noteworthy  point  about 
the  procedure  is  the  absence  of  force.  We  do  away  with  force  and 
rough  manipulation.  In  the  average  case  in  which  this  procedure 
is  carried  out  little  or  no  force  is  used.  Take,  for  instance,  cases  of 
multiparas.  If  there  is  a  posterior  position  in  a  multipara  the  head 
can  be  held  up  on  account  of  that  position  and  nothing  else.  If  it 
were  not  for  a  faulty  position  the  multipara  might  deliver  the  baby 
in  a  few  minutes  in  the  second  stage;  at  the  same  time  she  goes  on  for 
several  hours  in  the  second  stage.  We  rotate  the  head,  and  before 
we  remove  the  forceps  the  head  is  on  the  perineum.  After  rotating 
the  head  we  need  to  use  very  little  traction  in  the  delivery. 

I  cannot  agree  with  Dr.  Burckhardt  that  the  head  can  be  delivered 
as  well  in  the  posterior  position  as  in  the  anterior  position.  We  all 
know  that  a  great  amount  of  force  is  necessary  and  I  would  like  to 
urge  the  elimination  of  force. 

I  can  remember  very  well  a  typical  case  I  saw  in  consultation  in 
which  two  physicians  had  alternately  pulled  on  the  head.  One 
pulled  until  he  was  tired,  and  then  the  other  man  pulled;  the  forceps 
slipped  off  and  tore  nearly  through  the  perineum,  and  the  head  did 
not  come  down.  I  examined  the  woman  and  found  the  presentation 
to  be  a  right  posterior.     Forceps  were  then  applied  and  the  head 
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rotated  after  which  it  came  down  easily.  The  only  thing  that  held 
it  up  was  the  posterior  position.  I  never  make  traction  upon  the 
head  while  in  the  posterior  position. 

The  mention  of  the  name  of  Dr.  De  Lee  brings  up  the  point  which 
I  made  in  my  talk  of  the  unfortunate  statements  in  text-books 
concerning  this  operation.  De  Lee  condemns  the  operation,  but 
De  Lee  also  describes  it  as  a  simultaneous  rotation  and  traction 
so  as  to  bring  about  a  spiral  movement  of  the  head  during  its  descent. 
DeLee  says  emphatically  never  to  rotate  the  head  without  traction. 
That  is  just  the  opposite  of  what  I  would  urge;  always  rotate  without 
traction  and  never  rotate  with  traction. 

Dr.  Gordon  K.  Dickinson,  Jersey  City,  presented  a 

SHORT  BIOGRAPHY   OF   DR.    JOHN  BARD    (1716-1799),    WITH 

A  UNIQUE   CASE   OF   EXTRAUTERINE   FETUS  CORRECTLY 

DIAGNOSED   AND   SUCCESSFULLY  TREATED. 

(For  original  article  see  page  796.) 
Dr.  George  Clark  Mosher,  Kansas  City,  read  a  paper  on 

A   STUDY   OF  VARIOUS   CASES    OF   PREGNANCY  TOXEMIA. 
(For  original  article  see  page  803.) 

DISCUSSION. 

Dr.  William  M.  Brown,  Rochester,  New  York. — I  understood 
Dr.  Mosher  to  make  one  remark  in  connection  with  this  subject 
to  the  effect  that  in  all  of  these  cases  of  eclampsia  we  will  find  some 
focus  of  infection  if  we  look  far  enough  for  it.  Did  I  understand  this 
to  be  absolutely  independent  of  the  pregnant  condition,  or  that  cases 
of  eclampsia  are  due  to  something  besides  the  pregnant  condition? 

Dr.  Mosher. — No. 

Dr.  W.  M.  Brown. — I  am  glad  that  I  did  no  so  understand  him. 
So  far  as  the  treatment  of  pernicious  vomiting  goes,  I  am  much  in- 
terested in  that  phase  of  the  subject.  I  am  still  at  sea  a  little  bit  on  the 
question  of  corpus  luteum.  I  have  had  one  of  the  most  dramatic 
successes  with  the  use  of  the  soluble  extract  of  corpus  luteum  in  the 
treatment  of  pernicious  vomiting  that  one  could  imagine.  It  was  a 
case  in  which  three  separate  times  therapeutic  abortions  were  done. 
That  patient  was  nearest  to  death  of  any  patient  I  ever  saw  and  got 
well  when  she  had  had  a  therapeutic  abortion  performed.  She  came 
under  my  care  the  subsequent  year  and  she  went  through  the  same 
thing,  and  I  struggled  with  her  for  several  weeks.  I  did  everything 
I  could  think  of  in  the  hospital  with  three  nurses,  night  and  day,  with 
rectal  feedings,  and  so  on.  Her  temperature  rose  to  1020  F.  and 
pulse  to  170.  I  did  not  wait  any  longer.  I  induced  abortion  and 
she  recovered.  The  subsequent  year  she  had  the  same  thing  again 
and  I  waited  as  long  as  I  dared.  A  year  ago  this  time  she  became  preg- 
nant again  willfully  and  said  she  was  bound  to  go  through  with  it. 
She  went  on  and  vomited  for  two  weeks  pretty  near  and  was  severely 
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prostrated;  I  put  her  on  the  soluble  extract  of  corpus  luteum, 
giving  her  i  c.c.  every  three  hours  for  three  days.  Inside  of  a  -week 
every  bit  of  her  vomiting  stopped.  She  went  home,  and  in  two 
weeks  she  could  eat  almost  anything.  She  went  right  straight 
through  to  a  normal  termination  of  pregnancy  and  has  her  baby. 

Subsequently  I  tried  the  corpus  luteum  in  a  number  of  cases 
and  in  one  or  two  I  tried  the  soluble  extract  of  the  whole  ovary,  and 
in  others  I  tried  the  soluble  extract  of  the  ovarian  residue.  In  one 
of  them  I  thought  I  got  just  as  good  results.  One  I  put  again  on 
the  soluble  extract  of  corpus  luteum  and  it  failed  absolutely.  The 
second  dose  of  the  ovarian  residue  seemed  to  control  the  vomiting. 
I  cannot  help  but  think  that  was  a  coincidence,  and  that  I  was  getting 
the  delayed  effect  of  the  corpus  luteum.  But  I  am  convinced  of  one 
thing,  that  there  is  some  virtue  in  the  ductless  glands,  either  in 
the  ovarian  secretions  or  something  somewhere  that  controls  or 
brings  about  a  marked  effect  on  these  toxemias  of  pregnancy  and 
especially  on  this  pernicious  vomiting  early  in  the  pregnancy. 

Dr.  Abraham  J.  Rongy,  New  York  City. — -I  am  very  much  in- 
terested in  the  use  of  fetal  serum  in  conjunction  with  the  pernicious 
vomiting  of  pregnancy. 

Some  five  or  six  years  ago  I  became  interested  in  this  subject 
from  the  standpoint  of  the  use  of  fetal  serum  in  inducing  labor.  I 
reported  a  series  of  eighteen  cases  at  that  time,  and  while  they  were 
not  all  successful,  I  felt  there  was  something  in  the  fetal  serum 
which  had  the  power  of  contracting  the  uterus.  I  conceived  the 
idea  that  in  most  of  the  cases  of  pernicious  vomiting  of  pregnancy 
there  is  a  poison  produced  by  the  product  of  conception,  and  that 
it  is  possible  to  take  the  blood  of  a  woman  who  is  pregnant  normally, 
and  who  has  been  practically  immuninized  against  the  possible  tox- 
emia of  pregnancy,  and  inject  that  in  women  who  suffer  from  severe 
toxemia  of  pregnancy.  Along  that  line  I  tried  it  out  in  six  cases 
which  I  reported  in  the  American  Journal  of  Obstetrics  and 
Diseases  of  Women  four  years  ago.  In  the  first  two  cases  the  serum 
made  a  favorable  impression  and  I  believed  that  here  we  have  an 
excellent  treatment  for  the  pernicious  vomiting  of  pregnancy.  A 
third  case  was  not  successful,  nor  was  the  fourth,  and  in  my  sixth 
case  I  had  to  induce  labor,  in  spite  of  the  serum  injection.  I  did 
not  give  these  patients  20  c.c,  I  gave  them  10  c.c.  of  filtered  serum 
every  twenty-four  hours. 

As  far  as  the  pernicious  vomiting  of  pregnancy  is  concerned,  I 
have  tried  everything  that  has  been  suggested  and  recommended, 
and  am  still  at  sea  as  to  what  to  do  in  this  condition.  Luetin  extract 
in  small  or  large  doses  will  help  in  some  cases.  The  very  severe  and 
toxic  ones  are  not  helped  by  anything,  and  if  you  wait  long  enough 
they  will  die,  and  I  have  seen  them  die  due  to  the  pernicious  vomiting 
of  pregnancy  in  the  third  or  fourth  month.  We  do  not  know  the 
cause  of  it.  We  will  try  everything  for  the  time  being,  and  while 
we  may  think  we  have  struck  the  right  idea  and  are  on  the  right 
track,  still  there  are  cases  that  do  not  respond  to  anything.  We 
still  have  to  find  the  cause  of  pernicious  vomiting  of  pregnancy. 
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Dr.  Jennings  C.  Litzenberg,  Minneapolis. — I  think  the  paper 
and  discussion  emphasize  the  fact  that  we  are  floundering  in  a  sea 
of  empiricism,  and  that  every  one  of  us  who  has  tried  this  thing 
and  that  thing  has  had  spectacular  results  from  using  them.  In  ten 
years  I  have  not  aborted  a  woman  for  pernicious  vomiting,  and  I 
have  used  nothing  but  sodium  bromides  and  chloral.  What  does 
that  mean?  It  means  nothing  except  that  I  have  been  fortunate. 
I  had  one  result  which  was  just  as  spectacular  as  anything  that  has 
been  reported  either  this  morning  in  the  paper  or  in  the  literature, 
and  the  therapeusis  was  nothing.  This  woman  had  been  vomiting 
severely  and  we  decided  that  she  had  gone  as  far  as  possible  and 
must  be  aborted.  Therefore,  the  determination  was  made  to  empty 
the  uterus  the  next  day  and  she  stopped  vomiting  and  went  on  to 
a  complete  recovery  and  gave  birth  to  a  normal  child.  All  of  this 
emphasizes  that  we  should  be  on  the  lookout  not  only  for  the  thera- 
peusis of  this  thing  but  should  continue  to  seek  the  toxin,  and  I  rise 
simply  to  make  the  plea  for  every  one  who  is  connected  with  a  uni- 
versity, or  who  has  any  access  to  a  physiological  chemical  laboratory 
to  use  all  of  these  facilities  for  finding  out,  if  possible,  what  is  the 
cause  of  this  pernicious  vomiting  of  pregnancy.  I  have  been  floun- 
dering in  some  of  the  experiments.  My  inaugural  thesis  to  this 
association  was  on  "The  Occurrence  of  Urobilin  and  Urobilinogen 
in  the  Urine  of  Normally  Pregnant  Women,"  in  which  I  established 
the  fact  that  urobilin  and  urobilinogen  occur  in  a  very  large  per- 
centage of  pregnant  women.  I  have  carried  that  study  further,  but 
I  have  no  conclusions  yet  to  offer.  However,  I  want  to  report  ver- 
bally that  I  have  not  yet  found  a  single  case  of  pernicious  vomiting 
of  pregnancy  that  did  not  have  the  urine  overloaded  with  urobilin 
and  urobilinogen.  I  do  not  know  what  conclusions  to  draw  from 
it,  but  it  seems  to  me  the  only  conclusion  to  be  drawn  is  that  our 
solution  of  this  problem  lies  in  the  field  of  physiological  chemistry, 
and  I  want  to  make  the  plea  that  any  one  who  has  access  to  a  physio- 
logical chemical  laboratory  should  use  every  possible  facility  for 
chasing  down  this  toxin  and  quit  our  floundering  around  for  some- 
thing to  cure  it. 

Dr.  Hugo  O.  Pantzer,  Indianapolis,  Indiana. — We  have  every 
reason  to  look  for  final  results  by  making  a  differential  diagnosis  of 
the  toxemias  in  these  cases.  The  word  toxemia  carries  only  a  gen- 
eral sense  with  it.  It  is  the  specific  toxin  or  toxins  in  the  individual 
case  that  must  decide  our  method  of  therapy.  Every  enthusiastic 
doctor  can  report  a  fine  series  of  cases  on  a  special  course  of  treat- 
ment, yet  sooner  or  later  he  will  come  to  his  Waterloo  in  another 
series  of  cases  that  will  knock  out  the  remedy  he  has  previously 
used.  Let  us  take  the  effects  of  different  toxins,  and  we  know  how 
differently  they  affect  different  organs.  We  have  that  so  frequently 
demonstrated  that  I  need  not  illustrate  it  here.  The  time  must 
come  when  we  will  be  able  to  isolate  the  individual  poison  and  find 
a  counter  remedy  for  it. 

Dr.  Arthur  E.  Skeel,  Cleveland,  Ohio. — It  is  perfectly  apparent 
to  those  of  us  who  have  had  any  experience  with  these  cases,  that  a 
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great  many  of  them  are  psychic,  and  these  psychic  cases  again  offer 
many  of  the  spectacular  cures  we  obtain.  Almost  anything  that 
will  produce  an  effect  on  the  mind  of  these  patients  will  cure  a  cer- 
tain percentage  of  them.  We  do  not  know  in  which  of  these  cases 
that  is  going  to  happen.  The  changes  that  take  place  we  call  toxic 
because  of  want  of  a  better  name. 

With  regard  to  the  question  of  immunity  and  special  toxins,  we 
do  not  know  much  except  that  a  great  many  of  our  so-called  im- 
munities may  be  due  to  certain  changes  which  permit  elimination. 
At  any  rate,  in  all  the  toxic  cases  we  have  a  definite  picture  of  a 
patient  with  coated  tongue  and  lack  of  fluids  and  all  things  that 
ordinarily  go  with  toxemia,  and  we  have  very  definitely  a  vicious 
circle  existing.  I  do  not  mean  to  say  a  word  against  all  these  at- 
tempts to  find  something  specific,  but  until  we  have  some  specific 
the  best  thing  we  can  do  with  most  of  these  toxic  cases  is  to  attempt 
to  break  this  vicious  circle.  The  patient  for  some  reason  or  other 
fails  to  eliminate  toxins,  and  when  she  fails  to  do  that  she  vomits 
more.  When  she  vomits  more,  she  has  less  fluid  in  her  system 
and  the  tissues  are  more  concentrated  and  her  kidneys  eliminate 
less,  and  that  vicious  circle  continues  and  gets  worse  and  worse. 
From  the  standpoint  of  experience,  if  one  begins  definitely  with  an 
attempt  to  break  up  the  vicious  circle  by  supplying  that  patient 
with  fluid  by  one  method  or  another  gradually  and  steadily,  at  the 
same  time  getting  elimination,  supplying  her  with  whatever  she 
takes  in  the  way  of  nourishment  in  the  most  minute  quantities,  a 
great  deal  can  be  done  for  her.  You  can  break  up  this  vicious  circle, 
and,  carefully  securing  elimination,  secure  the  supply  of  fluids  to 
that  patient,  because  after  all,  from  a  common  sense  standpoint, 
this  condition  means  that  the  patient  is  lacking  fluid,  therefore  she 
cannot  eliminate.  It  is  very  essential  to  get  them  in  a  hospital 
and  under  a  perfectly  competent  nurse;  get  them  away  from  the 
influence  of  their  families,  and  if  you  see  the  patient  two  or  three 
times  a  day  and  supervise  what  she  has  to  take  and  how  much  fluid 
is  to  be  given,  you  can  manage  the  vast  majority  of  these  cases. 

Dr.  Magnus  A.  Tate,  Cincinnati,  Ohio. — As  our  experience  in- 
creases in  the  handling  of  cases  of  eclampsia,  the  more  we  become 
impressed  as  to  the  exact  way  of  treating  each  individual  case. 
There  are  some  cases  from  the  beginning  that  seem  to  be  doomed, 
and  it  does  not  seem  to  make  any  difference  what  kind  of  treatment 
we  may  give,  this  patient  dies. 

In  August  last  five  cases  came  into  the  Cincinnati  Hospital  on 
my  service  with  eclampsia.  One  woman  died  two  hours  after  ad- 
mission, and  in  washing  out  her  bowels,  it  seemed  to  me  that  they 
had  not  moved  for  a  week.  She  had  had  thirty  convulsions  before 
she  was  admitted,  and  the  physicians  in  charge  while  patient  was 
at  home  did  not  make  any  attempt  to  clean  out  the  intestinal  canal. 
The  second  case  died  seven  hours  after  admission,  and  in  washing 
out  her  stomach  we  got  a  conglomeration  of  food  she  had  been 
eating  for  two  or  three  days. 

The  care  of  women  before  the  time  they  reach  labor  is  being  more 
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and  more  emphasized  every  day.  I  believe  it  to  be  very  beneficial 
that  women  should  limit  the  intake  and  increase  the  output,  in 
other  words  pregnant  women  should  be  put  on  a  good  regular  but 
plain  diet,  and  their  bowels,  their  kidneys  and  skin  should  act  freely. 

This  has  been  impressed  upon  me  so  much  lately,  that  I  have 
prepared  a  short  paper  to  give  to  every  woman  who  has  been  confined 
in  our  City  Hospital.  This  little  pamphlet  is  worded  something  like 
this:  As  soon  as  you  are  pregnant  or  think  that  you  are  pregnant, 
go  to  the  clinic  or  to  some  physician  and  put  yourself  under  his  care, 
so  that  you  can  be  told  the  proper  clothes  to  wear,  the  kind  of  food 
to  eat  and  the  general  care  of  yourself  and  your  body.  The  second 
thing  is  to  see  that  you  are  capable  of  giving  birth  to  a  child  by  hav- 
ing the  measurements  of  your  pelvis  taken  and  your  body  examined ; 
and  third,  is  a  warning  of  various  injurious  symptoms  which  may 
arise.  If  you  notice  that  you  have  any  watery  or  bloody  discharge, 
scanty  or  highly  colored  urine,  pain  in  the  head,  spots  before  your 
eyes,  edema,  or  pain  in  the  pit  of  the  stomach,  or  badly  constipated, 
immediately  seek  the  clinic  or  your  physician  for  treatment. 

I  believe  by  such  a  simple  system  of  education  we  can  do  away 
with  many  of  these  cases  of  pernicious  vomiting  of  pregnancy  and 
eclampsia. 

Dr.  Lotus  Btjrckhardt,  Indianapolis,  Indiana. — The  difficulty 
about  coming  to  definite  conclusions  in  regard  to  these  cases  is  that 
the  reports  are  so  few.  We  ought  to  have  an  enormous  number  of 
case  reports  in  order  to  draw  any  definite  conclusions.  Dr.  DeLee 
in  his  year  book  for  1918  mentions  the  point  that  if  we  only  had  the 
courage  to  run  a  series  of  cases  along  medical  lines  and  another 
series  along  the  plan  of  Christian  Science,  trying  to  find  out  the 
best  methods,  and  which  ones  to  treat  and  which  ones  to  let  alone, 
then  we  might  come  to  some  definite  conclusions. 

The  European  reports  of  191 7  about  childbirth,  infant  mortality, 
and  so  on,  show  that  under  the  war  conditions  eclampsia  has  almost 
completely  disappeared  from  the  German  Empire.  In  other  words, 
they  have  been  Hooverizing  over  there  before  we  ever  thought  about 
it.  (Laughter.)  The  same  reports  show  surprising  results  in  that 
the  average  size  of  the  child  has  increased  on  the  limited  food. 
However,  we  must  make  this  statement  which  we  have  to  acknowl- 
edge, namely,  that  they  give  double  rations  to  pregnant  women  over 
there.  They  give  every  young  married  woman  double  rations  for 
eight  weeks. 

I  want  to  mention  one  thing  with  reference  to  the  introduction 
of  bags  or  the  use  of  bougies.  If  you  get  labor  started  in  the  pre- 
eclamptic stage,  watch  the  blood  pressure  and  the  albumin  immedi- 
ately after  the  onset  of  labor.  That  means  as  soon  as  labor  pains  set 
in,  and  you  will  find  to  your  surprise  that  the  blood  pressure  falls 
and  the  albumin  falls  a  long  time  before  rupture  of  the  membranes. 

Dr.  C.  Hollister  Judd,  Detroit,  Michigan  (by  invitation). — 

I  have  used  a  good  deal  of  corpus  luteum  for  vomiting  of  pregnancy 

and  it  seems  to  do  well  in  certain  cases,  but  I  rather  doubt  very 

much  if  the  vomiting  was  pernicious.     Most  of  these  women  will 

11 
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vomit  and  then  stop  vomiting.  I  usually  use  it  in  the  severe  cases, 
stop  it  for  a  time,  and  then  try  it  again.  In  using  corpus  luteum 
hypodermically  you  have  control  of  the  patient.  You  see  her  every 
day  in  the  house;  you  have  an  excuse  for  coming  and  she  will  feel 
satisfied  or  the  members  of  her  family  will  because  you  are  doing 
something.  In  this  way  you  have  absolute  control,  and  whether  it 
is  the  physical  effect  or  not,  I  do  not  know,  but  it  does  the  work  in 
many  instances. 

To  one  of  these  women  I  gave  corpus  luteum  for  two  or  three 
days  and  then  iron,  arsenic  and  strychnia  hypodermically,  and 
the  effect  was  better  than  with  the  other.  It  seemed  to  me,  it  was 
purely  psychical. 

There  is  one  other  point  that  Dr.  Edgar  mentions  in  his  book  in 
regard  to  cureting  the  cervix  in  these  cases.  A  friend  of  mine 
curetted  a  woman  who  was  pregnant,  for  pernicious  vomiting.  It 
was  pernicious  in  this  case  because  she  lost  30  pounds.  After 
the  curetment  she  immediately  stopped  vomiting,  put  on  weight 
and  was  subsequently  delivered  of  her  baby.  Now,  whether 
that  was  psychical  or  not,  and  whether  he  did  something  to  the  cer- 
vix or  not,  I  would  like  to  know. 

Dr.  Mosher  (closing). — I  am  sorry  that  there  has  not  been  more 
definite  discussion  of  my  attempt  to  standardize  the  treatment  of 
toxemia.  We  know  that  regardless  of  the  fact  that  you  can  put 
your  finger  on  this  woman  and  say  she  has  pernicious  vomiting  and 
the  other  woman  does  not  have  it,  there  is  a  consensus  of  opinion  as 
to  what  constitutes  toxemia.  When  one  goes  to  a  woman  who  is 
pregnant  and  she  has  some  type  of  infection  somewhere,  one  knows 
it  is  due  to  a  toxemia,  if  otherwise,  why  should  not  every  patient  who 
is  pregnant  have  toxemia?  There  is  no  use  for  us  to  become  hope- 
lessly pessimistic.  Pessimism  does  not  increase  our  results.  By 
being  pessimistic,  you  may  say  that  a  certain  number  will  die,  let 
them  go.  I  do  not  like  that  sort  of  discussion  which  says:  "No 
one  knows  what  toxemia  is.  If  the  condition  is  purely  mental,  there 
is  no  use  of  giving  medical  treatment.''  Until  we  can  demonstrate 
what  constitutes  toxemia  treatment  must  be  empirical.  When  we 
find  out  the  source  of  the  toxin  and  treat  it  rationally  we  will  get 
results.  In  the  meantime,  if  I  have  had  forty-nine  cases  and  only 
two  of  them  have  died,  and  of  these  two,  one  had  streptococcic 
infection  before  she  came  in,  and  the  other  one  had  a  chronic  nephri- 
tis, my  results  demand  some  respectful  consideration.  Of  course, 
some  of  these  patients  might  live  without  treatment,  as  patients 
live  through  all  sorts  of  conditions  without  treatment.  Since  we 
have  followed  a  method  that  has  given  results,  it  seems  to  me  that 
others  should  do  likewise. 

I  am  glad  to  have  started  a  discussion  in  this  association  on  this 
subject,  and  whether  my  theory  is  carried  out  or  not,  I  know  these 
conditions  can  be  treated  with  better  results  than  formerly  since 
I  have  gotten  these  results  that  are  worthy  of  consideration. 

As  to  the  use  of  corpus  luteum,  you  must  bear  in  mind  that  two 
of  these  women  previously  had  had  abortion  done  twice,  and  these 
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were  not  morning  sicknesses  but  cases  of  true  pernicious  vomiting; 
therefore,  if  I  have  six  cases  and  get  six  satisfactory  results,  I  feel  I 
have  ioo  per  cent. 

Dr.  Francis  Reder,  St.  Louis,  read  a  paper  on 

PATHOLOGIC    CONDITIONS    OF    THE    PELVIC   VISCERA,    THE    RESULT    OF 

INDUCED     ABORTIONS     CAUSING     STERILIZATION,     DISCLOSED     BY 

ABDOMINAL    SECTION. 

(For  original  article  see  page  823.) 

DISCUSSION. 

Dr.  Arthur  E.  Skeel,  Cleveland,  Ohio. — I  would  like  to  ask  Dr. 
Reder  whether  in  these  sterile  women  the  spermatozoa  were  examined 
microscopically  before  instituting  treatment. 

Dr.  Reder. — I  eliminated  an  examination  in  every  case.  Inas- 
much as  these  women  had  so  many  abortions  everything  seemed 
apparently  all  right  on  the  other  side.  Neither  were  the  secretions 
from  the  tubes  in  hydrosalpinx  cases  examined. 

Major  J.  Henry  Carstens,  Detroit,  Michigan. — Dr.  Reder's 
paper  is,  I  think,  very  timely  considering  the  great  war  and  the 
falling  birth  rate  and  the  anticonception  methods  and  everything 
else,  and  I  think  we  should  do  all  we  can  to  help  those  women  who 
desire  to  have  children.  There  is  absolutely  nothing  to  be  criticised 
that  I  can  see  except  the  time.  Having  had  a  good  many  of  these 
cases  to  deal  with,  as  Dr.  Reder  has,  I  do  not  temporize  with  them  very 
long.  I  find  in  most  of  the  cases  the  women  have  been  subjected  to 
local  treatment  by  physicians,  but  not  only  that,  most  of  them  have 
been  subjected  to  dilatation  and  curetment,  and  the  uterus  and 
the  cervix  have  been  placed,  as  a  rule,  in  a  normal  condition.  Some 
of  these  women  have  been  curetted  several  times.  The.se  women 
have  some  form  of  pelvic  trouble,  and  I  waste  very  little  time  on 
these  cases.  Sometimes  you  can  diagnose  adhesions  on  account  of 
pain  you  produce  in  the  uterus  by  conjoined  examination.  You 
find  by  making  traction  in  a  certain  direction  that  there  is  pain 
which  means  that  there  are  some  adhesions  somewhere,  and  if  you 
pull  on  it  it  will  produce  pain.  In  some  of  them  you  cannot  do  this. 
In  these  cases,  instead  of  waiting,  I  simply  explain  to  the  woman 
that  they  have  a  chronic  inflammation  with  adhesions,  that  the 
tubes  are  closed  or  agglutinated  to  the  side,  and  that  they  require 
an  exploratory  celiotomy  so  that  the  tubes  and  ovaries  may  be 
put  in  a  normal  condition. 

Dr.  Thomas  B.  Noble,  Indianapolis,  Indiana. — Every  practi- 
tioner appreciates  the  position  he  is  in  when  he  is  called  upon  to 
restore  maternal  function  when  apparently  it  has  been  lost  in  times 
gone  by  by  short-sightedness,  inadvertence,  or  sinful  acts  on  part 
of  the  patient,  but  there  is  a  danger  associated  with  the  restoration 
of  the  oviducts  that  must  not  be  lost  sight  of,  a  danger  which  it  is 
difficult  to  surmount  even  though  you  anticipate  it,  and  that  is  an 
extension  from  the  infection  that  possibly  exists  in  the  lumen  of  the 
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tubes,  which  you  are  attempting  to  restore.  In  a  given  case  follow- 
ing an  abortion  or  abortions  the  tubes  have  been  strangulated  toward 
the  fimbriae  by  adhesive  fibrils  or  by  the  closure  of  the  fimbriae  by 
the  agglutination  of  their  dactyliform  processes  in  such  a  way  as 
to  mechanically  produce  accumulations  of  discharges  within  the 
tubes.  In  this  class  of  cases  in  which  the  tubes  may  appear  capable 
of  restoration,  we  are  prone  to  the  danger  arising  from  liberated 
infection. 

Three  months  ago  in  attempting  to  do  what  Dr.  Reder  suggests, 
a  young  woman  who  had  married  three  years  before  and  had  had 
an  abortion,  and  was  unable  to  have  a  child,  submitted  herself  to  a 
laparotomy  for  the  purpose  of  making  her  fruitful.  I  found  such 
tubes  as  I  have  already  indicated;  they  were  closed  at  the  fimbriae, 
with  but  slight  cobweb  bands  about  them.  I  opened  the  fimbriae, 
examined  as  much  of  the  mucosa  as  I  could  and  separated  the 
adhesions  by  cutting,  not  by  stripping,  in  order  that  there  might 
be  no  denuded  surfaces  left,  and  then  closed  the  woman's  abdomen. 
She  was  dead  in  three  days  from  a  violent  septic  peritonitis. 

I  do  not  know  any  way  whereby  we  can  make  a  bacteriological 
study  of  this  class  of  cases  which  would  give  us  an  insight  as  to 
the  presence  of  infection  in  the  tubes,  old  or  new,  so  that  we  could 
determine  whether  to  remove  the  tubes  or  leave  them,  hoping  they 
might  functionate  later  on. 

Dr.  James  E.  Davis,  Detroit,  Michigan. — The  relation  of  the 
pathology  of  the  uterus  and  adnexa  to  the  physiological  function  is 
very  interesting,  and  if  we  are  to  succeed  by  the  operative  measures 
offered  by  the  essayist,  it  is  necessary  that  they  be  done  early. 

One  is  impressed  with  the  rapidity  with  which  structural  changes 
take  place.  Those  who  have  examined  tubes  in  sections  will  be 
reminded  that  the  fimbriae  disappear  in  a  surprisingly  short  time 
in  many  cases.  There  is  quite  a  variation  in  the  different  types  of 
infections.'  With  the  staphylococcus  infections,  perhaps  the  best 
results  will  be  obtained  and  the  least  damage  will  be  done,  excepting 
in  those  cases  where  the  accumulation  of  pus  in  the  tube  is  enormous. 
In  the  streptococcus  infections,  usually  the  damage  is  very  great  in 
a  short  period  of  time.  In  the  gonococcal  infections,  it  seems  there 
is  a  selective  effect  exerted  upon  the  mid-portion  of  the  tube.  Where 
the  gonococcic  and  streptococcic  infections  are  together,  then  the 
function  of  the  tube  disappears  very  rapidly.  In  these  tubes  we 
find  the  fimbriae  cannot  be  identified  after  a  short  time.  It  is  not  a 
question  of  opening  the  ostium;  it  is  one  of  absolute  destruction  of  all 
functionating  tissue  remaining  in  the  tubes.  The  extent  of  the 
endometritis  also  is  a  very  important  consideration.  In  nearly 
all  these  criminally  produced  abortions  there  is  a  very  marked 
endometrial  change,  such  a  change  that  it  is  impossible  for  pregnancy 
to  be  successful  at  any  future  time. 

Dr.  Reder  (closing). — With  regard  to  the  infections  Dr.  Noble 
speaks  about,  I  regard  time  an  important  factor.  Inasmuch  as 
these  infections  were  of  long  standing  before  an  operation  was  under- 
taken, it  could  be  assumed  that  the  tubal  contents  were  sterile. 
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Time  is  our  best  ally  in  these  cases.  Again,  we  should  take  into 
consideration  the  fact  that  these  women  have  not  been  sick;  and 
that  their  resisting  power  was  good. 

With  regard  to  the  remarks  of  Dr.  Davis,  all  the  women  that 
conceived  were  the  youngest  of  the  series.  They  suffered  the  least 
amount  of  damage  as  far  as  the  induction  of  abortion  was  concerned. 
In  many  of  these  cases  the  fimbriae  could  not  be  demonstrated  at 
the  operation.  A  dissection  was  made  about  the  ostium  of  the  tube 
till  the  lumen  was  reached.  The  end  was  then  "cuffed"  back. 
When  we  consider  the  migratory  possibilities  of  the  ovum  some 
assistance  can  be  given  to  the  ovum  by  attaching  the  ostium  of  the 
tube  as  near  to  the  ovary  as  can  be  done  without  causing  undue 
injury  to  the  circulatory  apparatus  of  these  organs,  or  if  the  ovary 
is  prolapsed  by  relieving  it  of  its  adhesions  and  attaching  it  as  near 
the  ostium  of  the  tube  as  possible. 

Dr.  E.  Gustav  Zinke,  of  Cincinnati,  read  a  paper  on 

THE   IRVING   W.   POTTER   METHOD   OP   PRACTISING  VERSION. 
(For  original  article  see  page  829.) 

DISCUSSION. 

Dr.  Hugo  0.  Pantzer,  Indianapolis,  Indiana. — I  wish  to  compli- 
ment the  scientific  spirit  which  prompted  Dr.  Zinke  to  investigate 
this  matter  of  version.  His  presentation  of  the  value  of  that  pro- 
cedure is  such  that  it  requires  no  further  comment.  After  listen- 
ing to  this  paper,  I  am  sure  the  work  of  Dr.  Potter  will  be  precept 
to  those  who  practice  midwifery. 

Dr.  Gordon  K.  Dickinson,  Jersey  City,  New  Jersey. — I  have 
often  observed  in  many  families  that  the  first  born  was  not  ioo 
per  cent,  efficient,  and  where  there  are  a  number  of  children  in  the 
family  the  last  was  the  brightest,  cleverest  and  most  genial.  I 
have  been  told  or  have  read  that  compression  of  the  brain  leads  to 
petechial  hemorrhages  in  the  cerebral  tissue.  The  obstetrician  is 
thinking  only  of  tearing  the  perineum.  The  father,  the  mother,  and 
family  want  a  baby  with  ioo  per  cent,  efficiency  in  every  brain  cell; 
they  do  not  care  whether  the  perineum  is  torn  or  not,  and  should  not 
care,  because  any  obstetrician  can  sew  that  up,  but  you  cannot 
repair  damaged  brain  tissue.  In  Cesarean  section  you  have  the 
possibility  of  ioo  per  cent,  efficiency  of  the  brain,  and,  from  what 
has  been  said,  with  short  compression  of  brain  you  have  a  quick 
delivery.  You  have  next  following  the  Cesarean  section  a  better, 
eugenically  speaking,  child  than  by  the  old  process,  and  this  feature 
pleases  me. 

Major  J.  Henry  Carstens,  Detroit,  Michigan. — I  have  delivered 
a  large  number  of  women  from  time  to  time,  probably  five  or  six 
thousand,  and  consequently  I  have  done  many  versions,  and  in 
the  class  of  cases  described  by  Dr.  Zinke  you  can  resort  to  version 
very    successfully.     However,    there    are    some    cases    where    you 
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cannot  do  it.  I  cannot  see  how  Dr.  Potter  with  his  hand  and  fingers 
can  open  the  cervix  in  ten  or  fifteen  minutes  when  it  takes  hours  and 
hours  to  do  it  by  other  manipulations. 

Dr.  Zinke. — He  does  not  interfere  until  the  os  is  fully  dilated  or 
easily  dilatable. 

Major  Carstens. — It  takes  quite  a  time  to  dilate  the  os.  I  have 
no  doubt  it  is  very  good  practice  in  some  cases,  especially  in  multi- 
para, but  in  primipara,  in  the  hands  of  men  who  have  not  a  very 
large  experience,  I  would  suggest  that  they  do  not  try  it.  All 
things  considered,  I  think  relying  on  the  vis  medicatrix  natures  is 
the  best  way.  In  cases  where  there  is  a  normal  presentation,  and 
the  women  are  going  on  in  a  normal  way,  you  had  better  take  a 
chance  with  nature. 

Dr.  Arthur  H.  Bill,  Cleveland,  Ohio. — I  am  still  a  skeptic 
and  am  not  at  all  convinced.  There  are  several  points  to  be  con- 
sidered, one  of  them  just  mentioned  by  Dr.  Carstens  in  connection 
with  Dr.  Zinke's  paper  pertaining  to  the  dilatation  of  the  cervix. 
It  is  said  that  the  cervix  is  dilated  by  Dr.  Potter  without  any  injury 
whatever.  I  do  not  believe  that  it  is  possible  for  a  cervix  to  be 
dilated  rapidly  with  the  fingers  in  a  safer  way  than  it  can  be  dilated 
by  the  membranes  or  fetal  head.  There  is  certainly  danger  in 
dilating  the  os  rapidly  in  cases  in  which  it  is  not  completely  dilated, 
especially  in  primiparae. 

I  can  remember  in  my  hospital  experience  as  a  student  seeing 
versions  done  in  various  clinics  in  which  this  was  considered  the 
proper  procedure.  I  think  I  can  truthfully  say  more  babies  were 
lost  by  version  than  by  any  other  obstetric  procedure,  particularly 
in  cases  in  which  there  was  faulty  judgment  on  the  part  of  the 
operator  in  choosing  to  perform  version,  where  there  was  a  slight 
disproportion  between  the  head  and  pelvis.  To  be  sure  versions 
are  done  by  good  men,  men  who  are  considered  good  clinicians,  who 
think  they  can  deliver  a  baby  by  means  of  version  better  than  they 
can  by  forceps,  but  where  considerable  traction  is  exerted  on  the 
aftercoming  head  the  fetal  mortality  is  high. 

Version  is  a  bad  procedure  in  cases  in  which  there  is  a  disproportion 
between  the  fetal  head  and  pelvis.  There  is  only  one  type  of  pelvis 
in  which  it  is  possible  to  deliver  the  aftercoming  head  in  an  easier 
manner  than  the  advancing  head,  and  that  is  the  simple  flat  pelvis 
of  normal  width.  I  do  not  believe  that  one  can  deliver  the  after- 
coming  head  with  greater  facility  than  the  presenting  head  in 
any  other  type  of  pelvis.  There  is  no  molding  the  fetal  head 
in  cases  in  which  version  is  performed  by  Dr.  Potter,  and  molding 
means  much  in  the  delivery  of  a  case  in  which  there  is  a  moderate 
disproportion  between  the  fetal  head  and  the  pelvis.  I  personally 
am  doing  fewer  versions  now  than  I  did  ten  years  ago  because  there 
is  seldom  an  indication  for  podalic  version.  In  my  opinion  there  was 
no  indication  for  version  in  the  two  cases  reported  by  Dr.  Zinke. 

As  to  saving  Dr.  Potter's  own  time  no  comment  is  necessary.  As 
to  eliminating  the  bulk  of  the  labor  and  also  avoiding  injury  to  the 
fetal  head,  why  stop  at  version?     Why  subject  the  patient  to  any 
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part  of  labor?  Why  not  do  a  Cesarean  section  in  every  case  and  be 
done  with  it  and,  in  addition,  have  a  perfect  baby  in  each  case? 

Dr.  William  M.  Brown,  Rochester,  New  York. — I  do  not  see  any 
danger  in  this  method  in  Dr.  Potter's  hands  or  in  the  hands  of  any 
Fellow  of  this  Association,  but  I  do  see  one  danger  at  the  present 
time  in  this  proposition.  You  know  that  probably  75  per  cent, 
or  more  of  the  labors  are  not  in  your  hands  or  my  hands,  but 
in  the  hands  of  the  very  plain  ordinary  practitioner.  If  this  propo- 
sition goes  out  from  this  Association  and  is  advocated  as  a  proper 
procedure  for  every  one  to  do,  it  will  let  down  the  bars;  the  practi- 
tioner in  the  country  who  is  in  a  hurry,  will  do  a  version,  and  you  will 
find  that  there  would  soon  result  an  enormous  morbidity  and  mor- 
tality if  this  thing  should  be  universally  adopted.  The  danger  I  see 
in  it  is  not  on  account  of  its  practice  by  Dr.  Potter  or  the  members  of 
this  Association,  because  they  can  in  a  hospital  under  proper  condi- 
tions do  these  versions  safely  and  well,  but  the  question  arises,  is  it 
safe  teaching  for  the  large  run  of  general  obstetric  practice  through- 
out the  country?     I  do  not  think  it  is. 

Dr.  C.  Hollister  Judd,  Detroit,  Michigan.- — From  what  Dr. 
Zinke  has  said,  I  believe  Dr.  Potter  is  correct  in  his  statements  and 
has  done  what  he  claims.  Dr.  Potter  has  acquired  tremendous  skill 
by  long  practice  in  this  difficult  procedure;  I  do  not  believe  I  could 
be  anything  like  as  skilful  as  he  is.  If  he  taught  me,  I  might  do 
version  better  than  I  do  it  now.  If  this  procedure  is  advocated  and 
it  goes. all  over  the  country,  and  men  are  not  conscientious  in  doing 
it,  it  is  capable  of  doing  tremendous  damage.  I  have  done  a  great 
many  versions  and  perhaps  I  do  the  operation  rather  crudely,  but  I 
have  learned  to  do  them  slowly  and  carefully,  I  try  to  have  the  baby 
breathe,  and  not  extract  the  head  when  it  comes  to  the  outlet.  As 
I  have  remarked,  Dr.  Potter  has  acquired  great  skill  in  this  opera- 
tion, but  how  much  damage  he  did  in  acquiring  that  skill  it  is  hard 
to  say.  I  feel  that  we  may  do  more  damage  than  good  in  acquiring 
that  skill,  and  that  it  is  safest  for  most  of  us  to  go  carefully. 

Dr.  Abraham  J.  Rongy,  New  York  City. — Two  years  ago  I 
refused  to  accept  Dr.  Potter's  teaching  and  said  so.  A  year  ago  I 
refused  to  accept  his  teaching  with  Dr.  Hayd  s  endorsement,  and 
this  year  I  refuse  to  accept  it  with  Dr.  Zinke's  endorsement.  I  will 
go  one  step  further  than  Dr.  Brown  and  say  that  I  do  not  believe 
50  per  cent,  of  the  men  in  this  room  can  do  what  Dr.  Potter  does. 
I  believe  Dr.  Potter  and  believe  in  what  he  says,  but  half  of  the 
men  in  this  room  cannot  accomplish  what  Dr.  Potter  has  accom- 
plished in  the  last  three  or  four  years.  If  we  should  permit  this 
teaching  to  go  out  from  this  Association  and  be  disseminated 
throughout  the  country,  it  would  do  more  damage  than  any  other 
obstetrical  procedure  within  my  memory.  I  know  that  I  cannot 
perform  version  as  well  as  Dr.  Potter  describes  it,  with  the  least 
amount  of  danger  to  the  woman  and  child.  I  have  tried  to  follow 
his  technic  in  the  last  year  and  I  did  not  save  the  perineum.  In 
many  patients  the  shoulders  were  extended  above  the  brim  of  the 
pelvis;  I  had  to  introduce  my  hand  and  bring  the  arms  down.     There 


900  TRANSACTIONS    OF    THE    AMERICAN    ASSOCIATION 

must  be  a  certain  amount  of  tearing  of  the  soft  parts.  Like  many 
others,  I  would  like  to  see  Dr.  Potter  do  this  work.  We  ought  to 
be  more  conservative  and  not  allow  teaching  of  this  sort  to  be  dis- 
seminated broadcast.  We  must  not  use  prophylactic  version  for 
the  convenience  of  the  doctor. 

Dr.  Irving  W.  Potter,  Buffalo,  New  York. — I  want  to  thank 
Dr.  Zinke  for  coming  to  Buffalo.  I  did  not  know  he  was  coming, 
and  his  visit  was  rather  a  surprise  to  me.  This  paper  was  still  more 
of  a  surprise.  He  saw  me  do  two  versions  and  watched  me  very 
carefully.     Both  of  those  patients  and  babies  are  well. 

At  the  Indianapolis  meeting  two  years  ago  I  received  a  sound 
thrashing.  I  reported  500  cases  of  version  which  were  my  own 
work.  I  had  absolutely  disregarded  everybody's  teaching,  but 
I  was  perfectly  honest  in  my  statements,  and  the  health  reports  of 
the  city  of  Buffalo  are  open  to  anybody's  inspection  at  any  time,  and 
if  I  did  not  get  such  results  as  I  reported  I  would  not  be  allowed  in 
the  hospitals  which  the  city  of  Buffalo  supports;  neither  would  I  be 
allowed  to  go  on  with  the  business  that  I  am  doing.  The  500  cases 
I  reported  at  Indianapolis  were  not  very  well  received.  I  appeared 
before  the  Association  at  Newark  with  a  series  of  200  cases  the  year 
following  the  Indianapolis  meeting,  and  that  paper  was  published 
after  considerable  discussion,  and  I  was  told  that  that  would  be  the 
end  of  it. 

For  the  year  ending  August  31st,  I  have  personally  delivered  746 
women.  My  assistant  is  in  Europe  in  the  service;  two  other  men 
I  have  had  with  me  are  gone,  and  this  work  has  been  done  by  my- 
self. Of  these  746  women,  I  delivered  508  by  version.  The  year 
before  I  reported  200  cases  and  was  told  I  would  have  to  stop,  and 
this  year  I  have  reported  508.  That  makes  a  series  of  over  1200 
versions  without  a  maternal  death,  and  with  a  fetal  mortality  less 
than  I  would  have  had  by  other  methods. 

I  was  told  at  Indianapolis  and  at  Newark  that  I  had  brought 
nothing  new  to  the  Association.  While  I  may  have  brought  nothing 
new,  nevertheless  my  method  is  distinctly  different  from  any  method 
of  version  I  have  read  of  or  heard  anybody  describe,  and  the  trouble 
with  the  whole  situation  has  been  that  the  paper  was  never  properly 
discussed. 

In  the  first  place,  I  advocate  deep  anesthesia.  I  do  not  believe 
there  is  any  place  in  obstetrics  for  the  so-called  obstetric  anesthesia. 
I  have  a  regular  anesthetist  who  goes  with  me  and  does  nothing 
else.  In  the  second  place,  the  proper  position  of  the  patient  is  of 
the  utmost  importance.  This  work  cannot  be  done  on  a  low  double 
bed,  it  can  be  done  on  a  high  single  bed,  or  it  can  be  done  on  an 
ordinary  kitchen  table.  Deep  anesthesia  and  proper  position  of  the 
patient  are  two  very  important  essentials.  I  said  the  cervix  must 
be  dilatable  or  dilated.  I  know  when  a  cervix  is  as  thick  as  my 
finger  I  cannot  dilate  it  and  I  do  not  try.  I  do  not  want  anybody 
to  go  away  with  that  idea.  The  cervix  must  be  dilated  and  must 
be  completely  dilated  to  have  a  successful  termination  of  the  version. 
The  anesthesia,  the  proper  position  of  the  patient,  and  complete 
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dilatation  of  the  birth  canal,  Dr.  Zinke  has  described  most 
accurately. 

Another  point  which  is  of  the  utmost  importance  and  which  is 
not  described  in  your  text-books,  or  was  not  described  by  any  of  my 
teachers,  or  advocated  by  anybody,  is  bringing  down  both  feet. 
All  the  versions  I  saw  when  I  was  a  medical  student  or  heard  talked 
about  were  those  where  the  obstetrician  reached  up  and  pulled  down 
one  foot,  plugged  the  outlet  with  one  hip.  If  he  got  the  posterior 
foot,  the  anterior  hip  caught  on  the  symphysis,  and  if  he  got  the 
anterior  leg  the  posterior  hip  caught  on  the  promontory,  and  he 
either  went  away  and  left  it  there  or  pulled  the  leg  off.  I  bring  down 
both  feet,  then  have  complete  control  of  labor.  It  can  be  terminated 
as  abruptly  as  you  like  without  any  damage  to  either  one  hip  or  the 
other  because  traction  is  equal;  you  do  not  dislocate  the  hip  or 
break  the  leg.  Those  points  were  never  mentioned  in  this  discus- 
sion. The  Association  merely  condemned  it.  I  am  not  talking  to 
medical  students;  I  am  talking  to  teachers  of  obstetrics,  and  you 
cannot  teach  students  so  that  they  can  do  the  work  in  a  short  time. 
It  requires  practice.  My  assistants  can  now  do  version  as  well  as 
I  can. 

I  do  not  go  after  the  shoulders  until  the  scapula  is  out.  I  bring 
the  scapula  down  underneath  the  symphysis;  I  rotate  the  back  of 
the  child  to  the  front  by  making  a  little  traction  on  the  anterior  leg. 
Then  you  get  the  scapula  outside  of  the  body  and  bring  one  shoulder 
down  with  the  forefinger.  You  do  not  put  your  arm  alongside  of  the 
baby  the  way  Dr.  Rongy  describes.  Of  course,  he  tears  the  birth 
canal.  Now,  when  you  get  the  anterior  shoulder  out,  go  for  the 
posterior.  It  is  a  good  deal  easier  to  get  the  anterior  shoulder  out 
first  than  it  is  the  posterior,  the  same  as  it  is  when  you  deliver  the 
anterior  shoulder  with  the  oncoming  head;  if  you  work  the  anterior 
shoulder  out  you  can  save  the  soft  parts  by  lifting  it  up.  Get  the 
anterior  shoulder  out  and  posterior  shoulder  out,  and  put  the  left 
forefinger  in  the  mouth  of  the  baby,  flex  the  head  with  the  aid  of 
the  hand  on  the  outside,  and  bring  the  mouth  down  to  the  vulva. 

With  all  the  versions  I  have  seen  done,  the  trouble  has  been  that 
the  operator  is  in  too  much  of  a  hurry.  He  gets  hold  of  the  first 
thing  he  can  find  and  pulls.  That  is  all  wrong.  Get  the  mouth  of 
the  baby  down  to  the  vulva  and  let  the  baby  breathe;  milk  out  the 
mucus  from  the  larynx  if  necessary.  There  is  no  hurry.  The  cord 
may  be  two  or  three  times  around  the  neck.  Even  if  you  make 
gentle  pressure  from  above  to  increase  the  flexion,  the  baby  will 
come  out  over  the  perineum  all  right. 

These  patients  do  not  bleed  severely.  I  have  not  had  a  patient 
bleed  to  death,  nor  have  I  had  severe  hemorrhages.  The  loss  of 
blood  in  these  cases  is  not  any  greater  than  it  is  with  normal  deliver- 
ies; I  do  no  think  it  is  as  great  many  times.  But  the  great  secret 
of  success  is  to  familiarize  yourselves  with  your  position.  You 
must  introduce  the  hand  and  map  out  where  the  placenta  is,  sepa- 
rate the  membranes  from  the  uterine  wall,  and  get  as  complete 
separation  as  you  can  before  you  do  version.     That  facilitates  the 
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delivery  of  the  placenta.  When  you  do  a  Cesarean  section,  you 
introduce  your  hand  and  separate  everything  because  it  facilitates 
the  third  stage.  You  do  the  same  thing  with  version,  get  the  loca- 
tion of  the  child,  find  out  where  the  child's  cord  is  and  the  pla- 
centa, and  explore  the  whole  uterine  cavity. 

Just  one  point  more.  I  do  not  think  every  man  is  constituted 
physically  to  do  version.  I  do  not  think  a  man  with  a  forearm  as 
big  as  some  of  the  forearms  of  the  men  in  this  room  have  any  right 
to  put  it  in  a  birth  canal.  A  man  with  a  long  slender  forearm  and 
long  gloves,  properly  lubricated,  can  explore  the  uterine  cavity 
just  as  a  surgeon  explores  the  abdominal  cavity  without  doing  any 
great  harm. 

Dr.  Zinke  (closing). — Regarding  conservation  of  the  patient's 
strength  Dr.  Bill  compared  the  statements  in  my  paper  on  version, 
with  Cesarean  section.  In  Cesarean  section  the  obstetrician  muti- 
lates the  patient  by  invading  the  abdominal  and  uterine  cavities 
through  large  incisions.  A  version  does  not  necessitate  anything  like 
this  procedure. 

As  to  the  danger  of  frequent  version  on  the  part  of  the  general 
practitioners,  it  may  be  said  that  this  applies  with  equal  force  to 
everything  we  do  in  the  practice  of  medicine  and  surgery.  He  who 
does  not  know  how  to  do  a  thing  right,  has  no  business  to  do  it  at  all. 
It  is  true  that  many  men  perform  operations  for  which  they  have  not 
been  trained.  There  is  no  longer  an  excuse,  in  these  days,  for  such 
occurrences.  In  the  past,  when  nearly  every  practitioner  was  a 
pioneer,  experimentation  was  justifiable,  but  that  time  has  passed. 
The  discussion  of  to-day  reminds  me  a  little  of  what  was  said  when 
I  first  advocated  Cesarean  section  for  placenta  previa.  There  was 
not  a  man  in  the  audience  who  agreed  with  me;  and,  subsequently, 
I  was  roundly  condemned  by  the  medical  press  in  this  country  and 
abroad  for  advocating  this  operation. 

There  was  a  time  when  everyone  denounced  hysterectomy  and 
oophorectomy.  It  took  men  like  Joseph  Price  to  establish  these 
operations  in  this  country.  Ovariotomy  and  appendectomy  were 
viciously  denounced;  and  this  has  been  the  case  in  the  past  with 
every  operation  of  importance.  To-day  all  of  these  operations  are 
performed  daily,  not  always  with  good  results,  it  is  true,  but  with 
the  consent  of  everybody.  A  man  who  cannot  perform  version 
of  the  child  as  Dr.  Potter  does,  should  not  attempt  or  condemn  the 
procedure;  but  one  who  can  do  it  as  well  as  Dr.  Potter,  need  not  hesi- 
tate to  perform  it,  if,  by  so  doing,  he  injures  neither  mother  nor  child, 
yet  shortens  the  period  of  suffering  and  maintains  the  vitality  of  both 
lives  concerned.  A  man  must  be  educated  for  this  practice.  Good 
obstetricians,  I  think,  like  good  surgeons  and  artists,  are  born. 
They  have  the  material  in  them.  All  they  need  is  a  conscientious 
and  efficient  teacher  to  lead  them  on. 

Dr.  William  Mortimer  Brown,  Rochester,  read  a  paper  on 

CESAREAN  SECTION  UNDER  LOCAL  ANESTHESIA. 
(For  original  article  see  page  836.) 
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Dr.  A.  J.  Rongy,  of  New  York,  read  a  paper  on 

INDICATIONS  FOR  CESAREAN  SECTION  WITH  A  RECORD   OF   PERSONAL 
EXPERIENCES  IN  A  SERIES  OF  IO9  CASES. 

(For  original  article  see  page  840.) 

DISCUSSION. 

Dr.  Arthur  H.  Bill,  Cleveland,  Ohio. — I  was  very  much  in- 
terested in  what  Dr.  Brown  said  with  reference  to  walling  off  the 
peritoneal  cavity  in  cases  of  Cesarean  section.  Four  or  five  years 
ago  I  tried  the  method  of  using  towel  clamps  for  this  purpose  and 
attempted  to  make  a  transperitoneal  section  by  clamping  the  uterus 
to  the  abdominal  wall.  Thin  layers  of  gauze  were  placed  smoothly 
between  the  uterus  and  abdominal  wall,  folded  back  over  the  skin, 
and  an  incision  made  in  the  uterus  through  the  peritoneum  and 
slightly  into  the  muscle,  and  then  the  uterus  clamped  to  the  ab- 
dominal wall  by  six  clamps.  I  did  not  feel  that  I  had  developed  the 
technic  of  the  procedure  and  do  not  think  so  to-day.  The  trouble 
with  ordinary  towel  clamps  is  that  they  have  such  short  jaws  that 
it  is  difficult  to  grasp  the  muscle.  Recently  I  have  found  clamps 
with  long  jaws,  ordinary  volsellum  forceps  with  marked  curves. 
They  act  well  in  this  procedure.  I  think  that  this  method  offers 
possibilities  which  are  well  worth  developing,  and  one  can  wall  off 
the  peritoneal  cavity  and  prevent  most  of  the  contents  of  the  uterus 
from  getting  into  it. 

With  reference  to  the  paper  of  Dr.  Rongy,  while  I  practically 
agree  with  everything  he  said,  there  is  one  point  on  which  I  can 
hardly  agree,  namely,  his  positive  statement  that  Cesarean  section 
is  never  indicated  in  the  preeclamptic  stage.  I  have  seen  cases  in 
which  the  induction  of  labor  has  been  performed  in  the  preeclamptic 
stage  and  shortly  after  the  onset  of  labor  the  woman  had  convul- 
sions. This  meant  of  course  that  labor  had  a  bad  effect  upon  that 
individual  case.  While  the  induction  of  labor  in  the  preeclamptic 
stage  is  justifiable,  we  have  to  estimate  how  nearly  the  patient  is 
to  the  border  line  between  the  preeclamptic  stage  and  eclampsia 
proper. 

I  saw  a  case  last  week  in  which  the  patient  had  been  under  the 
usual  treatment  for  preeclamptic  toxemia  and  had  improved 
as  much  as  seemed  possible.  She  had  reached  the  height  of  her 
improvement  and  then  became  worse.  Her  systolic  pressure  was  220 
and  diastolic  140.  She  could  not  recognize  individuals  in  the  room 
because  of  partial  blindness.  She  was  in  a  condition  in  which  it 
seemed  that  the  induction  of  labor  would  have  been  hazardous  and 
I  delivered  her  by  Cesarean  section.  About  twelve  hours  afterward 
she  had  one  convulsion;  she  had  no  more  and  is  recovering.  I  feel 
that  in  this  particular  case  the  induction  of  labor  would  have  been 
disastrous.  There  are  cases  in  which  the  patient's  condition  is 
too  serious  to  warrant  the  induction  of  labor  in  the  preeclamptic 
stage,  and  we  must  not  make  the  positive  statement  that  a  section  is 
never  indicated. 
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Just  one  other  point  with  regard  to  the  question  of  contamination. 
One  of  the  unfortunate  things  in  consultation  work  is  that  we  are 
called  upon  to  see  cases  in  which  the  family  physician  had  made 
repeated  examinations,  and  we  feel  that  the  danger  of  infection 
is  too  great  to  warrant  Cesarean  section.  We  warn  our  medical 
students  against  vaginal  examinations  in  cases  in  which  there  is 
doubt  as  to  the  possibility  of  the  head  passing  through  the  pelvis. 
We  teach  them  that  it  is  possible  by  rectal  examination  to  determine 
almost  as  much  as  by  a  vaginal  examination;  that  by  rectal  examina- 
tion we  can  determine  the  degree  of  dilatation  of  the  os  nicely;  we  can 
often  feel  the  sutures  and  determine  the  station  of  the  head  in  the 
pelvis.  If  rectal  examinations  were  resorted  to  more  frequently 
than  they  are  we  would  not  find  in  cases  which  demand  a  Cesarean 
section  a  contraindication  on  account  of  contamination. 

Dr.  Edward  J.  Ill,  Newark,  New  Jersey. — In  connection  with 
these  two  papers  and  the  discussion  that  followed  them,  I  would  like 
again  to  draw  attention  to  the  method  of  irrigating  these  uteri  that 
are  septic  with  the  alcohol  drain.  While  I  have  not  done  any 
Cesarean  sections  for  some  time,  having  left  them  to  the  younger 
men,  we  have  invariably  put  in  an  alcohol  drain  in  all  cases  that  were 
septic  at  the  time  of  operation  and  have  not  had  any  deaths. 

Let  me  speak  again  of  the  technic  for  the  benefit  of  those  who  may 
not  have  heard  my  talk  about  it  last  year.  After  the  uterus  has 
been  opened  and  fetus  removed  a  tube  is  pushed  down  in  the 
vagina  long  enough  to  reach  beyond  the  vulva.  A  strip  of  2-inch 
iodoform  gauze  is  pushed  down  alongside  the  tube  into  the  vagina; 
the  whole  uterine  cavity  is  snugly  filled  with  the  gauze,  care  being 
taken  that  the  end  of  the  rubber  catheter  (No.  17)  is  near  the  fundus, 
not  at  the  fundus.  Then  the  uterus  is  sewed  by  such  methods  as  one 
is  accustomed  to  use.  Immediately  after  the  patient  is  put  to  bed 
50  c.c.  of  dilute  25  per  cent,  alcohol  is  poured  through  this  gauze. 
This  is  repeated  by  the  nurse  every  two  hours.  There  is  no  danger 
of  the  tube  slipping  out  if  it  is  fastened  from  below  to  the  gauze  with 
a  piece  of  string. 

Captain  John  Norval  Bell,  Detroit,  Michigan. — Relative  to 
Dr.  Rongy's  conservative  treatment  of  eclampsia,  he  made  the  state- 
ment that  he  gives  these  cases  large  doses  of  morphin.  I  cannot 
agree  with  that.  I  think  the  general  outline  of  his  form  of  treat- 
ment is  good,  but  I  would  draw  the  line  in  regard  to  using  large  doses 
of  morphin.  The  treatment  should  be  carefully  guarded  because 
you  have  a  child  that  is  already  very  toxic,  and  if  you  give  a  woman 
half  a  grain  of  morphin  you  are  likely  to  have  a  dead  child.  On  the 
other  hand,  if  you  give  one-quarter  or  one-eighth  of  a  grain  and 
repeat  it  in  an  hour,  the  infant  mortality  would  not  be  so  large. 

Dr.  Brown  (closing  the  discussion  on  his  part). — I,  too,  have 
found  the  same  difficulty  with  these  towel  clamps  that  Dr.  Bill  has 
found,  although  I  have  usually  accomplished  the  purpose.  The 
greatest  difficulty  I  have  had  is  in  their  cutting  into  the  tissues 
They  have  not  been  large  enough  to  be  able  to  grasp  enough  tissue 
to  hold.     I  was  able  to  find  a  towel  clamp  with  two  prongs  instead 
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of  one,  and  in  using  it  was  enabled  to  get  a  better  grasp  and  hold 
the  tissues  better.  But  they  are  not  ideal  instruments  for  this 
purpose.  A  flat  blade  like  a  double  volsellum  would  certainly  be 
vastly  superior,  and  I  have  thought  of  developing  some  special 
clamp  for  the  purpose. 

I  have  been  doing  the  operation  described  for  five  or  six  years 
in  this  way.  In  fact,  when  I  first  started  it  I  did  not  grasp  the  possi- 
bilities of  the  towel  clamp,  and  I  advocated  taking  time  to  use  several 
interrupted  sutures  to  sew  the  incisions  together,  but  of  course  it 
was  a  very  foolish  sort  of  thing  to  do  when  you  can  do  it  so  much 
better  with  an  instrument. 

Dr.  Hayd. — Did  you  have  pieces  of  gauze  underneath  your 
clamps? 

Dr.  Brown. — I  did  not. 

Dr.  Hayd. — How  do  you  protect  or  guard  against  skin  infection 
from  entering  the  uterine  cavity  if  your  sharp  point  goes  through  the 
skin  and  goes  through  the  uterus? 

Dr.  Brown. — It  does  not  go  through  the  skin  into  the  uterus. 
The  point  of  the  prong  is  not  long  enough  to  go  through  the  skin, 
muscle,  uterine  wall  and  into  the  endometrium.  I  am  perfectly 
satisfied  the  outside  prong  does  not  go  into  the  endometrium.  I  do 
not,  as  a  rule,  put  the  clamp  into  the  endometrium.  I  make  applica- 
tion of  the  clamp  before  I  have  opened  the  uterine  cavity;  I  make  an 
incision  in  the  muscle  and  grasp  a  portion  of  that  muscle  with  the 
skin.  It  does  save  a  lot  of  manipulation  of  the  contents  of  the 
abdomen. 

Dr.  Skeel. — I  would  like  to  ask  Dr.  Brown  whether  he  makes  a 
high  incision  or  low  incision  under  local  anesthesia. 

Dr.  Browx. — I  make  absolutely  no  difference  in  the  incision 
under  local  or  general  anesthesia.  I  use  the  ordinary  Davis  high 
incision,  about  2  or  2V2  inches  long  above  the  umbilicus.  I  have 
had  no  difficulty  at  all. 

Dr.  Rongy  (closing). — I  would  like  to  ask  Dr.  Brown  if  any  of 
his  patients  ever  had  a  convulsion  while  the  operation  was  going  on? 

Dr.  Brown. — No. 

Dr.  Rongy. — If  any  of  these  patients  should  have  a  convulsion 
while  operating,  what  would  you  do? 

Dr.  Brown. — I  do  not  know.  I  have  only  once  resorted  to  local 
anesthesia  in  operating  in  the  eclamptic  condition.  That  patient 
was  in  a  state  of  impending  eclampsia;  a  few  hours  later  she  did 
have  several  convulsions.  I  do  not  believe  it  would  make  any  dif- 
ference whether  the  operation  was  done  under  local  or  general  anes- 
thesia if  she  had  a  convulsion. 

Dr.  Rongy. — What  about  the  abdominal  contents? 

Dr.  Brown. — My  clamping  would  hold  the  abdominal  contents 
back  very  well. 

Dr.  Rongy. — Regarding  the  point  raised  by  Dr.  Bill  of  performing 
Cesarean  section  in  the  preeclamptic  stage,  it  seems  to  me  that  one 
has  always  time  to  induce  labor  in  such  cases.  We  must  not  wait 
too  long  in  these  patients,  very  often  they  become  severely  toxic  and 
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have  no  convulsions.  The  degree  of  the  toxicity  must  not  always 
be  judged  by  the  convulsions.  If  a  patient  is  carefully  watched  the 
obstetrician  will  always  be  able  to  observe  the  change  in  her  condi- 
tion. Every  case  of  toxemia  of  pregnancy  which  does  not  improve 
under  medical  treatment  should  have  the  pregnancy  interrupted. 
In  that  way  the  severe  types  of  eclampsia  which  very  often  per- 
manently damage  the  kidneys  and  heart  will  be  eliminated. 

I  did  not  mention  in  my  paper  that  in  the  supposedly  infected 
cases,  I,  as  a  rule  pack  the  lower  segment  of  the  uterus  with  10  per 
cent,  iodoform  gauze,  and  remove  it  at  the  end  of  twenty-four  hours. 
It  seems  to  me,  if  there  is  a  remnant  of  focal  infection  in  the  lower 
segment  of  the  uterus  the  10  per  cent,  iodoform  gauze  will  probably 
kill  some  of  the  bacteria  on  the  surface  which  causes  the  infection. 

Regarding  the  administration  of  large  doses  of  morphin,  the  only 
way  to  control  convulsions  is  by  giving  large  doses.  By  a  large  dose 
I  do  not  mean  the  initial  dose  but  enough  morphin  to  control  the 
attacks.  I  have  given  as  much  as  3  grains  in  twenty-four  hours, 
beginning  with  one-quarter  of  a  grain  and  repeating  it  at  the  end 
of  an  hour  or  two.  In  these  cases  we  should  not  be  frightened  by 
the  use  of  large  doses  even  if  the  respiration  comes  down  to  ten  or 
twelve  times  per  minute. 

Major  J.  H.  Carstens,  Detroit,  read  a  paper  entitled 

THE   QUESTION    OF    STERILIZING    WOMEN    WHEN   OPERATING   FOR 
TUBERCULAR  PERITONITIS. 

(For  original  article  see  page  849.) 
DISCUSSION. 

Dr.  Herman  E.  Hayd,  Buffalo,  New  York. — I  do  not  think  we 
are  justified  in  sterilizing  every  young  woman  who  has  tubercular 
peritonitis.  All  of  us  have  operated  on  many  cases  doing  only  a 
laparotomy.  We  did  not  remove  the  tubes  yet  we  have  seen  these 
young  women  get  symptomatically  well;  they  have  put  on  from 
20  to  30  pounds  of  flesh,  and  have  lived  long  and  useful  lives. 

Dr.  William  Mayo  wrote  an  interesting  paper  which  was  pub- 
lished in  a  July  number  of  the  Journal  of  the  American  Medical 
Association,  in  which  he  took  up  the  treatment  of  tubercular  peri- 
tonitis. He  advised  removing  the  tubes  in  all  cases.  Now,  if  we 
can  prove  that  women  do  conceive  and  bear  children  who  had 
tubercular  peritonitis,  then  we  should  not  take  out  all  tubes.  If, 
however,  women  do  not  conceive  after  they  have  had  tubercular 
peritonitis,  and  if  it  be  possible,  that  the  tubes  are  usually  the  atrium 
through  which  the  tubercle  bacillus  gets  into  the  peritoneal  cavity, 
then  we  should  remove  the  tubes;  but  we  know,  that  the  tubercle 
also  travels  through  the  lymph  currents,  and  through  the  blood, 
as  has  been  pointed  out.  The  important  thing  for  us  to  make  up 
our  minds  about  is:  how  many  of  the  women  we  have  operated  on 
have  borne  children?  We  know  we  have  operated  on  young  girls 
who  have  subsequently  married  but  did  they  bear  children?     That 
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is  the  crux  of  the  proposition.  If  they  cannot  conceive  because  the 
cilia  of  the  tube  is  destroyed  by  the  tubercle  bacillus,  then  there  is 
no  necessity  of  having  the  tubes.  If  they  can  conceive,  then  they 
should  keep  their  tubes.  Dr.  Eisendrath,  of  Chicago,  in  a  discus- 
sion on  the  paper  of  Dr.  Mayo,  reported  the  case  of  a  girl,  fifteen 
years  of  age,  on  whom  he  operated  for  a  genuine  tubercular 
peritonitis,  and  subsequently  he  reported  her  as  having  borne  two 
children. 

Mayo  reports  in  his  paper  a  number  of  cases  he  operated  on  of 
the  acitic  types,  from  three  to  seven  times  and  did  not  cure  them, 
until  he  took  out  the  tubes,  when  they  got  well  at  once.  The  path- 
ology is  the  same,  whether  the  exudate  is  serous  or  plastic,  the  same 
organism  produces  in  one  peritoneum  a  serous  fluid,  and  in  the  other 
peritoneum  it  produces  a  plastic  exudate,  where  bowels  stick  to- 
gether and  the  tissues  generally  unite. 

This  is  a  very  important  subject.  I  called  the  attention  of  Dr. 
Mann,  of  Buffalo,  to  the  article  by  Mayo  and  asked  him,  if  he  had 
in  his  experience,  any  woman  who  had  borne  children  upon  whom  he 
had  operated  previously  for  tubercular  peritonitis,  and  he  said  he 
could  not  recall  one.  I  looked  over  my  own  cases  and  I  find  I  have 
none.  This  is  a  subject  we  should  give  some  thought  to  during  the 
coming  year  and  then  it  will  be  profitable  for  us  to  discuss  the  matter 
at  a  later  time  with  reports  of  pregnancy  following  operation  without 
removal  of  tubes. 

Dr.  Charles  L.  Bonifield,  Cincinnati,  Ohio. — Dr.  Carstens  in- 
fers that  we  do  not  get  tubercular  infection  from  the  uterus  into 
the  tubes.  In  the  first  place,  I  would  like  to  ask  why  it  is  that  tu- 
bercular peritonitis  is  infinitely  more  common  in  women  than  it  is 
in  men,  and  the  great  majority  of  cases  of  tubercular  peritonitis 
first  originate  in  the  tubes.  We  know  that  the  gonococcus,  for  in- 
stance, goes  through  the  vagina  and  invades  the  cervix,  or  it  goes 
into  the  urethra.  It  finds  a  certain  ground  that  it  likes  to  grow 
on,  and  we  can  readily  infer  that  the  bacillus  of  tuberculosis  looks 
out  for  a  soil  on  which  it  grows  best.  For  one  I  believe  that  many 
times,  not  always,  the  bacillus  of  tuberculosis  does  get  into  the 
peritoneal  cavity  through  the  tubes.  I  want  the  President  to  call 
on  Dr.  John  Miller  to  report  a  case  which  he  recently  had  which 
bears  on  the  point  Dr.  Hayd  brings  up. 

The  next  thing  I  want  to  call  attention  to  is  the  suggestion  made 
by  Dr.  W.  E.  Savage.  He  saw  me  operate  on  a  number  of 
cases  of  tubercular  peritonitis  and  saw  them  get  well.  When  he 
asked  why  it  was  they  recovered,  I,  like  the  rest  of- you,  could  not 
explain  it.  The  first  case  of  tubercular  peritonitis  he  operated  on  he 
found  the  adhesions  so  tremendously  bad  that  he  did  not  do  any- 
thing, but  sewed  up  the  incision  in  the  abdominal  wall,  and  the  pa- 
tient got  well  just  the  same  as  my  patients  got  well.  It  could  not 
have  been  sunlight  or  the  traumatism.     What  could  it  be? 

He  came  to  the  conclusion  it  was  nothing  but  the  anesthesia, 
and  therefore,  he  has  since  that  time  treated  and  reported  the  cure 
of  quite  a  series  of  cases  of  tubercular  peritonitis  by  the  adminis- 
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tration  of  ether  for  thirty,  forty  or  fifty  minutes.  The  first  time 
he  gave  the  patients  ether  as  long  as  he  thought  they  could  bear  it, 
and  in  a  few  weeks  he  gave  it  to  them  a  still  longer  time.  He  has 
reported  excellent  results  from  that,  and  he  is  a  careful  and  conserva- 
tive observer.  He  has  shown  that  great  improvement  takes  place 
in  cases  of  tuberculosis  of  the  lungs  from  the  inhalation  of  ether.  In 
his  experience  in  those  cases  where  there  is  not  too  much  mixed  in- 
fection the  improvement  is  very  marked.  In  cases  of  mixed  infec- 
tion he  finds  temporary  improvement;  after  ether  is  administered 
the  patients  temperature  will  drop,  and  a  patient  who  has  not  been 
able  to  eat  for  a  week  will  be  hungry.  I  have  seen  some  of  his  cases 
in  the  hospital  develop  a  ravenous  appetite  within  forty-eight  hours, 
eating  three  meals  a  day.  I  knew  one  of  his  patients,  who  was  a 
street  car  conductor,  and  when  he  entered  the  hospital  he  was  ema- 
ciated and  had  no  appetite,  and  some  months  afterward  I  saw  him 
taking  fares  on  the  street  car.  He  received  no  treatment  except 
the  inhalation  of  ether  by  the  closed  cone  method. 

Now,  I  believe  there  is  a  great  deal  in  this,  and  yet  I  am  not  thor- 
oughly convinced  that  is  the  whole  thing.  I  still  believe,  as  I 
started  out  to  say,  that  the  majority  of  cases  of  tubercular  peri- 
tonitis in  women  start  in  the  tubes,  and  that  most  of  the  infection 
is  there  when  I  operate  on  them.  If  the  tubes  are  badly  diseased; 
if  they  are  the  foci  of  infection,  I  will  remove  them,  because  in  doing 
so  I  believe  I  will  weaken  the  army  of  invasion  and  thus  helping 
nature  to  make  her  fight.  After  all,  that  is  probably  what  ether 
does. 

One  of  the  most  distinguished  users  of  the  x-ray  in  this  country 
tells  me  that  the  good  the  x-ray  does  in  malignant  disease  is,  not 
that  is  has  any  effect  at  all  upon  the  malignant  germ  or  malignant 
cells,  or  anything  of  that  sort,  but  that  it  simply  increases  the  local 
resistance  to  the  invasion  of  these  germs,  and  if  the  ether  does  any- 
thing at  all,  it  stimulates  the  fighting  powers  of  the  general  system. 

Dr.  Thomas  B.  Noble,  Indianapolis,  Indiana. — There  are  a  great 
many  points  in  connection  with  this  subject  and  discussion  concern- 
ing which  we  are  rather  in  the  dark.  There  has  been  nothing  said 
relative  to  the  pathology  that  underlies  the  therapy  here  advocated. 
Dr.  Carstens  spoke  of  tubercles  being  on  the  ovaries  and  on  the  tubes, 
and  that  a  laparotomy  would  relieve  these  tubercles  in  many  cases; 
but  in  my  own  experience  it  will  not  relieve  the  individual  from  the 
tubercles  and  the  tubercle  bacilli  that  exist  in  the  endometrium  of 
the  tubes  and  in  the  endometrium  of  the  uterus  itself. 

I  have  had  the  experience  of  doing  a  laparotomy  where  ascites 
was  present  and  tubercles  studding  everything  in  view,  where  the 
tubes  were  buried  and  fusion  of  the  pelvic  organs  was  so  great  that 
dissection  at  that  time  was  impossible.  I  have  seen  recovery  occur 
temporarily  and  recurrence  take  place  four  or  five  years  afterward, 
when  a  subsequent  laparotomy,  with  the  removal  of  the  tubercular 
tubes  with  tuberculosis  of  the  endometrium  and  tuberculosis  of  the 
uterus,  was  followed  by  a  cure. 

I  am  very  much  interested  in  what  Dr.  Bonifield  has  said  relative 


OF   OBSTETRICIANS   AND    GYNECOLOGISTS  909 

to  the  influence  of  ether  on  the  disappearance  of  tubercles,  but  that 
does  not  and  cannot  account  for  the  disappearance  of  tuberculosis 
in  the  peritoneal  cavity,  the  peritoneal  cavity  having  been  opened 
under  a  local  anesthetic,  and  it  has  been  our  practice  in  many 
instances  to  open  the  abdomen  under  local  anesthesia  widely  and 
have  a  symptomatic  cure  follow,  so  that  there  must  be  something 
outside  of  ether  itself  that  bears  a  causative  relationship  to  a  cure. 

Major  Robert  T.  Morris,  New  York  City. — Ether  in  tubercu- 
losis is  the  same  thing  as  whiskey  in  tuberculosis;  it  is  simply  a 
question  of  which  you  would  rather  take.  The  principle  is  this: 
Anything  which  increases  resistance,  and  particularly  hyperleukocy- 
tosis,  may  cure  tuberculosis  symptomatically  When  we  open  the 
abdomen,  with  the  introduction  of  bichlorid  of  mercury,  or  when  we 
open  it  with  the  introduction  of  peroxid  of  hydrogen,  if  we  open  it 
with  alacrity  or  slowly  and  expose  the  peritoneum,  in  fifteen  minutes 
we  have  a  hyperleukocytosis,  and  that  is  what  kills  the  tubercle 
bacillus.  You  can  do  the  same  thing  in  the  ankle  with  the  Bier 
method  of  treatment.  You  can  do  the  same  thing  in  the  knee-joint 
with  Bier  hyperemia.  Get  up  your  hyperemia,  increase  the  hyper- 
leukocytosis, and  down  goes  the  tubercle  bacillus.  The  tubercle 
bacillus  cannot  stand  it. 

As  regards  the  Fallopian  tube,  if  the  tube  has  been  destroyed,  has 
lost  its  integrity  as  a  tube,  take  it  out;  but  if  it  is  simply  studded 
with  tubercle  bacilli,  leave  it  in,  provided  that  is  a  part  of  the 
picture,  and  not  the  focus.  The  idea  is,  if  you  have  distinctly  a 
focus  at  the  tube  which  destroys  the  tube,  take  the  tube  out.  The 
same  thing  refers  to  the  appendix.  If  you  have  distinctly  a  focus 
in  which  destruction  of  tissue  has  taken  place  in  the  appendix,  take 
it  out,  otherwise  leave  it,  and  depend  upon  hyperleukocytosis,  no  mat- 
ter how  you  bring  it  about.  You  bring  about  a  symptomatic  cure  in 
most  cases  of  tuberculosis  of  the  peritoneum  as  a  result  simply  of 
getting  up  a  local  hyperleukocytosis.  Whichever  way  is  cheapest 
for  the  patient  and  pleasantest  for  the  patient  is  the  desirable  way. 
Having  made  that  extremely  important  first  move,  a  point  which 
is  almost  always  left  out  is  following  the  case  up  and  disposing 
of  the  susceptibility  of  the  patient  to  tuberculosis.  I  believe  you 
should  give  the  patient  tuberculin  for  a  year  or  more  (Koch's  old 
tuberculin  is  the  best),  at  the  end  of  which  time  you  may  not  get 
as  good  results  as  you  anticipated,  but  next  year  it  may  have  cured 
the  patient. 

Another  point:  Give  these  patients  the  same  sort  of  treatment 
that  you  would  give  them  for  tuberculosis  of  any  sort;  give  them 
plenty  of  milk,  send  them  up  in  the  mountains  for  sunshine. 

Dr.  G.  Van  Amber  Brown",  Detroit,  Michigan. — I  think  there  is 
one  point  that  has  not  been  mentioned  either  in  the  paper  or  in  the 
discussion,  it  is  this,  to  differentiate  between  tubercular  peritonitis 
and  peritoneal  tuberculosis.  With  a  tubercular  peritonitis  we 
have  had  an  ascitic  exudate;  it  is  of  high  specific  gravity.  It  is 
in  this  type  of  case  we  get  a  deformed  tube  that  is  useless,  and 
when  its  function  has  been  destroyed  because  of  its  anatomical 
12 
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distortion,  it  should  be  removed.  On  the  other  hand,  we  have  in 
peritoneal  tuberculosis  a  transudate  (its  specific  gravity  is  below 
1028).  These  are  the  cases  in  which  it  may  not  be  necessary  to 
remove  the  tubes.  Simply  opening  the  abdomen  cures  them.  They 
constitute  the  type  of  cases  referred  to  by  Dr.  Morris. 

Dr.  Gordon  K.  Dickinson,  Jersey  City,  New  Jersey. — I  have  a 
hospital  service  of  about  300  beds  for  tuberculous  patients.  I 
have  been  running  it  for  about  ten  years,  and  during  that  time  we 
have  tried  everything  you  could  think  of.  We  have  tried  ether  and 
we  nnd  it  does  not  do  a  bit  of  good. 

This  post  hoc  ergo  propter  hoc  reminds  one  of  the  emetin  business 
for  cancer.  It  works  bully  while  you  are  doing  it.  Hamburgher 
of  Vienna  made  a  large  number  of  observations  to  discover  how  the 
tuberculous  germ  got  into  the  system,  infected  it,  and  subsequently 
how  we  became  tuberculous.  There  was  a  sharp  distinction  made 
between  infection  and  tuberculosis  itself.  I  am  speaking  of  the 
human  germ  that  goes  into  the  lung.  The  tubercle  bacillus  gets 
into  the  hilum  and  glands  and  stays  there  until  it  is  dislodged.  If  you 
do  things  that  are  unsanitary  it  may  remain  there  from  childhood 
and  get  back  into  the  system  and  produce  the  disease.  True 
tuberculosis  is  a  disease  of  childhood.  No  one  ever  gets  it  after 
fourteen.  It  is  almost  impossible  for  an  individual  to  get  tubercu- 
losis after  fourteen.  You  may  go  back  to  the  time  of  Laennec,  over 
one  hundred  years,  and  every  man  who  has  studied  tuberculosis  will 
tell  you  the  same  thing.  The  public  does  not  know  it,  and  a  good  many 
doctors  do  not  know  it.  We  have  in  the  peritoneal  cavity  a  tubercu- 
lous condition  which  is  different  from  anywhere  else  in  the  body. 
Some  one  said,  and  I  presume  you  cannot,  close  a  wound  in  an 
operation  for  the  removal  of  a  tuberculous  focus  without  getting  a 
fistula.  I  think  Dr.  Erdmann  made  that  remark.  We  have  found 
that  out,  but  you  can  go  into  a  tuberculous  abdomen  and  close  it 
up  and  never  get  a  fistula.  Study  the  work  of  the  internists  as  well 
as  the  work  of  the  surgeons,  and  you  will  find  that  50  per  cent, 
recoveries  come  to  them  as  well  as  to  the  surgeons,  and  these  recov- 
eries may  extend  over  a  period  of  five  years  or  longer  the  same  as 
we  have  recoveries  from  cancer  for  that  period  of  time.  But  that  is 
not  the  reason  why  patients  recover.  It  may  be  due  to  the  fact 
that  while  you  have  the  abdomen  open,  according  to  some  recent 
researches,  carbonic  acid  is  exhaled  more  rapidly  from  the  surface 
of  the  intestine  than  it  is  exhaled  from  the  lung,  and  you  have  a 
carbonization  of  that  surface.  It  may  be  due  to  the  fact  that  the 
colon  bacilli  are  always  passing  from  the  intestinal  tract  to  the  peri- 
toneal surface  and  are  being  picked  up  by  the  omentum. 

Dr.  Bonifield. — I  would  like  to  ask  Dr.  Dickinson  how  he  ad- 
ministers ether. 

Dr.  Dickinson. — By  the  ordinary  methods  in  vogue.  We  have 
operated  on  a  good  many  cases.  We  give  ether  by  the  drop  method 
and  sometimes  by  the  Bennet  inhaler. 

Dr.  Hayd. — In  case  you  do  not  operate,  have  you  ever  used  ether 
in  a  case  of  consumption? 
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Dr.  Dickinson. — No. 

Dr.  Bonifield. — How  do  you  give  it? 

Dr.  Dickinson. — In  an  operative  case  I  give  enough  for  the 
specific  effect.  Ether  is  the  strongest  antiseptic  we  have.  I  pointed 
that  out  in  a  paper  I  read  in  New  York  two  years  ago  on  ''The 
Dangers  of  Anesthesia."  From  the  little  work  in  surgery  I  have 
done  on  tuberculous  cases,  I  have  seen  very  little  relief  from  ether. 

Dr.  Bonifield. — You  have  not  answered  my  question.  In  your 
discussion  you  stated  that  one  of  the  ways  in  which  tuberculosis  is 
recovered  from  is  by  the  escape  of  carbonic  acid  gas  from  the  bowel. 
I  stated  that  when  I  spoke  of  the  effects  of  ether  given  by  Dr. 
Savage  by  the  closed  cone  method  in  which  there  is  reaccumulated 
a  large  quantity  of  carbonic  acid  gas,  and  if  ether  is  not  given  in 
that  way  in  my  judgment  it  does  not  have  such  a  beneficial  effect 
on  these  cases. 

Dr.  James  E.  Davis,  Detroit,  Michigan. — I  think  Dr.  Carstens' 
position  from  the  standpoint  of  the  pathologist  is  correct.  When 
you  study  a  section  of  the  tube  where  tuberculosis  is  present,  it  is 
always  found  upon  the  peritoneal  surface.  Very  few  tubercles  are 
found  deeper  in  from  the  peritoneal  surface.  It  is  seldom  that  we 
find  lymph  follicles  excepting  very  small  ones.  It  is  quite  different 
in  the  appendix  V.  In  the  appendix  V  there  is  a  definite  layer,  if  we 
may  so  term  it,  made  up  of  lymph  follicles,  first  the  glandularis  and 
then  the  lymph  follicle.  In  the  case  of  tuberculosis  of  the  appendix, 
the  tubercles  usually  are  found  in  the  submucosa  of  the  gut.  Ordi- 
narily, they  are  found  there  first.  This  harmonizes  very  well  with 
what  has  been  said  by  one  of  the  other  speakers,  that  tuberculosis 
has  a  selective  action  upon  the  gland  tissue,  the  lymph  tissue,  and 
in  the  entire  intestinal  tract  there  is  a  rich  lymph  follicle  distribution. 

Major  Carstens  (closing). — I  knew  that  my  views  would  meet 
with  some  opposition.  I  have  merely  given  you  my  experience 
based  on  careful  observation  of  these  cases. 

One  of  the  speakers  said  that  tubercle  bacilli  get  into  the  tube 
from  the  vagina  and  the  uterus,  and  that  the  gonococcus  gets  up 
there.  Of  course,  the  gonococcus  can  get  up  there.  How  do  you 
know  that  gonococci  get  up  there?  You  see  them.  I  want  to  ask 
every  one  of  you  this  question,  did  you  ever  see  tubercle  bacilli  in 
the  vagina  or  in  the  uterus,  any  of  you?  They  are  not  there.  In 
all  those  cases  I  operated  on  and  curetted  I  had  the  curetings  ex- 
amined, as  I  have  had  the  curetted  material  examined  of  every  case 
I  have  curetted,  and  none  of  them  who  had  tubercle  bacilli  in  the 
peritoneum,  had  any  in  the  mucous  membrane  of  the  vagina  or  of 
the  uterus  or  of  the  cervix.  I  only  found  tubercle  bacilli  in  one 
case,  and  that  was  an  old  woman,  fifty-six  years  of  age  who,  after 
a  menopause  years  ago,  who  was  taken  with  a  severe  hemorrhage. 
I  thought  she  had  senile  endometritis  or  cancer  and  the  .uterus  was 
so  large  that  I  became  suspicious.  I  took  out  the  uterus,  and  lo 
and  behold  there  was  a  case  of  hemorrhage  from  a  tubercular  uterus, 
the  only  one  I  ever  saw  in  my  life.  Someone  said  that  if  the  tubes 
are  not  any  good  and  the  woman  does  not  become  pregnant  anyway, 
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there  was  no  use  to  leave  them  in;  that  it  was  better  to  take  them 
out.  A  woman  who  has  tubes  in  her  still  has  "that  hope  that 
springs  eternal  in  the  human  breast."  If  you  take  the  tubes  out, 
that  hope  is  gone  forever.  I  do  not  want  to  remove  hope  from  any- 
body. Whether  that  is  the  original  focus,  or  whether  the  mass  of 
tubercle  bacilli  is  in  the  omentum,  and  you  have  seen  it  as  large  as 
my  fists  or  two  fists,  so  that  you  think  you  are  dealing  with  fibroid 
tumors  or  secondary  deposits  from  the  tubes,  it  does  not  make  any 
difference;  those  are  multiplying  and  producing  new  secondary  de- 
posits from  that  large  mass  in  the  omentum,  and  yet  in  three  months 
they  are  all  gone.  They  have  disappeared  from  the  omentum. 
They  will  disappear  from  everywhere  else  just  the  same  as  they  will 
disappear  from  the  tubes,  and  so  I  say,  let  the  tubes  alone  unless 
they  are  infected  by  some  mixed  infection  and  are  absolutely  de- 
stroyed.    Give  the  woman  a  chance. 

{To  be  continued  in  the  next  issue.) 
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Meeting  of  October  8,  1918. 
The  Vice-president,  Dr.  L.  Grant  Baldwin,  in  the  Chair. 
Dr.  Franklin  A.  Dorman  reported 

TWO  CASES  OF  CESAREAN  SECTION  WITH  ATTENUATED  LOWER  UTERINE 

SEGMENT. 

Case  I. — Mrs.  J.  M.,  thirty-eight  years  of  age,  admitted  to  the 
Woman's  Hospital,  September  5,  1918,  with  a  previous  history  of 
three  difficult  instrumental  labors  and  one  living  child.  The  pelvic 
measurements  were  normal.  Patient  went  into  labor  thirty-six 
hours  before  operation  and  had  been  in  good  condition  with  slight 
pains.  The  cervix  after  eight  hours  admitted  two  fingers  plus,  and 
twenty-four  hours  later  the  membranes  ruptured,  the  dilatation 
being  unchanged;  eight  hours  later,  however,  full  dilatation  resulted 
and  at  this  time  pituitrin  0.5  c.c.  given.  Four  hours  later  on  Cesa- 
rean section  was  done  and  the  uterus  found  retracted  over  the  child. 
The  upper  end  of  the  incision  went  through  nearly  one  inch  of  muscle, 
the  lower  end  entered  the  uterine  cavity  through  a  thickness  of  tissue 
of  only  about  one-quarter  of  an  inch.  In  extracting  the  child  it 
was  difficult  to  prevent  a  laceration  of  the  lower  segment  into  the 
bladder.  The  baby  was  in  good  condition,  weighing  8  pounds 
and  showed  a  large  occiput  caput.  The  obstruction  to  labor  was 
apparently  due  to  a  sharp  promontory  of  the  sacrum.  Some  diffi- 
culty was  experienced  in  suturing  the  irregular  wound  of  the  uterus 
and  moderate  bleeding  resulted.  The  patient  required  stimulation 
at  the  end  of  the  operation  but  her  recovery  was  uneventful. 
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Case  II. — Mrs.  C.  H.,  twenty-five  years  of  age,  a  well-developed 
woman  but  with  pelvic  measurements  indicating  a  justo-minor 
type:  interspinous  25  cm.,  crests  28  cm.,  obliques  20  cm.,  external 
conjugate  19  cm.  Labor  began  at  10.00  a.  m.,  September  12th,  and 
the  membranes  ruptured  before  full  dilatation.  The  latter  was  com- 
plete in  eight  hours  and  as  the  child  was  small  it  was  deemed  wise  to 
allow  the  labor  to  continue,  but  no  further  advance  taking  place, 
Cesarean  was  done  four  hours  later.  The  operation  was  compli- 
cated by  omental  adhesions  and  the  uterus  was  practically  in  the 
same  condition  as  in  the  previous  case.  The  upper  part  of  the  in- 
cision passed  through  thick,  dense  tissue  and  the  lower  segment  was 
exceedingly  attenuated.  A  male  infant  weighing  5  pounds  13 
ounces  was  carefully  extracted  from  the  adherent  uterus  in  good 
condition  but  with  a  large  caput  over  the  brow.  The  lower  segment 
was  torn  during  the  extraction  down  to  the  bladder  wall  and  the 
suturing  of  the  tear  was  completed  with  difficulty. 

In  both  cases  it  was  possible  to  demonstrate  by  abdominal  palpa- 
tion the  depression  caused  by  the  contraction  ring  between  the 
hooded  portion  of  the  body  of  the  uterus  and  the  thinned  out  lower 
segment. 

DISCUSSION. 

Dr.  J.  O.  Polak. — "There  is  one  point  which  I  think  Dr.  Dorman 
has  brought  out  which  should  be  emphasized.  We  are  very  apt 
in  doing  Cesarean  section  to  be  not  sufficiently  deliberate  in  making 
our  incision  large  enough  to  allow  for  the  delivery  of  the  child.  I 
have  had  the  same  accidents  occur  to  me  as  that  Dr.  Dorman 
spoke  of,  in  those  retraction  ring  contractions,  or  retraction  ring 
dystocias,  before  I  learned  just  what  he  has  called  attention  to, 
namely,  the  necessity  of  deliberately  making  a  very  large  incision. 
The  tear  is  apt  to  occur  in  the  over-thinned  segment. 

"Another  point  which  has  impressed  me  is  the  fact  that  we  have 
had  very  few  retraction  ring  dystocias  since  we  have  been  using  more 
morphin  in  our  labors.  I  think  a  great  many  uteri  have  a  tendency 
to  overact  and  that  overaction  can  be  minimized  to  a  certain  extent 
by  the  fairly  generous  use  of  morphin.  I  am  further  convinced  that 
it  does  not  have  a  definite  effect  on  the  child.  Since  using  morphin 
in  eclampsia  in  large  doses,  as  we  have  in  the  last  few  months  (giving 
2  to  5  grains),  we  have  had  many  spontaneous  deliveries  with  living 
children,  so  that  the  bugaboo  of  morphin  and  its  effect  on  the  child 
is  very  much  overestimated." 

Dr.  I.  C.  Rubin. — "About  six  weeks  ago  I  had  occasion  to  see 
a  woman  who  had  been  about  thirty-six  hours  in  labor.  It  was 
definitely  known  that  the  fetus  was  dead.  She  was  a  very  fat 
woman,  weighing  at  least  250  pounds,  and  she  had  had  one  baby  be- 
fore which  had  been  delivered  by  forceps.  There  had  been  premature 
rupture  of  the  membranes  and  the  uterus  was  firmly  contracted 
upon  the  fetus.  A  retraction  ring  was  definitely  encountered  per 
vaginam  and  could  be  made  out  through  the  abdomen.  Attempts 
had  been  made  at  forceps  extraction  and  version,  but  had  failed,  and 
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in  one  of  those  attempts  hemorrhage  ensued  and  the  condition  ap- 
peared desperate.  I  was  in  the  hospital  at  the  time  and  was  called 
to  help  in  the  emergency,  and  the  hemorrhage  was  controlled  by 
the  hand  placed  upon  and  constricting  the  abdominal  aorta  per 
vaginam.  On  opening  the  abdomen  the  hemorrhage  was  found  not 
so  much  intraperitoneal  as  it  was  external,  and  it  was  due  to  a  small 
rupture  on  the  left  side  of  the  lower  uterine  segment,  which  was 
exceedingly  thin.  On  putting  my  finger  through  the  rupture  and 
sweeping  it  around  the  lower  uterine  segment,  the  latter  was  found 
to  be  extremely  friable.  While  dividing  this  the  long  cervical  portion 
was  secured  by  clamps  which  were  later  replaced  by  ligatures.  As 
I  said,  it  was  definitely  known  that  the  baby  was  dead,  so  no  attempt 
was  made  at  Cesarean  section,  and  as  the  labor  had  been  prolonged, 
there  was  good  reason  to  believe  there  was  infection  and  we  therefore 
removed  the  uterus.  The  woman  made  an  uneventful  recovery. 
The  fetus  weighed  10  pounds  and  was  so  completely  constricted  and 
held  by  the  retraction  ring  that  it  was  hard  to  peel  the  uterus  off." 

Dr.  F.  C.  Holden. — "Dr.  Dorman  has  not  made  it  entirely 
clear  to  me  that  the  second  case  was  one  of  dystocia  due  to  mal- 
position. With  a  measurement  of  28  cm.  intercrystal,  25  inter- 
spinous  and  an  external  conjugate  of  19  and  a  baby  weighing  5 
pounds  plus,  one  would  think,  without  having  seen  the  case,  that, 
with  full  anesthesia,  the  malposition  could  have  been  corrected  and 
the  case  delivered  by  the  vagina." 

Dr.  W.  H.  Cary. — "  I  want  to  ask  Dr.  Dorman  if  I  am  correct  in 
understanding  him  to  say  that  the  indication  for  these  operations 
was  a  contracted  pelvis,  and  not  a  retraction  ring,  the  latter  being 
simply  a  complication." 

Dr.  F.  A.  Dorman. — "Dr.  Cary  has  just  made  clear  the  point  that 
I  wanted  to  make.  This  was  not  a  contraction  ring  dystocia,  the 
kind  we  meet  with  where  the  uterus  forms  a  contraction  ring.  This 
was  an  absolute  bony  dystocia.  From  the  measurements  of  the 
woman  and  size  of  the  child,  I  felt  that  she  would  push  that  baby 
through.  I  got  my  hand  into  the  vagina  and  flexed  the  head  several 
times  and  also  used  abdominal  pressure.  The  child  weighed  5 
pounds  and  13  ounces  with  a  relatively  large  head,  a  head 
practically  equivalent  to  a  7-pound  baby.  There  was  a  justo- 
minor  pelvis  present  and  I  am  satisfied  that  any  attempt  at  forceps 
would  have  resulted  in  losing  the  child.  The  woman  had  a  thorough 
test  of  labor.  As  I  look  back  on  the  case  I  regret  that  I  did  not  open 
the  abdomen  sooner.'' 

Dr.  Albert  M.  Judd  reported 

a  case  of  ectopic  gestation  with  unusual  features. 

Mrs.  P.  D.,  aged  thirty-two,  native  of  Poland.  Married  twelve 
years,  has  given  birth  to  two  children,  the  elder  of  whom  is  ten  years 
and  the  younger  eight  years  of  age,  both  normal  deliveries,  no  com- 
plications. Since  the  birth  of  the  last  child  has  had  two  induced 
abortions. 
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Menstrual  history  began  at  sixteen,  regular,  every  four  weeks, 
three  to  four  days'  duration,  moderate  flow,  no  cramps.  This  men- 
strual history  applies  until  three  years  ago,  when  the  interval  be- 
tween became  shorter,  and  for  the  last  two  years  has  menstruated 
every  three  weeks. 

Of  importance  in  considering  the  history  of  the  present  illness  is  the 
fact  that  the  last  typical  period  occurred  seven  weeks  ago.  Three 
weeks  ago,  being  then  one  week  over  due,  the  patient  had  a  sharp 
knife-like  pain  in  the  left  iliac  fossa  radiating  to  the  hypogastric 
region.  This  pain  was  accompanied  by  increased  frequency  of  mic- 
turition and  associated  with  slight  genital  bleeding.  She  went  to 
a  physician's  office  who  gave  her  some  medicine  for  the  relief  of  the 
pain.  The  bleeding  continued  and  was  greater  in  quantity  than 
can  be  expressed  by  the  term  spotting.  Fourteen  days  after  the 
initial  symptoms  she  had  an  attack  of  cramps  in  the  left  iliac  fossa 
necessitating  the  calling  of  a  physician  to  the  house.  This  attack 
was  relieved  by  hypodermic  medication.  The  bleeding  continued 
with  cramps  of  a  minor  type,  until  the  time  of  admission  to  the  hos- 
pital September  27th.  The  physical  findings  vaginally  were  prac- 
tically negative,  with  the  exception  possibly  of  a  slight  fulness 
in  the  left  fornix,  but  a  mass  could  not  be  palpated.  The  uterus 
was  slightly  enlarged  but  was  freely  movable,  otherwise  the  pelvis 
was  that  of  a  normal  multipara. 

The  operative  findings  were  as  follows:  There  was  a  very  small 
amount  of  free  fluid  blood  in  the  peritoneal  cavity,  with  a  very  few 
small  clots.  There  was  a  mass  the  size  of  the  tip  of  the  little  finger 
in  the  middle  of  the  left  tube.  There  was  not  any  bleeding  from  the 
tube.  The  left  ovary  had  a  rent  which  would  admit  the  end  of  the 
thumb,  there  were  no  adhesions,  the  tube  and  ovary  floating  free. 

PATHOLOGICAL    REPORT. 

Macroscopic. — Ovary  is  cystic  and  ruptured  apparently  at  the  site 
of  one  of  the  cysts.  Tube  contains  a  blood  clot,  size  of  a  hickory 
nut,  proximal  end  of  tube  (not  ruptured). 

Microscopic. — Ovarian  rupture  due  to  corpus  luteum  cyst,  shows 
no  chorionic  villi,  and  therefore,  no  ovarian  pregnancy.  Tube  lining 
shows  chorionic  villi  at  the  site  of  the  blood  clot,  showing  tubal  preg- 
nancy without  rupture. 

In  the  gross  specimen  the  clot  protrudes  from  the  inside  of  the 
tube,  but  this  was  done  mechanically  in  order  to  obtain  a  small 
piece  of  tissue  for  microscopic  examination. 

From  the  pathological  report  and  the  operative  findings,  we  can 
trace  the  life  history  of  this  case.  It  was  an  ectopic  pregnancy,  the 
products  of  conception  partaking  of  the  nature  of  a  mole,  with  a 
ruptured  corpus  luteum  cyst.  The  first  attack  of  pain  was  evidently 
due  to  the  ectopic,  the  second  to  the  rupture  of  the  corpus  luteum 
cyst. 

The  case  would,  in  my  opinion,  have  recovered  without  operation, 
but  how  can  we  arrive  at  any  definite  conclusion,  as  to  when,  or 
when  not,  to  submit  these  patients  to  operations. 
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DISCUSSION. 

Dr.  Howard  C.  Taylor. — "I  would  like  to  ask  Dr.  Judd  how  he 
knew  that  the  ectopic  was  not  still  alive  and  would  not  have  con- 
tinued to  grow  and  rupture  if  he  had  not  operated." 

Dr.  Joseph  Brettauer. — "I  agree  with  Dr.  Judd  about  the  wis- 
dom of  leaving  some  ectopics  alone  and  that  nature  will  cure  them 
without  our  interference.  Unfortunately,  our  diagnostic  means  and 
our  ability  to  diagnose  the  exact  anatomical  condition  are  not  per- 
fect and  I  have  many  a  time  opened  an  abdomen  and  removed  a 
tube  when  I  was  afterward  convinced  that  had  I  not  opened  the 
abdomen  and  removed  the  tube,  Nature  would  have  taken  its 
course  and  the  patient  in  the  course  of  time  would  have  been  cured." 

Dr.  Albert  M.  Judd. — "I  cannot  answer  Dr.  Taylor's  question. 
I  arrived  at  my  opinion  as  follows:  In  the  first  place,  there  was 
absolutely  no  bleeding  from  the  end  of  the  tube;  the  tube  instead  of 
being  purple,  was  pale.  The  mass  itself  was  almost  white  and  not 
as  you  see  it  now,  and  it  was  as  hard  as  a  kernel  of  corn.  The 
bleeding  itself  and  the  color  made  me  feel  that  it  was  the  product  of 
conception  that  was  no  longer  living. 

"In  regard  to  the  remarks  of  Dr.  Brettauer  in  relation  to  ectopics, 
I  would  say  that  there  are  a  lot  of  them  that  do  recover  and  this 
case,  I  feel,  would  have  recovered  had  we  not  operated.  There  was 
no  free  bleeding." 

Dr.  William  P.  Healey  reported 

A    CASE    OF    MENORRHAGIA    TREATED    WITH   X-RAY. 

Mrs.  S.  E.,  aged  twenty-nine,  married  eight  years.  No  children, 
one  miscarriage  four  years  ago  at  four  and  a  half  months.  Men- 
struation began  at  twelve  and  a  half  years,  recurred  every  six  to 
twelve  weeks  irregularly  until  the  patient's  marriage,  duration  eight 
days,  free  to  profuse,  always  severe  pain  for  the  first  few  days. 
About  six  weeks  after  her  marriage  the  patient  began  to  suffer  from 
uterine  bleeding  persisting  for  weeks  at  a  time.  She  was  under  the 
observation  of  an  excellent  gynecologist  for  two  years  and  during 
that  time  in  addition  to  local  and  general  treatment  the  uterus  was 
curetted  three  times  but  with  only  temporary  relief  from  the  bleeding. 

The  patient  then  consulted  another  gynecologist  who  advised  an 
exploratory  vaginal  hysterotomy  to  exclude  the  possibility  of  a  poly- 
pus or  submucous  fibroid  as  the  cause  of  the  bleeding,  this  operation 
as  well  as  a  curettage  was  done  and  no  uterine  lesion  was  found. 
The  patient  was  then  advised  to  have  £-ray  treatment  applied  to 
the  ovaries  in  the  hope  of  securing  relief  from  the  bleeding.  The 
treatment  was  at  once  instituted  and  was  carried  out  three  times  a 
week  for  about  nine  months.  At  the  end  of  this  time  the  periods 
were  assuming  a  more  normal  type  and  the  menorrhagia  seemed  to 
have  ceased. 

Soon  after  the  patient  became  pregnant  and  when  about  four  and 
a  half  months'  pregnant  a  spontaneous  abortion  followed  an  opera- 
tion for  acute  otitis  media.     A  curettage  was  done  at  once  by  the 
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family  physician.  When  the  menses  returned  because  of  profuse 
bleeding  the  uterus  was  again  curetted. 

The  patient  consulted  me  September  n,  1918,  complaining 
of  amenorrhea  and  sterility.  She  stated  that  during  the  past 
four  years  the  menses  had  gradually  disappeared,  the  last  period 
was  in  March,  1918,  and  there  was  a  slight  show  again  in  May  but 
none  at  all  since. 

Physical  Examination. — No  evidence  of  organic  or  constitutional 
disease,  the  patient  is  inclined  to  be  stout  but  looks  vigorous  and 
strong.  The  cervix  and  uterine  body  are  small  and  quite  dense 
and  hard,  there  is  a  scar  extending  from  the  cervix  into  the  anterior 
vaginal  fornix.  The  vagina  is  conical  and  contracted  in  its  upper 
portion.     The  ovaries  could  not  be  made  out. 

The  case  is  reported  to  emphasize  the  risk,  in  young  women,  of 
such  vigorous  surgical  and  #-ray  treatment  even  in  the  hands  of 
specialists. 

DISCUSSIOX. 

Dr.  F.  C.  Holden. — "I  would  like  to  ask  the  doctor  if  the  #-ray 
treatment  was  given  in  this  case  after  she  had  her  four  months' 
miscarriage.1' 

Dr.  William  P.  Healy. — "The  £-ray  treatment  given  this  patient 
had  all  been  previous  to  her  miscarriage." 

Dr.  Joseph  Brettauer. — "I  would  like  to  say  that  one  can  treat 
for  years  with  the  x-ray  without  getting  a  result  if  one  employs 
fractional  exposure  and  not  the  intensive  radiation.  I  used  to 
treat,  or  rather  had  treated,  young  girls  suffering  from  menorrhagia 
without  intense  radiation  and  had  no  success  at  all.  Now  we  use 
two  or  three  exposures  with  intense  radiation  with  very  satisfactory 
results,  although  in  some  cases  the  improvement  is  only  temporary." 

Dr.  Albert  M.  Judd. — "I  was  a  little  more  fortunate  in  a  case 
of  menorrhagia  which  I  treated.  The  patient  was  a  young  woman, 
twenty-two  years  old,  who  had,  from  the  time  of  the  inception  of  her 
menstrual  periods,  menorrhagia  and  metrorrhagia,  so  much  so  that 
she  would  be  laid  up  in  bed  with  extreme  anemia  for  weeks  at  a  time. 
She  had,  a  year  or  two  years  previous  to  the  time  I  saw  her,  a  curet- 
tage and  an  Alexander  operation,  evidently  for  retroversion,  with 
a  very  good  result.  She  was  much  better  for  a  year  and  then  started 
with  metrorrhagia  again.  I  had  her  treated  three  times  (a  year  ago 
this  last  spring)  and  she  had  to  be  carried  on  a  stretcher  and  from 
the  stretcher  into  the  .T-ray  room  for  her  first  treatment.  She 
ceased  to  bleed  after  the  third  exposure,  and  when  I  returned  in  the 
fall  she  was  five  months'  pregnant  and  was  delivered  during  the 
following  winter,  which  is  a  very  good  result." 

Dr.  W.  H.  Cary. — "Speaking  indirectly  of  Dr.  Healy's  paper 
there  is  a  point  on  which  I  would  be  glad  to  hear  some  comment.  I 
saw  a  patient  about  a  week  ago,  a  lady  thirty-eight  years  of  age,  who 
had  been  confined  in  an  asylum  twelve  years  ago  for  a  few  months, 
with  some  form  of  mental  disorder,  the  nature  of  which  we  could 
not  learn,  and  who  some  years  subsequently  developed  a  fibroid 
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uterus.  She  refused  operation  and  had  .-v-ray  treatments.  I 
was  told  that  the  fibroid  shrunk  rapidly.  She  developed  an  amenor- 
rhea, which  had  gone  on  for  three  years,  and  she  was  apparently 
mentally  unsound  when  I  saw  her.  I  thought  that  possibly  an 
artificial  menopause  so  induced  might  have  had  something  to  do 
with  the  recurrence  of  her  mental  disorder  and  asked  a  neurologist 
to  see  her  with  me,  and  he  made  a  diagnosis  of  involution  insanity, 
probably  induced  by  an  artificial  menopause. 

"I  would  like  to  ask  if  a  case  presented  a  history  of  previous 
(mental)  trouble,  this  would  constitute  a  contraindication  to  the  .use 
of  the  x-ray  as  compared  to  operation  for  the  treatment  of  fibroids." 

Dr.  I.  C.  Rubin. — "I  would  like  to  ask  Dr.  Healy  whether  he 
tried  to  pass  a  sound  into  the  uterus  to  determine  the  degree  of 
patency,  or  the  actual  size  of  the  uterus,  and,  secondly,  whether  there 
were  monthly  molimena.  Had  she  had  pain  at  her  monthly  pe- 
riods? If  that  was  the  case,  it  would  not  be  so  difficult  to  account 
for  this  amenorrhea.  I  think  we  have  all  seen  cases  of  synechia  of 
the  cervix  following  a  very  brisk  curettage,  or  may  be,  from  a  too 
vigorous  dilatation,  causing  a  laceration  of  the  cervix  with  subse- 
quent healing  and  synechia  formation.  Complete  stenosis  of  the 
cervix  is  followed  by  secondary  atrophy  of  the  uterus,  eventually 
giving  rise,  on  physical  examination,  to  the  same  sized  uterus  as 
would  be  discovered  in  an  infantile  maldevelopment. 

"On  one  occasion  I  had  to  remove  a  small  uterus  which  was 
reported  to  have  been  dilated  for  dysmenorrhea  and  very  scanty 
menses,  and  I  found  that  there  was  a  small  amount  of  fluid  blood  un- 
der very  high  tension,  so  that  it  spurted  on  incising  the  uterine 
cavity.  The  cervical  canal  was  completely  obliterated  and  it  was 
impossible  to  channel  through  the  same.  At  the  same  time  the 
uterus  was  no  larger  than  an  atrophic  or  infantile  uterus." 

Dr.  Joseph  Brettauer  (answering  Dr.  Cary). — "If  a  woman  has 
a  fibroid  condition  which  causes  severe  loss  of  blood  and  requires 
some  interference,  I  would  rather  operate  upon  that  woman  and 
leave  her  ovaries  in  than  use  the  x-ray." 

Dr.  H.  N.  Vineberg. — "Some  years  ago  we  had  a  discussion  or, 
rather,  a  report  of  a  series  of  cases  and  several  of  the  Fellows  re- 
ported one  or  two  cases  in  which  a  complete  amenorrhea  followed 
an  ordinary  expert  curettage.  It  fell  to  my  lot  to  report  one  of 
those  cases.  In  my  case  the  patient  was  a  woman  of  about  twenty- 
eight  or  thirty.  I  know  that  the  curettage  was  gently  done  and 
following  it  the  woman  developed  an  amenorrhea.  There  was  no 
synechia  of  the  cervical  canal  and  the  uterus  was  perfectly  patulous, 
but  she  continued  to  have  her  amenorrhea  for  some  time  after,  at  least 
a  year  or  two.  Several  of  the  gentlemen  here,  Dr.  Taylor,  I  think, 
among  them,  had  similar  cases  which  they  reported  that  night.  That 
it  can  f oflow  a  careful  curettage  is  a  well-known  fact,  and  I  am  sure 
that  every  one  here  can  recall  instances  in  their  experience  in  which  a 
curettage  done  in  a  proper  manner  has  sometimes  been  followed, 
though  rarely,  by  complete  amenorrhea." 

Dr.  Harold  Bailey. — "I  would  like  to  say  a  word  more  or  less 
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in  answer  to  Dr.  Cary's  question.  It  strikes  me  that  a  case  such  as 
he  has  described  would  be  a  very  suitable  one  for  a  small  dose  of 
radium,  not  over  300  millicuries,  given  in  a  silver  tube,  and  that  it 
will  very  likely  stop  the  bleeding  and  be  pretty  certain  not  to  affect 
the  ovaries. 

"It  is  that  question,  Mr.  Chairman,  that  you  brought  up  about 
the  woman  having  (in  Dr.  Healy's  case)  a  baby  after  nine  months 
of  x-ray  treatment,  which  leads  me  to  believe  that  it  must  have  been 
a  very  weak  series  of  applications,  because  from  what  we  understand 
of  the  action  of  the  x-ray  the  follicular  portion  of  the  ovary  is  killed 
first,  and  the  fact  that  the  patient  became  pregnant  later  shows  that 
it  was  not  destroyed. 

"Whether  or  not  the  x-ray  could  have  a  delayed  action  and 
amenorrhea  be  produced  by  a  shrinkage  of  the  ovary  years  after- 
ward, seems  to  be  a  question  as  yet  unanswered." 

Dr.  Howard  C.  Taylor. — "The  story  of  this  case  from  the  start 
shows  that  the  patient  became  pregnant  after  three  curetings  and 
nine  months  of  x-ray  treatment.  It  would  seem,  therefore,  that 
those  three  curetings  and  the  x-ray  treatment  were  not  the  cause  of 
the  amenorrhea,  otherwise  she  would  not  have  become  pregnant 
afterward.  She  was  curetted  directly  after  her  miscarriage  at  a 
time  when  the  uterus  was  soft,  and  she  was  curetted  again,  if  I 
understand  rightly,  at  the  end  of  two  months  after  that,  when  the 
uterus  was  probably  still  a  bit  soft.  It  seems  to  me  that  those  two 
curetings  were  probably  the  cause  of  the  amenorrhea,  even  if  it  did 
not  come  on  right  away,  rather  than  the  x-ray  or  the  first  cureting. 

"This  case  brings  up  a  question  of  the  use  of  radium  and  the  x-ray 
in  the  cases  of  uterine  bleeding.  We  are  still  indefinite  in  our  minds 
regarding  the  use  of  these  agencies  for  bleeding.  Personally  I  hesi- 
tate to  use  radium  or  the  x-ray  for  fibroids  or  uterine  bleeding  in 
women  who  are  likely  to  have  more  children.  It  is  true  this  case 
reported  by  Dr.  Healy  became  pregnant  after  x-ray  treatment. 
It  is  true  Dr.  Judd  reports  a  case  that  had  x-ray  treatment  and  be- 
came pregnant.  A  good  many  similar  cases  are  reported,  but  how 
do  we  know  that  the  ova  may  not  be  very  definitely  injured,  even 
if  not  entirely  killed.  How  do  we  know  what  that  offspring  is  going 
to  be  from  this  injured  ovum?  In  as  much  as  myomectomy  is  an 
operation  associated  with  so  small  a  risk,  it  is  I  believe  better  treat- 
ment for  a  fibroid  in  the  child-bearing  age  than  the  use  of  radium 
or  x-ray. 

"There  is  one  more  point  that  I  think  must  be  brought  up  in  con- 
nection with  the  use  of  radium  or  the  x-ray  in  the  treatment  of  fi- 
broids. We  get  the  idea  that  an  operation  is  associated  with  risk 
and  that  the  use  of  radium  or  x-rays  is  not.  As  a  matter  of  fact, 
that  is  not  the  case.  There  is  a  very  definite  risk  connected  with 
the  use  of  radium  or  x-rays  in  the  treatment  of  fibroids.  If  we  were 
to  take  only  the  cases  suitable  for  radium,  that  is,  only  cases  without 
complications,  and  compare  the  risk  there  with  the  risk  of  operation, 
I  believe  that  it  would  be  found  nearly  the  same." 

Dr.   F.   R.  Oastler. — "I  would  like  to  say  that  I  differ  from 
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Dr.  Taylor  in  his  conclusions  with  respect  to  Dr.  Healy's  case.  It 
seems  to  me  that  all  the  treatment  given  to  that  poor  woman  had 
to  do  with  her  amenorrhea.  We  might  say  the  first  three  curetings 
resulted  in  destroying  a  great  portion  of  the  endometrium  and  the 
x-ray  resulted  in  a  great  portion  of  her  ovary  being  destroyed, 
but  evidently  one  follicle  survived  and  located  itself  on  a  portion 
of  healthy  endometrium.  Another  physician  finally  completed 
the  curettage  and  took  out  the  little  healthy  endometrium  which 
was  probably  left  in  the  uterus,  and  so  she  had  her  amenorrhea  and 
secondary  destruction  of  the  ovary  from  the  x-ray  followed,  probably 
causing  an  atrophy  of  the  ovary  with  the  probable  exception  of  one 
Graafian  follicle." 

Dr.  F.  R.  Oastler. — "With  respect  to  the  use  of  the  x-ray  in 
uterine  bleeding,  I  wish  to  say  that  it  has  been  my  good  fortune  to 
operate  on  a  case  of  cancer  of  the  body  of  the  uterus  which  went 
the  rounds  of  Manhattan  and  the  diagnosis  made  by  three  excellent 
gynecologists  in  New  York  City,  all  of  them  believing  it  was  due  to 
the  menopause.  Two  of  them  suggested  curettage;  one  suggested 
the  x-ray.  She  did  not  have  a  curettage,  but  she  did  have  ar-ray 
treatment.  The  x-ray  did  not  do  any  good.  She  continued  to  bleed, 
and  eventually  fell  into  my  hands,  and  I  operated  for  a  carcinoma 
of  the  body  of  the  uterus.     She  is  just  out  of  the  hospital  two  days." 

Dr.  Joseph  Brettauer. — "I  would  like  to  remind  the  speaker 
of  the  possible  exploratory  character  of  the  curetments  performed 
upon  his  patient." 

Dr.  F.  R.  Oastler. — "I  did  not  make  any  remark  as  to  what  the 
curettage  was  for.  I  did  not  inquire  as  to  what  it  was  for.  I  simply 
made  the  statement,  definitely,  that  this  woman  was  advised  to  be 
curetted  by  two  of  our  eminent  gynecologists  of  Manhattan.  The 
third  suggested  an  x-ray,  and  she  took  the  x-ray  rather  than  have  an 
operation,  as  she  was  opposed  to  it. 

Dr.  H.  C.  Taylor. — "I  would  like  to  ask  the  doctor  how  he  made 
his  diagnosis  of  carcinoma  of  the  fundus." 

Dr.  F.  R.  Oastler. — '.'I  did  not  make  a  diagnosis  of  carcinoma  of 
the  fundus.  It  seemed  to  me  there  was  a  fibroid  in  the  fundus 
of  the  uterus.  The  uterus  was  enlarged.  She  was  a  large  woman 
weighing  about  250  or  275  pounds  and  my  advice  to  her  was  to  have 
a  curettage  and  if  I  found  there  was  some  evidence  of  malignancy  to 
go  ahead  and  operate,  which  I  did." 

Dr.  William  P.  Healey. — "I  am  very  grateful  for  the  free 
discussion  of  this  case.  In  regard  to  the  question  as  to  whether 
there  was  an  atresia,  I  would  say  that  there  was  no  closing  of  the 
uterine  canal  here,  it  was  patent.  On  the  other  hand,  the  case  was 
not  at  all  like  the  cases  that  we  occasionally  see  in  which  there  has 
been  a  complete  amenorrhea  following  one  simple,  carefully  done 
curettage.  In  the  cases  which  I  have  seen,  the  uterus  has  been 
perfectly  normal  six  months  or  two  years  or  whatever  length  of 
time  after  the  complete  amenorrhea  has  set  in  following  the  curetting. 
There  has  been  a  normal  uterus  and  there  have  been  normal  ovaries. 
We  find  no  reason  for  the  amenorrhea.     Dr.  Furniss'  case,  I  think, 
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would  possibly  fit  into  that  group  in  which  you  are  unable  to  account 
for  the  amenorrhea. 

"In  this  case  we  had  a  small,  densely  contracted  uterus  which  had 
become  apparently  sclerotic  exactly  like  hard  fibrous  tissue  in  a  very 
dense  fibroid  tumor. 

"I  feel  that  the  interesting  point  here  is  that  when  this  young 
woman  was  between  her  twenty-second  and  twenty-fourth  year  she 
was  curetted  three  times  by  a  very  excellent  gynecologist  for  her 
uterine  bleeding.  It  is  reasonable  to  assume  that  if  he  curetted 
once  unsuccessfully  the  second  time  he  possibly  curetted  a  little 
bit  more  thoroughly,  and  if  the  second  time  he  failed  to  stop  the 
bleeding,  the  third  time  he  probably  was  even  still  more  strenuous, 
and  yet  he  failed  to  stop  the  bleeding.  Then  when  she  came  under 
the  observation  of  Dr.  Brettauer,  to  whom  I  wish  to  apologize  for 
apparently  not  stating  his  position  very  clearly,  he  advised  a  curet- 
tage and  an  exploratory  operation  upon  the  uterus  itself,  which  he 
said  he  would  do  per  vaginam,  in  order  to  ascertain  whether  or  not 
there  might  be  something  in  the  uterus  which  would  account  for 
the  bleeding,  as  he  himself  has  just  remarked,  such  as  a  submucous 
fibroid  which  could  not  be  detected  without  this  exploratory  hyster- 
otomy. I  did  state  that  he  found  the  uterus  apparently  normal  and 
that,  as  a  result  of  those  findings,  he  concluded  that  the  trouble  was 
probably  ovarian,  and  suggested  the  x-ray  treatment. 

"Now,  I  thought  it  was  very  interesting  that  this  patient  had 
x-ray  treatment  for  nine  months.  She  said  at  first  a  year,  but  on 
cross-examination  she  said,  'Well,  surely  nine  months,  three  times 
a  week  faithfully'  by  the  one  man  all  the  time.  I  was  careful  to 
inquire,  as  a  matter  of  interest,  whether  she  had  always  the  one 
man  to  give  her  the  treatment.  After  that  period  of  time  she  was 
apparently  cured  and,  as  far  as  she  knew,  she  was  a  well  woman, 
and  stopped  the  x-ray  treatment.  The  periods  had  regained  their 
normal  periodicity  and  type,  so  she  was  thoroughly  satisfied;  and 
then  she  became  pregnant.  Then,  subsequent  to  her  miscarriage, 
which  took  place  at  four  and  one-half  months,  she  had  two  more 
curetings,  one  because  she  miscarried  and  the  other  because  she 
soon  after  that  had  a  profuse  menstrual  period.  She  did  not  then 
suffer  completely  from  amenorrhea,  but  during  the  succeeding  four 
years  (which  brings  us  up  to  the  present  time)  she  gradually  lost 
her  periods,  and  now  it  is  a  number  of  months.  Last  March  was 
her  last  period. 

"I  think  Dr.  Oastler  has  come  pretty  close  to  it  when  he  says 
the  curetings  and  the  x-ray  treatments  are  all  to  blame." 

Dr.  Hermann  Grad  presented  a 

REPORT    OF    CASES    OF    PAINFUL    OVARIES    OVERLOOKED    AT    TIME    OF 

OPERATION. 

In  reporting  these  cases  of  painful  ovaries,  it  is  not  my  intention 
to  advocate  the  removal  of  the  ovaries  but  to  guard  against  a  failure 
to  interpret  the  subjective  symptoms  presented  by  the  patient. 
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The  interpretation  of  subjective  symptoms  in  pelvic  disease  is 
quite  difficult.  When  patients  complain  of  pain  it  is  our  endeavor 
to  discover  by  objective  signs  just  what  organs  or  tissues  are  affected. 
There  are,  however,  a  great  many  cases  of  pelvic  pain  where  no 
objective  signs  are  discernible.  In  these  cases  we  must  rely  entirely 
upon  subjective  signs  and  careful  histories  of  the  cases.  Particu- 
larly is  this  true  of  patients  with  painful  ovaries.  The  patient  com- 
plains of  pain  in  one  or  both  groins,  but  the  pelvic  examination 
gives  one  no  clue  as  to  the  organ  that  is  affected.  Even  if  one  can 
palpate  the  ovary  and  find  that  it  is  sensitive  to  touch,  one  is  still 
in  doubt  as  to  the  organ  that  is  affected  because  even  a  normal 
ovary  is  necessarily  painful  to  touch.  It  is  in  the  above  type  of 
case,  the  history  of  which  I  shall  relate,  that  on  account  of  a  failure 
to  interpret  the  symptoms  correctly,  several  operations  were  per- 
formed without  relief  to  the  patient.  This  would  have  been  avoided, 
had  the  proper  interpretation  been  placed  upon  the  subjective 
symptoms  presented  by  the  patient.  The  history  of  this  case  is  as 
follows: 

Miss  M.  R.,  aged  eighteen,  was  first  seen  on  July  i,  191 2.  The 
patient  then  complained  of  pain  on  the  left  side  of  her  abdomen, 
dysmenorrhea,  leukorrhea,  and  burning  on  urination.  Her  first 
menstruation  occurred  at  age  of  twelve  and  had  been  quite  regular. 
Her  last  menstruation  occurred  on  January  22,  191 2.  She  had  pain 
with  each  period,  the  pain  coming  on  at  the  time  of  the  flow.  A 
pelvic  examination  which  was  quite  easily  made  on  account  of  a 
distensible  hymen,  revealed  the  following  conditions.  There  was 
an  anteflexion  of  the  uterus.  The  left  ovary  tender  to  touch  and 
slightly  enlarged.  She  was  advised  to  submit  to  a  dilatation  and 
the  insertion  of  a  stem  pessary.  She  was  admitted  to  the  hospital 
July  9,  191 2,  was  operated  on  the  next  day,  and  a  stem  pessary 
was  inserted.  She  remained  in  the  hospital  about  two  weeks  and 
the  pessary  was  allowed  to  remain  in  position  for  two  consecutive 
periods.  There  was  no  relief  from  this  operation.  She  suffered 
just  as  much  from  dysmenorrhea  as  before  and  had  constant  pain 
in  the  left  side.  Patient  was  then  lost  sight  of  and  nothing  was 
heard  from  her  until  January  2,  1913,  when  she  again  appeared  at 
the  office  complaining  of  the  same  pain  in  the  left  side  and  she  then 
gave  the  following  history: 

She  said  that  she  had  been  laparotomized  at  another  hospital  for 
the  relief  of  pain.  Her  appendix  had  been  removed  but  that  she  is 
still  suffering  from  pain  in  the  left  side  and  that  her  pain  had  been 
increased  to  such  an  extent  that  she  had  been  unable  to  go  to  busi- 
ness and  earn  her  living. 

Examination  showed  that  the  pelvis  was  free  of  any  pathological 
condition  and  that  her  left  ovary  was  tender  to  touch  and  that  her 
subjective  symptoms  pointed  entirely  to  her  left  ovary.  She  was 
told  of  this  and  was  advised  to  have  the  ovary  removed.  She  was 
quite  willing  to  do  anything  that  would  rid  her  of  her  pain  and  put 
her  back  in  position  where  she  could  earn  her  living  again.  Accord- 
ingly, on  January  18,  1913,  her  abdomen  was  opened  by  a  supra- 
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pubic  incision  and  the  left  ovary  was  removed.  It  was  quite  normal 
in  appearance  and  contained  few  minute  cysts.  The  recovery  was 
prompt  and  the  patient  has  never  experienced  any  further  difficul- 
ties in  her  pelvis  and  she  has  remained  well  for  five  years. 

The  pathological  diagnosis  was  chronic  oophoritis.  Microscopic 
section  shows  everywhere  an  increased  amount  of  connective-tissue 
formation  and  a  large  number  of  atretic  follicles  and  small  cysts. 

Comment. — Had  a  proper  interpretation  been  placed  upon  the 
subjective  symptoms  presented  by  the  patient,  she  would  have 
avoided  the  two  former  operations. 

It  has  been  my  experience  that  there  are  a  large  number  of  cases 
of  this  type  in  young  women  who  complain  bitterly  of  pelvic  pain, 
in  whom  there  is  no  history  of  any  infection  nor  are  there  objective 
symptoms  to  be  found.  These  cases  suffer  with  some  type  of  ova- 
rian pathology  which  is  not  understood  and  are  often  subjected  to 
unnecessary  operation  before  a  final  diagnosis  is  made  and  her 
subjective  symptoms  properly  interpreted. 

Case  II. — Mrs.  A.  A.  was  first  seen  October  n,  1916.  She  was 
thirty-two  years  old,  had  been  married  nine  years,  had  one  child  and 
two  miscarriages.  She  complained  of  backache  and  pain  in  her 
left  side,  which  was  aggravated  during  the  time  of  her  menses  and 
a  week  preceding.  Examination  showed  a  tender  left  ovary  and 
uterus  retroverted.  She  was  advised  to  submit  to  an  operation  and 
was  admitted  to  the  hospital  and  was  operated  on  the  2 2d  day  of 
October,  1915.  Her  round  ligaments  were  shortened  and  the 
appendix  removed  and  on  account  of  the  presence  of  a  cyst  on  the 
ovary,  the  right  ovary  was  resected.  The  left  ovary  was  examined, 
found  normal,  and  not  removed.  The  patient  had  an  unusually 
stormy  convalescence  from  this  operation  which  was  followed  by  a 
phlebitis.  She  finally  recovered  from  the  operation  but  was  not 
relieved  of  her  symptoms.  The  subjective  symptom  of  pain  was 
not  properly  interpreted  and  she  was  not  relieved.  Had  her  symp- 
toms been  interpreted  properly,  this  ovary  would  have  been  resected 
or  removed  entirely  and  a  cure  would  have  been  affected.  The 
patient  continues  to  suffer  and  is  quite  often  incapacitated  from 
doing  her  work. 

Case  III. — Mrs.  A.  H.,  aged  thirty-two,  married  fifteen  years, 
had  had  four  children  and  two  miscarriages.  She  was  seen  on  Sept. 
20,  1 91 8  when  she  gave  the  following  history: 

She  was  complaining  of  pain  on  the  left  side,  burning  pain  across 
abdomen,  backache  and  leukorrhea.  Her  menstruations  are 
quite  regular,  four  to  five  days'  duration,  and  the  last  one  occurring 
on  Sept.  3, 1918.  Pelvic  examination  showed  uterus  in  good  position, 
left  ovary  tender  to  touch.  She  was  operated  a  year  ago  and  the 
following  operations  were  done:  dilatation  and  curettage,  bilateral 
trachelorrhaphy,  Gilliam  suspension  operation  and  appendectomy. 

Comment. — This  patient  suffers  now,  one  year  after  the  operation, 
with  exactly  the  same  symptoms  that  she  suffered  before,  and  while 
her  uterus  is  in  good  position  and  the  pelvis  is  clear  of  disease, 
she  is  not  any  better  than  she  was  before  the  operation.     Had  a 
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proper  interpretation  of  her  symptoms  been  made,  her  left  ovary- 
would  have  been  removed  and  she  would  have  been  relieved  from 
symptoms. 

Dr.  W.  H.  Cary. — "It  seems  to  me  that  Dr.  Grad  has  overlooked 
one  very  important  feature  in  those  cases,  and  that  is  the  functional 
side  of  the  ovary.  When  a  young  unmarried  woman  complains 
of  irritability  of  the  bladder,  leukorrhea,  and  tenderness  of  the  ovary 
she  is  usually  a  masturbator,  and  I  think  those  cases  should  be 
studied  on  that  basis.  I  believe  when  the  functional  disturbance  is 
corrected  that  the  tenderness  of  the  ovary  will  usually  diminish  and 
the  irritability  of  the  bladder  disappear;  and  it  is  a  question  in  my 
mind  if  an  ovary  should  be  removed  solely  for  pain  unless  the  sexual 
habit  of  the  patient  has  been  carefully  studied." 

Dr.  H.  N.  Vineberg. — "I  simply  want  to  emphasize  what  the 
last  speaker  has  said.  I  hope  that  the  Society  will  take  strong 
action  and  take  the  stand  that  we  should  not  go  back  to  the  custom 
of  removing  ovaries  simply  on  account  of  pain.  We  all  have  seen 
these  unfortunate  patients  who  have  been  subjected  to  a  laparotomy 
several  times  and  one  ovary  taken  out,  then  the  other  ovary,  then 
the  appendix,  with  the  final  result  of  pain  due  to  adhesions.  When 
a  patient  comes  to  my  office  and  complains  of  pain  and  I  do 
not  find  anything  to  account  for  it,  I  frankly  confess  to  her  that  I  am 
unable  to  find  any  reason  for  it  and  probably  would  not  be  any  the 
wiser  were  I  to  open  the  abdomen.  I  think  this  Society  should  be 
very  careful  in  endorsing  any  position  where  we  should  interpret,  or 
even  suggest,  opening  the  abdomen  without  knowing  of  a  definite 
lesion  before  doing  so." 

Dr.  F.  R.  Oastler. — "I  want  to  most  emphatically  endorse  what 
Dr.  Vineberg  has  just  said.  There  is  some  pathological  lesion  in 
the  right  iliac  fossa,  in  the  neighborhood  of  the  sacroiliac  synchon- 
drosis, which  we  medical  men  have  not  discovered  and  which  no 
man  here  can  explain.  It  is  not  appendicular,  it  is  not  ovarian, 
it  is  not  sacroiliac,  it  is  not  due  to  a  floating  kidney,  nor  is  it  due  to 
a  kink  in  the  ureter.  Whether  it  is  due  to  a  lumbosacral  neuralgia 
I  am  not  quite  sure.  I  have  now  under  observation  a  patient  whom 
I  have  been  watching  for  fifteen  or  sixteen  years  and  have  also 
eighteen  or  twenty  cases  in  which  pretty  nearly  everything  in  the 
right  iliac  fossa  has  been  removed,  and  they  still  have  the  same  pain. 
They  have  first  had  their  ovaries  removed,  second  their  appendix,  and 
then  they  have  had  the  kidney  sewed  up,  and  I  have  some  of  them 
that  have  been  subjected  to  from  two  to  five  laparotomies.  I  have 
now  twenty  cases  and  I  am  sure  that  there  is  a  pathology  of  the 
iliac  fossa  that  no  one  has  accounted  for." 

Dr.  W.  P.  Healy. — "I  would  like  to  ask  Dr.  Grad  if  he  recalls 
whether  in  the  case  in  which  he  operated  and  cured  the  patient 
of  her  symptoms  he  also  removed  the  tube  with  the  ovary. 

"I  have  in  mind  a  young  woman  who  has  been  under  my  observa- 
tion now  for  about  five  years  with  intense  dysmenorrhea,  a  young 
woman  who  is  a  trained  nurse,  who  works  exceedingly  hard  during 
the  interim  between  her  periods  and  who  is  absolutely  well  except 
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for  the  forty-eight  hours  during  which  her  periods  last.  She  had 
been  curetted  before  she  came  under  my  observation  and  had  been 
told  by  the  man  who  curetted  her  that  since  she  was  not  relieved  an 
abdominal  operation  would  be  necessary.  When  she  came  under 
rny  observation  I  could  find  nothing  wrong  in  the  pelvis  and  did 
the  usual  dilatation,  cureting  and  introduction  of  a  stem  pessary, 
which  I  have  been  in  the  habit  of  doing  in  cases  of  what  I  think  are 
obstructive  dysmenorrhea,  with  hardly  any  relief  whatsoever  in 
this  case.  After  some  months  I  repeated  this  operation  with  practi- 
cally no  benefit.  In  the  meantime  I  used  such  medicine  as  I  thought 
might  help.  She  was  in  training  then  and  I  kept  her  under  observa- 
tion throughout  the  period  of  two  and  one-half  or  three  years.  All 
the  time  her  pain  was  definitely  localized  in  the  left  ovary.  Finally 
I  did  an  abdominal  operation  and  found  a  small,  dense,  hard  left 
ovary,  which  I  removed.  I  also  found  an  old  chronic  appendix,  the 
distal  portion  of  which  had  become  separated  off  from  the  proximal 
portion  by  adhesions.  I  removed  both  portions  of  the  appendix. 
The  patient  was  not  relieved  of  her  symptoms.  She  still  has  her 
dysmenorrhea  and  still  has  her  pain  on  the  left  side.  Now,  I  re- 
moved only  the  ovary  in  this  case  and  have  since  felt  that  I  should 
have  removed  the  tube  as  well,  because  I  am  inclined  to  believe 
that  whatever  chance  she  had  of  being  cured  lay  in  severing  entirely 
the  nervous  and  vascular  mechanism  in  the  left  broad  ligament 
coming  in  from  the  infundibulopelvic  end,  and  I  am  interested  in 
knowing  whether  or  not  Dr.  Grad  did  remove  the  tube  in  his  case." 

Dr.  Grad. — "First  of  all,  about  removing  the  ovaries.  I  did  not 
intend  to  advocate  that  as  a  treatment  for  these  cases,  but  I  be- 
lieve there  is  a  certain  number  of  cases  where  one  can  perhaps 
exclude  everything  else  and  finally  come  down  to  the  conclusion 
that  it  is  the  ovary  which  is  the  cause  of  the  distress.  These 
patients  are  working  women  and  they  want  to  be  rid  of  their  pain. 

"In  the  case  I  reported  the  tube  was  not  removed.  I  simply 
removed  the  ovary  and  she  has  absolute  relief. 

"I  can  also  answer  Dr.  Cary's  question  by  saying  that  this  girl 
was  a  masturbator.  That  was  a  distinctive  feature  of  the  case, 
but  in  spite  of  that  fact  she  was  relieved  of  her  pain. 

"I  believe  there  are  sclerotic  ovaries  that  actually  cause  pain, 
but  how  to  differentiate  those  cases  from  the  others  I  do  not  know, 
but  there  is  a  number  of  cases  that  we  could  relieve  of  their  symp- 
toms of  pain  if  we  were  better  able  to  interpret  their  subjective 
symptoms." 

Dr.  Frank  L.  Oastler  reported  a  case  of 

SPONTANEOUS   RUPTURE   OF   THE   UTERUS,   POSSIBLY 

INTERSTITIAL — FIVE   MONTHS' 

PREGNANT. 

Mrs.  H.,  aged  thirty-one.  History  of  two  normal  births,  the  last 
two  years  ago,  became  pregnant  five  months  ago.  During  this 
five  months  she  had  two  mild  attacks  of  abdominal  colic  which 
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were  regarded  as  due  to  indigestion.  Patient  while  descending  the 
steps  of  her  house  felt  a  sudden  pain  in  her  abdomen  and  fell  to 
the  ground  unconscious.  A  physician  diagnosed  the  condition 
due  to  acute  indigestion.  The  patient  became  rapidly  worse  and 
at  the  end  of  twenty-four  hours  a  consultation  was  held  without 
result.  Four  hours  later  a  third  physician  was  called  and  diagnosed 
the  condition  ectopic  gestation.  When  the  patient  arrived  at  the 
hospital  she  was  practically  moribund.  Operation  was  undertaken 
at  once  but  she  died  on  the  table  from  shock  and  loss  of  blood.  The 
abdomen  was  full  of  blood.  The  fetus  was  lying  in  the  abdominal 
cavity.  The  uterus,  the  size  of  a  four  months'  pregnancy- presented 
a  large  hole,  occupying  most  of  what  appeared  to  be  the  fundus. 
The  placenta  in  part  protruded  through  the  hole.  Surrounding  the 
rent  in  the  uterus  the  veins  were  very  much  dilated  and  tortuous. 
There  were  a  few  adhesions  and  the  omentum  was  slightly  adherent. 
I  believe  the  case  to  be  either  an  interstitial  ectopic  pregnancy  at 
five  months,  which  is  common,  or  a  spontaneous  rupture  of  a 
pregnant  uterus  at  five  months,  which  is  more  uncommon.  Thp 
pathological  report  is  as  follows:  Gross  appearance:  Specimen 
consists  of  a  ruptured  uterus  and  fetus.  Microscopical  examination: 
Section  through  the  uterine  wall  bordering  the  perforation  shows  a 
rather  marked  degeneration  of  the  placental  elements  and  a  leuko- 
cytic infiltration.  The  wall  itself  is  extremely  edematous  and  the 
muscle  fibers  are  widely  separated  from  one  another.  Cells  con- 
taining blood  pigment  are  scattered  through  the  tissue  and  there 
are  areas  of  fresh  hemorrhage.  In  one  portion  the  wall  is  converted 
into  tissue  consisting  of  stellate  and  spindle  cells  imbedded  in  rather 
hyalin  substance.  This  tissue  is  supplied  with  newly  formed 
blood-vessels,  some  of  which  are  filled  with  leukocytes.  The  smooth 
muscle  elements  are  entirely  replaced  by  this  granulation  tissue. 
In  this  region  the  surface  of  the  uterus  shows  recent  inflammatory 
adhesions  infiltrated  by  polymorphonuclear  leukocytes  and  small 
round  cells.  Other  portions  of  the  wall  show  marked  leukocytic 
infiltration. 

The  transformation  of  the  normal  elements  of  the  myometrium 
into  granulation  tissue  and  the  other  signs  of  inflammation  indicate 
that  the  cause  of  the  rupture  is  to  be  found  in  some  inflammatory 
condition  of  the  wall,  the  real  nature  of  which  cannot  be  determined 
by  the  section  examined.     There  is  no  evidence  of  malignancy. 

DISCUSSION. 

Dr.  J.  0.  Polak. — Some  years  ago  we  had  a  case  of  spontaneous 
rupture  of  the  uterus  in  a  six  months'  pregnancy  that  occurred 
two  years  after  a  cureting  and  a  perforation  of  the  uterus  by  a 
curet.  This  patient  extruded  her  entire  ovum  through  the  fundus 
of  the  uterus,  with  all  the  symptoms  of  an  acute  abdomen,  and 
we  operated  on  her,  did  a  hysterectomy,  and  she  recovered.  She 
had  a  very  severe  abdominal  calamity  and  collapse  just  prior  to 
her  being  brought  into  the  hospital.     There  was  no  blood  what- 
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soever  in  the  peritoneal  cavity.     The  ovum  had  completely  blocked 
the  rent,  and  it  was  evidently  one  of  these  gradual  rents  which 
was  blocked  by  the  ovum  which  the  doctor  speaks  of. 
Dr.  Polak  also  reported  a  case  of 

ABDOMINAL   PREGNANCY. 

This  patient  was  a  primipara,  aged  twenty-six,  admitted  to  the 
Long  Island  College  Hospital,  Oct.  6, 191 8,  with  the  following  history. 

Her  last  menstruation  was  January  28th.  When  she  was  appar- 
ently two  months'  pregnant  she  had  a  severe  attack  of  abdominal 
pain  with  collapse,  .but  there  was  no  vaginal  bleeding.  She  was 
attended  by  a  physician  and  remained  in  bed  for  three  days;  from 
that  time  on  her  pregnancy  continued  without  noticeable  complica- 
tion, though  she  was  not  under  the  care  of  any  physician. 

On  Thursday,  October  4th,  she  had  a  severe  attack  of  abdominal 
pain  referred  to  the  epigastrium,  with  vomiting  and  the  symptoms 
of  an  acute  abdomen.  The  vomiting  resisted  all  treatment  and  she 
was  referred  to  the  hospital  October  6th. 

On  admission  she  presented  the  following  findings.  The  tem- 
perature was  100  and  the  pulse  no  of  fair  quality.  Vomiting 
ceased  promptly  by  instituting  our  routine  treatment  for  peritonitis. 

The  abdomen  was  considerably  distended  and  tympanitic  over 
the  entire  left  side,  the  right  upper  quadrant  was  tense  and 
tender  and  dull  in  the  flank.  There  was  no  defined  uterine  tumor 
or  intermittent  contractions.  The  child  was  distinctly  palpable 
on  the  right  side,  the  fetal  head  and  fetal  parts  easily  accessible 
and  the  fetal  heart  distinctly  heard  to.  the  right  of  the  median 
line  at  the  umbilicus.  Under  anesthesia  a  small  uterine  tumor  the 
size  of  a  two  months'  pregnancy  could  be  made  out  just  behind  the 
pubis.  The  cervix  was  open  and  the  interior  of  the  uterus  could 
be  digitally  explored  and  was  found  empty.  This  uterine  mass 
was  pushed  upward,  forward  and  to  the  left  by  a  soft  tumor  mass 
continuous  with  the  fetal  mass  felt  on  the  right  side.  At  noon  to- 
day after  I  had  confirmed  the  diagnosis,  my  associate  Dr.  A.  C. 
Beck,  through  a  right  abdominal  incision  15  cm.  long,  delivered  a 
3900-gram  child  which  was  quickly  resuscitated. 

The  fetal  sac  was  adherent  to  the  anterior  parietal  peritoneum, 
there  was  a  rupture  in  the  sac  at  the  upper  right  corner.  This 
rupture  was  closed  by  adherent  intestinal  loops,  which  explains  the 
abdominal  calamity  of  Thursday.  The  placenta  was  attached 
to  the  base  and  the  posterior  surface  of  the  left  broad  ligament, 
which  with  the  uterus  made  part  of  the  left  anterior  envelop.  The 
large  sinuses  of  the  placental  site  were  in  the  base  of  this  ligament. 
These  sinuses  were  tied  and  the  placenta  removed,  two  vessels 
at  the  base  were  so  situated  that  we  could  not  tie  them;  these  were 
clamped  with  hemostats  and  the  clamps  brought  out  of  the  abdomi- 
nal wound.  The  entire  sac  was  lined  and  isolated  with  a  Mikulicz 
bag  which  was  loosely  packed  with  strip  gauze  and  the  wound 
closed  to  the  point  of  drainage. 
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The  case  presents  these  points  of  interest: 

i.  The  primary  rupture  occurred  at  the  second  month,  but  as 
the  decidua  was  not  disturbed  there  was  no  vaginal  bleeding. 

2.  The  secondary  rupture  occurred  five  days  ago  and  the  rent  in 
the  fetal  sac  was  closed  by  the  adhesion  of  intestinal  loops. 

3.  That  the  hemorrhage  after  delivery  of  the  fetus  is  inconsider- 
able so  long  as  the  placenta  is  attached.  Its  blood  supply  should  be 
controlled  before  detaching  it. 
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A.    OBSTETRICS. 


i.  Breast-feeding;   Faradization   of   the   Mammary   Glands. — 

If  regular  nursing,  extra  feeding  and  galactagogues  fail  to  improve 
an  insufficient  milk  supply,  E.  S.  Chesser  {Lancet,  1918,  cxiv,  356) 
employs  faradization  of  the  breasts.  She  employs  two  hollow 
cone-shaped  flexible  zinc  electrodes.  The  circular  bases  fit  round 
the  breasts,  and  they  can  be  adapted  evenly  to  the  surface  of  the 
glands.  The  electrodes  are  fixed  in  place  with  an  elastic  bandage. 
An  ordinary  faradic  coil  is  used,  and  the  connecting  cables  are 
attached  from  the  secondary  terminals  to  soldered  terminals  on 
the  electrodes,  which  may  be  used  bare  or  underlaid  with  several 
layers  of  moist  lint.  The  current  is  passed  through  the  two  breasts 
for  twenty  minutes  twice  or  three  times  a  week.  Of  a  first  series  of 
twelve  consecutive  cases,  two  must  be  eliminated,  as  they  were 
only  able  to  attend  for  electric  treatment  twice.  Of  the  remainder, 
five  had  from  eight  to  ten  treatments,  five  were  sufficiently  im- 
proved in  from  four  to  seven  treatments.  In  every  case  the  child 
improved  in  health  and  an  average  gain  in  weight  of  3^  to  5  ounces 
a  week  was  maintained.  In  six  cases  the  average  gain  in  weight 
prior  to  beginning  electric  treatment  was  \}o  to  2  ounces  a  week;  in 
four  cases  the  treatment  was  started  at  the  first  or  second  attend- 
ance of  the  child  at  the  clinic,  as  the  test  meal  showed  that  the 
infant  was  having  less  than  half  the  required  amount  of  milk  from 
the  breasts  and  the  case  seemed  urgent.  In  giving  faradic  treat- 
ment it  may  be  necessary  for  a  couple  of  weeks  to  supplement  the 
mother's  milk  by  cow's  milk  or  artificial  food. 

2.  Benign  Type  of  Puerperal  Infection  from  the  Loeffler  Bacillus. 
— Balard,  of  Bordeaux  (Archives  mensuelles  d'obstetrique  et  de 
gynecologie,  1918,  vii,  135)  gives  a  monographic  account  of  this 
subject  and  cites  the  reported  cases  since  the  discovery  of  the 
bacillus.  At  least  ten  authors  have  reported  sporadic  cases  of  this 
type,  beginning  with  Fitzgerald  and  Bumm  in  1895.  In  none  of 
these  cases  was  there  epidemic  incidence.  Quite  different  in  type 
was  an  epidemic  of  thirty-three  cases  of  puerperal  fever  of  diph- 
theritic nature  in  the  Paris  Maternity  in  1890.  Clinically  the 
affection  was  a  membranous  vulvovaginitis,  such  as  occasionally 
occurs  from  the  ordinary  infectious  germs  of  that  disease  and  only 
the  microscope  made  the  diagnosis.  At  that  period  antitoxin 
was  hardly  in  use  but  no  mortality  is  mentioned  and  the  epidemic 
was  pronounced  benign  although  postdiphtheritic  paralyses  are 
mentioned.  To  these  thirty-three  the  author  adds  the  eleven 
sporadic  cases  already  suggested,  and  this  apparently  represents 
all  of  the  recorded  material  properly  documented  up  to  the  publica- 
tion of  the  present  article  in  which  are  reported  nine  personal  and 
unrecorded  cases  at  the  Bordeaux  clinic.     In  the  grand  total  of 
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infected  mothers  few  cases  of  infant  contamination  occurred, 
the  total  being  three  or  about  6  per  cent.  These  babies  were  all 
infected  early.  The  milk  of  the  diphtheritic  mother  or  wet  nurse 
is  clearly  harmless  and  especially  must  this  be  the  case  after  serum 
injection.  It  is  indeed  far  from  unlikely  that  the  infant  who 
nurses  these  women  becomes  immune.  While  serum  should  always 
be  given  it  is  quite  probable  that  the  patients  would  recover  in  its 
absence  provided  that  it  be  given  locally  in  the  form  of  tampons. 
The  extreme  benignity  of  these  cases  makes  the  author's  elaborate 
analysis  of  limited  interest.  Of  fifty-three  cases  mentioned  in  all 
only  one  mother  succumbed  to  the  disease.  This  was  a  sporadic 
case  reported  in  191 1  and  the  statement  is  appended  that  the  type 
of  disease  was  severe  and  serum  not  given  until  late  in  the  disease. 

3.  Trephining  the  Newly  born. — Brindeau  writes  on  this  subject 
in  the  Archives  mensuelles  d'obstetrique  et  de  gynecologie,  vii,  103,  and 
reports  four  cases,  two  of  which  were  life  saving  while  the  other 
operations  did  not  avert  death.  He  believes  that  the  intervention 
is  less  formidable  than  has  been  believed  and  that  it  is  indicated 
unconditionally  in  depressions  and  meningeal  hemorrhages.  Death 
is  apparently  not  the  result  of  intervention.  One  may  use  the 
transosseous  or  transmembranous  route.  In  one  of  the  successful 
cases  both  depression  and  hemorrhage  were  present,  while  in  the 
other  only  depression  is  mentioned.  In  the  first  case  the  actual 
indication  was  paralysis  and  convulsions  while  the  second  infant 
rescued  showed  only  ordinary  suspended  animation.  In  the  first 
case  lost  the  condition  was  meningeal  hemorrhage  without  cranial 
depression.  Operation  gave  exit  to  blood  and  the  infant  appeared 
to  be  out  of  all  danger  when  death  supervened  gradually  with 
syncopal  symptoms.  Autopsy  showed  that  the  drainage  had  been 
satisfactory  and  no  other  foci  of  hemorrhage  but  a  thin  layer  of 
clotted  blood  at  the  base.  In  the  second  unsuccessful  case  the 
diagnosis  was  meningeal  hemorrhage,  the  operation  was  successful, 
the  convulsions  ceased  but  otherwise  the  report  was  not  good  and 
the  child  died  two  days  later.  Autopsy  showed  a  subtentorial 
hemorrhage. 

4.  Use  and  Abuse  of  Pituitary  Extract. — G.  W.  Kosmak  {Jour. 
A.  M.  A.,  1918,  lxxi,  1117)  describes  pituitary  extract  as  a  valuable 
addition  to  our  therapeutic  resources,  but  one  which  must  be  used 
with  great  caution,  particularly  in  obstetric  cases.  Here  it  is  safe 
only  in  cases  of  simple  uterine  inertia,  particularly  in  multiparas, 
when  there  is  no  obstruction  to  the  passage  of  the  child,  no  exhaus- 
tion, and  the  presenting  part  engaged.  It  should  be  used  in  doses 
of  not  over  5  minims  at  a  time,  repeated  only  when  the  effect  of  the 
previous  dose  has  worn  off.  For  the  induction  of  labor,  or  as  an 
accepted  substitute  for  the  forceps,  it  would  be  best  not  to  consider 
pituitary  extract.  Properly  used  under  proper  indications,  the 
extract  of  the  hypophysis  has  a  distinct  place  and  value.  In- 
discriminate and  improper  use  will  only  tend  to  relegate  a  good 
therapeutic  medium  to  the  discard. 

5.  Cesarean  Section  in  Eclampsia.— C.  G.  Strickland  (Penn. 
Med.  Jour.,  191 8,  xxii,  8)  says  that  in  the  treatment  of  eclampsia 
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conservative  measures  have  their  place.  In  multipara?  the  rupture 
of  the  membranes  followed  by  the  introduction  into  the  cervix  of  a 
hydrostatic  dilator  together  with  forced  elimination  and  a  possible 
phlebotomy  are  often  all  that  is  required.  If  the  cervix  is  undilated 
and  the  case  violent  in  its  onset  the  bags  may  be  rejected  as  too 
slow  and  a  vaginal  cesarean  done.  In  primiparae  the  problem  is 
more  complicated.  If  the  cervix  is  largely  obliterated  and  dilatation 
well  under  way  it  may  be  possible  to  use  a  bag  to  be  followed  later 
by  forceps.  But  if  the  cervix  is  unshortened  and  undilated,  bags 
and  bougies  are  too  slow.  In  this  type  of  case  the  writer  favors 
abdominal  Cesarean  section. 


B.  GYNECOLOGY. 

i.  Prevention  of  Gas  Pains. — L.  A.  Emge  (Jour.  A.  M.  A.,  1918, 
lxxi,  878)  says  that  clinical  and  experimental  observations  strongly 
suggest  that  preoperative  purging  is  a  strong  factor  in  the  producing 
of  gas  pains.  At  operation  the  strongly  purged  bowel  is  more 
difficult  to  handle  than  the  unpurged  bowel  on  account  of  con- 
gestion and  distention.  An  enema  will  clear  the  lower  bowel 
sufficiently  for  any  operative  work.  Patients  who  have  not  been 
purged  are  comparatively  free  from  gas  pains.  Statistics  are 
presented  by  the  writer  to  support  these  contentions. 

2.  Untoward  Results  which  may  Follow  Irradiation  Therapy. — 
Recasens  and  Conill,  Spanish  authorities,  consider  this  subject  from 
the  separate  angles  of  rontgen  rays  and  radium  {Archives  mensuelles 
d'obstetrique  et  gynecologie,  191 8,  vii,  81).  Many  of  the  alleged 
ill  consequences  are  conjectural  rather  than  demonstrable.  The 
unintentional  sterilization  from  destruction  of  graafian  follicles  is 
somewhat  obscure.  A  local  accumulation  of  fat  is  attributed  to 
this  factor  but  this  does  not  appear  to  be  a  serious  or  permanent 
condition  and  the  authors  have  successfully  antagonized  it  by 
diathermy.  The  possibility  of  killing  the  embryo  in  overlooked 
conception  has  yet  to  be  proved.  In  the  use  of  .r-rays  for  malignancy 
the  charge  has  been  made  that  both  metastasis  and  toxemia  are 
favored.  Degenerated  myomas  are  especially  feared  in  this  con- 
nection. Ulcerated  growths  which  can  drain  more  or  less  are 
correspondingly  immune  in  this  respect.  The  danger  appears  to  be 
real  although  toxemia  and  cachexia  are  in  any  case  inevitable. 
Xo  figures  are  given  to  show  whether  the  cachexia  is  hastened  by 
radiation.  In  regard  to  metastases  it  is  very  probable  that  the 
initial  stimulating  doses  of  the  rays  could  determine  them;  so  that 
one  should  use  heavy  doses  from  the  start.  A  hitherto  undescribed 
drawback  to  the  use  of  x-rays  is  termed  by  the  authors  aterpy  from 
a  Greek  word  meaning  disagreeable.  The  Germans  have  named  it 
"rontgenkater"  in  which  "kater"  is  used  in  the  sense  of  "katzen- 
jammer,"  the  sensations  of  aterpy  being  comparable  to  the  feelings 
after  a  debauch.  The  subject  who  has  been  rayed  awakes  with 
prostration,  somnolence,  headache,  dry  throat,  coated  tongue, 
thirst,  sour  belching,  tremor  of  the  hands.     The  authors  do  not 
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find  this  imitation  of  postalcoholic  sensations  but  would  compare 
it  rather  with  severe  dysmenorrhea  and  early  sickness  of  pregnancy. 
It  is  not  due  to  cumulative  effect  for  some  women  show  it  very  early. 
The  picture  differs  further  from  alcoholism  in  being  much  less 
typical  and  showing  the  greatest  individual  variation.  The  unto- 
ward effects  of  radium  closely  parallel  those  of  x-rays  but  radium 
necroses  and  certain  alleged  changes  in  the  blood  are  quite  peculiar 
to  the  metal.  It  is  claimed  that  the  defensive  ferments  in  the  blood 
are  weakened  and  microbes  mobilized  and  taken  up  into  the  blood. 
Radium  aterpy  differs  from  x-ray  aterpy  in  being  comparable  to 
intoxication  itself  rather  than  to  the  sequela?  of  the  same.  These 
effects  are  not  only  ephemeral  *but  inconstant.  Blood  tests  show 
that  the  defensive  ferments  soon  reappear  in  the  blood. 

4.  Retrograde  Movement  of  Ureteral  Calculi. — H.  L.  Kretschmer 
{Jour.  A.  M.  A.,  1918,  lxxi,  1355)  reports  two  cases  in  which  the 
ureteral  calculus  moved  downward  from  the  point  at  which  it  was 
first  found  and  subsequently  ascended  the  ureter.  He  concedes 
that  this  may  occur  as  a  result  of  gravity  when  a  patient  with  a 
dilated  ureter  is  placed  in  the  Trendelenburg  position;  but  he  cites 
facts  to  show  that  reflux  of  fluid  up  the  ureter  is  possible  and  that 
reversed  peristalsis  has  been  amply  demonstrated  in  the  laboratory. 
In  the  face  of  this  clinical  and  laboratory  evidence,  it  would  appear 
logical  to  assume  that  the  calculi  in  a  certain  percentage  of  cases 
change  their  positions  because  of  the  presence  of  a  dilated  ureter, 
and  that  in  a  certain  number  of  them  the  retrograde  movement 
of  the  stone  is  due  to  reversed  peristalsis. 

6.  Treatment  of  Certain  Hemorrhages  of  the  Uterus  with  Radium 
and  Rontgen  Rays. — H.  Schmitz  (Med.  and  Surg.,  1918,  ii,  714) 
says  that  a  correct  diagnosis  of  the  underlying  disease  in  uterine 
hemorrhages  is  of  the  utmost  importance.  It  can  be  rendered 
only  by  a  microscopic  examination  of  the  endometrium  or  excised 
pieces  of  uterine  tissue.  A  careful  general  and  special  pelvic  ex- 
amination will  be  a  valuable  adjunct.  The  diseases  which  may  be 
cured  by  actinotherapy  or  radiotherapy  are  hemorrhagic  metropathy, 
catarrhal  chronic  endometritis,  chronic  myometritis  and  myomata 
uteri.  While  palliation  of  the  symptoms  may  always  be  attained 
in  malignant  disease,  in  a  few  instances  permanent  cures  obtained 
in  this  class  of  diseases.  If,  in  essential  uterine  hemorrhages  and 
hyperplasia  of  the  endometrium  and  myometrium,  medicinal  and 
local  mechanical  treatment  or  repeated  curettages  do  not  bring 
about  cessation  of  the  hemorrhages,  actinotherapy  is  indicated. 
Myomata  of  the  cervical,  submucous  or  pedunculated  varieties 
and  myomata  undergoing  degenerations  must  be  treated  surgically. 
Women  below  thirty-five  years  of  age  desiring  offspring  should  be 
myomectomized.  All  other  myomata  should  be  subjected  to 
actinotherapy,  which  invariably  causes  amenorrhea.  The  tumor 
decreases  in  size  and  often  disappears  entirely.  The  palliative 
treatment  of  uterine  hemorrhage  is  chiefly  limited  to  the  inoperable 
stages  of  carcinoma,  sarcoma  and  chorionepithelioma  uteri.  All 
ases  of  malignancy  must  be  subjected  to  an  extended  abdominal 
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panhysterectomy  if  the  disease  is  clearly  localized  to  the  organ. 
Border-line  cases  and  clearly  inoperable  cases  should  be  subjected 
to  actinotherapy.  In  the  treatment  of  malignant  disease  the  action 
of  the  gamma  rays  of  radium  are  combined  with  hard  filtered 
rontgen  rays.  The  action  of  radium  is  limited  and  probably 
does  not  exceed  an  area  of  a  diameter  of  4  to  6  centimeters,  while 
the  intensive  rontgen  rays  are  directed  through  the  anterior 
abdominal  wall,  the  buttocks  and  the  perineum  toward  the  para- 
metrium and  regional  lymph-gland  groups.  The  writer  has  sub- 
jected 189  cases  of  uterine  hemorrhages  to  treatment  with  radium 
and  rontgen  rays.  In  126  cases,  the  hemorrhage  resulted  from 
malignant  disease  of  the  cervix,  in  three  from  cancer  of  the  corpus, 
in  fifteen  from  myomata,  in  thirty-nine  from  hemorrhagic  myo- 
pathies and  myomatoses  uteri  and  in  six  cases  from  chronic  catarrhal 
endometritis.  Several  cervical  and  corporeal  cancers  have  re- 
mained well  following  a  time-period  of  four  to  five  years.  Yet  it 
was  evident  that  the  results  of  radium  and  rontgen  ray  therapy 
are  palliative  and  in  only  a  very  few  cases  curative.  Hemorrhage, 
pain  and  discharge  are  temporarily  arrested.  Thirteen  of  the 
fifteen  cases  of  myomata  uteri  were  permanently  relieved,  the 
tumor  disappearing  within  six  to  nine  months  in  all  but  a  few  of 
the  cases.  The  negative  results  obtained  were  due  to  a  fatty 
degeneration  in  the  one  and  to  a  red  degeneration  in  the  other. 
The  thirty-nine  cases  of  hemorrhagic  myopathies  or  essential 
menorrhagias  and  the  six  cases  of  catarrhal  endometritis  were 
permanently  cured. 

C.    AIISCELLANEOUS. 

1.  Puericulture  in  France. — P.  Strauss  (Amer.  Jour.  Dis.  Child., 
1 91 8,  xvi,  207)  says  that  recent  legislation  by  the  French  Govern- 
ment from  which  hygienists  expect  the  most  happy  results,  does  not 
only  decree  an  elective,  but  an  indemnified  sojourn  of  repose  before 
confinement  and  obligatory  and  indemnified  rest  after  delivery; 
it  requires  also  the  sanitary  control  of  nurslings  in  the  homes,  and 
it  also  makes  appeal  to  private  organizations — the  Mutualites 
Maternelles,  societies  for  mutual  aid  and  societies  for  maternal 
assistance. 

2.  Red  Cross  Infant  Mortality  Campaign  in  France. — It  is 
stated  by  W.  P.  Lucas  (Amer.  Jour.  Dis.  Child.,  1918,  xvi,  212) 
that  on  account  of  the  presence  of  the  men  of  France  in  the  trenches 
for  four  years  and  of  over  800,000  women  in  factories  and  work- 
shops, the  birth-rate  is  40  per  cent,  below  the  total  death-rate.  The 
writer  outlines  the  work  done  by  the  Children's  Bureau  of  the 
American  Red  Cross  for  the  reduction  of  infant  mortality.  All 
established  organizations  working  in  this  line  have  been  supported 
and  attempts  have  been  made  to  coordinate  their  activities.  The 
underlying  principle  of  the  program  is  that  the  simplest  means  are 
often  the  most  efficacious;  that  preventive  measures  are  far  more 
forceful  in  lowering  infant  mortality  than  curative  measures,  and 


936  SELECTED   ABSTRACTS 

that  these  measures  must  start  in  the  prenatal  period,  and  must 
reach  every  mother  a  long  enough  time  before  the  birth  of  her 
child  to  ensure  as  nearly  as  possible  a  normal  pregnancy  and  a 
healthy  baby.  Every  baby  will  be  "  followed-up  "  so  as  to  prevent 
illness.  Wherever  institutional,  hospital  or  dispensary  needs  are 
greatest  the  Children's  Bureau  is  establishing  such  clinics  and 
hospitals,  as,  for  instance,  in  overcrowded  manufacturing  centers 
or  cities  that  have  been  forced  to  receive  thousands  of  refugees 
from  the  invaded  districts.  A  definite  educational  division  of  the 
Bureau  has  been  established,  which  has  already  achieved  much 
in  its  single  traveling  exhibit  on  infant  and  child  welfare.  A  more 
extensive  and  elaborate  exhibit  has  been  carried  on  in  Lyons.  At 
this  exhibit  there  was  complete  representation  of  all  child  welfare 
work,  including  prenatal,  with  booths,  demonstrations  and  talks  on 
prenatal  care,  the  proper  bath  for  the  newborn  child,  a  booth  con- 
cerning preparation  of  milk  and  care  of  the  baby,  and  a  separate 
booth  in  the  center  of  the  building  where  the  care  of  the  baby  was 
actually  demonstrated,  bathing,  dressing,  and  proper  way  to  have 
the  baby  sleep  and  play.  In  connection  with  the  proper  equipment 
for  baby's  room  the  education  of  young  children  was  also  demon- 
strated practically,  as  was  similarly  the  recreational  work  for 
younger  and  older  children.  There  were  complete  booths  on  dental 
hygiene,  hygiene  of  the  mouth  and  throat;  work  on  tuberculosis  was 
shown  from  an  exhibit  borrowed  from  the  local  tuberculosis  bureau 
and  from  the  Rockefeller  Foundation.  A  continuous  lantern  slide 
demonstration  was  placed  at  one  end  of  the  hall,  and  at  the  other 
end  moving  pictures  of  many  of  our  best  American  and  English 
films,  which  had  been  adapted  to  the  French.  One  of  the  novel 
features  of  this  exhibit  was  the  use  of  the  French  guignol,  what  we 
would  call  a  Punch  and  Judy  show.  The  total  attendance  for 
three  weeks  in  Lyons  was  over  170,000.  The  exhibit  was  later 
transferred  to  Marseilles.  In  cooperation  with  the  Rockefeller 
Foundation,  a  number  of  short  nursing  courses  for  health  visitors 
have  been  established,  one  in  Paris,  one  in  Lyons  and  one  in  Mar- 
seilles, and  the  Red  Cross  is  cooperating  with  some  of  the  French 
training  schools  for  short  courses  in  Bordeaux  and  in  some  of  the 
other  cities.  These  courses  are  to  meet  the  need  for  French  workers 
in  dispensaries,  in  the  "follow-up"  work,  which  has  been  found  so 
essential  to  all  social  medical  work. 
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